Greenwich Borough Based Board
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Declaration of Interests

Update and signature list
Name of the meeting: Greenwich Bororugh Based Board
Name
(Last / First)

Declaration of Interest

Beishon Joy

Local Healthwatch
Representative

None

Hawes-Gatt Maria

Director of Quality

None

Goldberg Naomi

Voluntary Services
representative

1. Director of Strategy – METRO Charity – METRO receives a range of
funding from the NHS for services or which is likely, or possibly seeking
to do, business with health or social care organisations. This includes
involvement with a potential provider of a new care model.

Kennett-Brown Neil

Managing Director
Bexley and
Greenwich

1. Chair of Trustees, Fellowship Afloat Charitable Trust, Tollesbury, Essex
2. Trustee of the NHS Greenwich Charitable Funds, Charity Commission ref
1097722

Kroll Florence

McClinton Sarah

Date: 06/11/2020
State the change
or
‘No Change’

Position Held

Director of Children’s
Services, Royal
Borough of
Greenwich
Director of Adult
Social Services,
Royal Borough of
Greenwich

Enclosure 1

1. Trustee of the Children’s Society

Declaration awaited

Norton Annie

Assistant Director of
Finance (Greenwich)

None.

Rice Richard

Borough Lay Member

1. Trustee of the NHS Greenwich Charitable Funds, charity Commission ref
1097722
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Sign

Name
(Last / First)

Position Held

Salman Sabah

Lead GP Greenwich

Shaw Robert

Director of System
Development (Bexley
and Greenwich)

Subbarayan Krishna Lead GP Greenwich

Tran Tuan

LMC representative

Whiteman Steve

Director of Public
Health, Royal
Borough of
Greenwich

Declaration of Interest

1.
2.
3.
1.
2.

Salaried GP at Vanbrugh Group Practice
Trustee – Greenwich Charitable Trust
GP Clinical Lead – High Intensity User Programme
Shareholder/Director of Covalent Limited
Son’s mother is a Director of Get it Right First Time, part of NHS
Improvement

1.
2.
3.
4.
1.
2.
3.
4.
5.
6.
7.

GP Partner Sherard Road Medical Centre
GP Partner Sherard Road Medical Centre
Shareholder GPCC less than 5%
Member of Greenwich Health LLP
GP Partner of Valentine Health Partnership
Shareholder of GPCC (which runs Clover Health Centre)
Undertake regular locum shifts for Greenbrook Healthcare
Director Fairfield Medicare Ltd
Undertake occasional shifts for Hurley GP
Undertake occasional shifts for Lewisham Urgent Care Centre
LMC Chair for Greenwich

None.
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State the change
or
‘No Change’

Sign

Greenwich Borough Based Board
Minutes of the meeting held on Thursday 11 September 2020, 13:30 – 15:50
Members
Krishna Subbarayan
(Chair)
Sabah Salman
Neil Kennett-Brown
Tuan Tran
Florence Kroll
Jackie Davidson

GP Governing Body Member (Greenwich), SEL CCG

Richard Rice
Naomi Goldberg
Joy Beishon
Robert Shaw
Sarah McClinton

GP Governing Body Member (Greenwich), SEL CCG
Placed Based Director (Greenwich), South East London (SEL) CCG
Chair of Greenwich Local Medical Committee
Director of Children’s Services, Royal Borough of Greenwich
Assistant Director of Public Health, Royal Borough of Greenwich (RBG)
(for Steve Whiteman)
Lay Member, Greenwich Borough Based Board
Director of Strategy, METRO/GAVS
Chief Executive, Healthwatch Greenwich
Director of System Development (Bexley and Greenwich), SEL CCG
Director of Health & Adults Services, RBG

In attendance
Russell Cartwright
Simon Henley-Castledon
Omar Al-Ramadhani
Andy Simpson
Colin Nash
Shanna Swainsbury

Assistant Director of Communications and Engagement, SEL CCG
Programme Director, Oxleas NHS FT
Head of Assurance, SEL CCG (for item 2.8)
Corporate Governance Lead (Greenwich), SEL CCG (minutes)
Governance Support, SEL CCG (moderator)
Business Support Lead (Greenwich), SEL CCG (producer)

Apologies for Absence
Steve Whiteman
Devora Wolfson
Ben Travis
Matthew Trainer
Annie Norton
Maria Hawes-Gatt

Director of Public Health, RBG
Director of Integrated Commissioning (Adults), RBG and SEL CCG
Chief Executive, LGT
Chief Executive, Oxleas NHS FT
Assistant Director of Finance (Greenwich), SEL CCG
Director of Quality (Bexley, Greenwich and Lewisham), SEL CCG

1.

Introduction

1.1
1.1.1

Introductions and Apologies for Absence
The Chair welcomed attendees, noted apologies (listed above) and advised that the meeting
was quorate.

1.2
1.2.1

Declarations of Interest
The Chair invited members to declare any existing or new interests in the context of agenda
items. A register of existing declarations had been included within the meeting papers.

1.2.2

Sabah Salman declared the following new interests:
•
•

Trustee of Greenwich Charitable Trust
GP Lead for High Intensity User Programme for One Health Lewisham, Queen
Elizabeth Hospital
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1.3
1.3.1

Minutes of the previous meeting
The minutes of the meeting held on 9 July 2020 were approved as an accurate record.

1.4
1.4.1

Action Log
There was one open item in relation into the receipt of feedback from a black, Asian and
minority ethnic (BAME) listening event held by Healthwatch Greenwich, which was included
within the meeting papers (item 2.6)

2.

BUSINESS ITEMS

2.1
2.1.1

Update on Working Together to Support our Residents During Covid-19
Jackie Davidson provided an overview of the pattern of Covid infection in the London Borough
of Greenwich; the responses implemented to mitigate the virus’s impact; and the measures put
in place to protect the most vulnerable and prevent the likelihood of outbreaks. The following
key points were reported:
•

•
•
•
•
•
•
2.1.2

Though the number of cases and the infection rate in Greenwich were lower than the
London average, there had been an increase in the current and previous weeks. It was
possible that this had been due to expected fluctuations rather than necessarily an
increase in the rate of infection;
The age groups with the largest increase in the number of cases were the 20-39 and
40-59 age groups, potentially linked to an increase in travel and the reopening of pubs
and restaurants;
A clear link had emerged between the level of deprivation and the number of cases;
Concerns had been raised – which had been discussed in the media – about the ability
of the test and trace programme to ensure that all individuals linked to a case were
contacted, though the rate of contact was over 80% of people;
Local Health Protection Teams were reviewing how to mitigate against future outbreaks;
A programme of communications and engagement was being rolled out to support
those most at risk and for those in key public settings, such as care homes, schools and
universities; and
An intensive approach was being taken in relation to infection management at care
homes, with weekly testing in place.

Updates were also provided in relation to the measures being put in place in other parts of the
system, as follows:
Local Authority: Children and Young People’s Services

2.1.3

•
•

All schools reopened to pupils in September having undertaken significant preparations
to ensure that schools were safe and Covid-secure environments; and
All schools had been provided with a small supply of Covid tests to provide to students
who became ill whilst at school.

Local Authority: Adults’ Services
2.1.4

•
•
•

There was a continued focus on effective discharge through the establishment of
effective ‘out of hospital’ pathways, ensuring a strong offer for people requiring
dementia care;
Work also continued to ensure that admissions to care homes were subject to Covidsafe measures and criteria; and
The Forward Thinking Programme – designed to build strength- and assets-based
approaches into the ‘reablement offering’ for older people and adults with learning
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disabilities – had been resumed.
Public Health
2.1.5

Public Health continued to coordinate the Local Outbreak Control Plan, which aims to reduce
the likelihood of outbreaks of infection in different settings in the Borough of Greenwich. Weekly
meetings were in place to scrutinise every reported case of Covid in order to determine
patterns.
Primary Care

2.1.6

•
•
•
•

Practices were open and had been throughout;
The Covid Management Service was still in place, for which activity was being
monitored closely;
Practices had modified their estates in order to adhere to NHS England (NHSE)
guidance on zoning and access arrangements for patients. The practice of triaging
patients before seeing them was still in place; and
Work was underway in conjunction with Clinical Directors of Primary Care Networks
(PCN) to implement PCN direct enhanced services within the current financial year.

Community Health and Mental Health Services
2.1.7

Efforts continued to keep patients as safe as possible. Consideration was being given to the
digital offering for patients in future, though increasing once again the number of face-to-face
appointments where appropriate.
Acute Services

2.1.8

•
•
•

2.1.9

The following was noted during discussion of the updates on Covid preparedness:
•
•

2.1.10
2.2
2.2.1

As acute activity returned gradually to pre-Covid levels, focus was upon maintaining
recommended infection prevention and control measures;
New and streamlined guidance on self-isolation and patient testing had been
implemented; and
Work was underway across partners to develop robust winter plans while maintaining
focus on patient flow across the system.

While all schools had completed appropriate and relevant risk assessments following
identification of those children most at risk, the information was not to hand in the
meeting to state whether or not parents were present at all assessments; and
It was important to emphasise that the term ‘young people’ within the narrative that
young people were the age group which had seen the largest increase in cases,
denoted the whole of the working age population. The use of the term seemed to cause
a misperception that teenagers and student-age individuals were responsible for the
increase in the number of cases.

The Board NOTED the Update on Working Together to Support our Residents During Covid19.
Greenwich Borough Recovery and Reset Plan 2020-22
Neil Kennett Brown introduced the Draft Greenwich Recovery and Reset Plan 2020-22,
advising that the Plan had been subject to wide engagement and remained in the engagement
phase. Feedback received had been incorporated, and it was being presented to the
Greenwich Borough Based Board’s present meeting for further review before its submission to
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the Health and Wellbeing Board for approval in October.
2.2.2

An overview was given of agreed priorities within the Plan.

2.2.3

The Board NOTED the Plan.

2.3
2.3.1

Winter Planning
Robert Shaw introduced a paper which detailed a whole-system approach which would be
taken across physical and mental health in order to address the unique challenges which the
approaching winter would present due to the Covid pandemic.

2.3.2

The proposal was for a three-prong approach:
1. Prevention
2. To support admission avoidance
3. To facilitate patient flow

2.3.3

It was noted that, while there were no plans to take beds out of the system, a reconfiguration of
beds would be required for infection prevention and control purposes (IPC). For instance, IPC
measures would preclude the establishment of escalation wards in order to manage periods of
activity surge.

2.3.4

The operational system group across Bexley, Greenwich, local authorities and CCG, Oxleas,
LGT & partners, continued to review such considerations and manage the system-wide
response.
Home First

2.3.5

Mr Shaw gave an overview of work underway in relation to Home First, a programme focused
upon the two-prong approach of keeping residents at home, and on getting people home as
quickly as possible wherever admission was unavoidable. A detailed report on the modelling
and approach was included within the meeting papers.

2.3.6

An important next step in making the home a priority would be the completion of a business
case, in conjunction with stakeholders, in order to address the investment gap for out-ofhospital services.

2.3.7

The business case would clearly articulate resourcing requirements, both from a financial
perspective and from a workforce perspective, given the unique challenges which this winter
was expected to present. Work was underway in conjunction with communications and
engagement teams to conceive of innovative ways to attract talent, though development of the
existing workforce would be an important part of this.

2.3.8

The following points were noted in discussion of the update:
•
•

2.3.9

In order to be able to give assurance in relation to effectiveness the of winter planning
approaches, a series of key lines of enquiry have been developed to measurer key
elements; and
Extensive and detailed bed modelling has been undertaken in order to support demand
management.

The Board:
• NOTED the Winter Planning Update;
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APPROVED the proposals detailed within the paper and the associated investment of
£95,750 for a Home First Services winter pilot; and
• AGREED to receive a business case for sustainable long-term investment into Home
First Services (a draft in December 2020, followed by a final and full business case in
January 2021).
Flu Planning
Jackie Davidson gave a presentation on local system-wide preparations for the flu season,
which took into account the risk of second wave of the Covid pandemic, which would be
expected in turn to exacerbate the impact of the winter pressures. The presentation had been
circulated in advance of the meeting separately to the meeting papers.
•

2.4
2.4.1

2.4.2

It was noted that in previous years, approximately 50% of those considered to be most at risk
were vaccinated. For the current year, the number in this cohort of people had been expanded
to include the 50-64 year-old age group. The need to operate within Covid-secure
environments would create additional challenges.

2.4.3

Attention was drawn to slides which detailed work underway across partners to deliver key
elements. Weekly meetings had been established to review management requirements and
progress, and a rigorous communications plan would ensure that important messages reached
the right groups and individuals.

2.4.4

The following points were noted in discussion of the update:
•
•
•

It would be imperative for communications with patients to be right and effective, not
least given the fear of the vaccine among some individuals and communities;
As with most years, vaccine stocks for this winter were challenged. Availability would be
monitored at the weekly flu meetings;
Social distancing rules and the impact of them upon appointment management would
likely necessitate the establishment of extra clinics to deliver flu vaccinations. The
feasibility of a ‘mega clinic’ approach in order to help to meet demand safely was being
reviewed.

2.4.5

The Board:
• NOTED the Flu Planning Update; and
• ENDORSED the proposal to extend a service, including at Lewisham and Greenwich
Trust (LGT), to offer vaccinations to pregnant women attending maternity appointments
and to clinically ‘at risk’ patients attending in- and outpatient appointments.

2.5
2.5.1

Communications and Engagement Update
Russell Cartwright provided an overview of activities within the communications and
engagement function of the CCG. The following key points were noted:
•

Recruitment was still underway in order to establish a full CCG-wide communications
and engagement team;
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•

•

•

•

There had been extensive engagement in relation to the Greenwich Covid-19 Recovery
and Reset Plan which had been developed by the Healthier Greenwich Alliance, the
final version of which would be submitted to the Health and Wellbeing Board for
approval.
Views from residents, the local authority and other stakeholders were being sought on
how to deliver the Plan’s priorities. Engagement activities undertaken by partners were
detailed within the paper. A survey was conducted in order to gather feedback but had a
low response rate;
The central communications and engagement team had facilitated task and finish
groups (with Greenwich representation) in order to define the CCG’s approach to
engagement, and to ensure that local voices continue to influence and shape decisionmaking. The CCG’s Governing Body would be asked to approve the adoption of the
agreed principles; and
Work was underway with partners to develop winter planning communications.

2.5.2

Naomi Goldberg added that there was a pending King’s Fund bid which, if won, would bring an
extra £0.5m into the system. Community development work would be required in order to link
this with providers and commissioners.

2.5.3

The Board NOTED the Communications and Engagement Update.

2.6
2.6.1

Feedback from Healthwatch Greenwich report on the Black Lives Matter Event
Joy Beishon provided an update on feedback received, and the agreed next steps, following a
Black Lives Matter digital listening event in July organised by Healthwatch.

2.6.2

Reponses and outcomes had been posted to the Healthwatch website, along with a summary
of the response from each of the local health and care partners to the areas considered at the
event. A significant portion of the feedback given by service users centred on how empowering
it felt to be involved and listened to.

2.6.3

Next steps included the establishment by Healthwatch Greenwich of a BAME forum in order to
support the local health and care system to deliver the aims of the Covid-19 Recovery and
Reset Plan. A SEL-wide patient group was also to be established.

2.6.4

During discussion of the report, suggestion was made that it would be important to foster
services which are “culturally competent”, rather than simply equal.

2.6.5

The Board NOTED the Feedback from Healthwatch Greenwich Report on the Black Lives
Matter Event.

2.7
2.7.1

Greenwich Borough Performance Report
Omar Al-Ramadhani presented the inaugural Greenwich Borough Performance Report, which
detailed the performance of local providers against key metrics from the NHS Oversight
Framework.

2.7.2

Members were given an overview of the structure and format of the report, and noted that a
more complete set of metrics would be included within the next iteration.

2.7.3

The following was noted in discussion of the report:
•

Though the purpose of the borough-based performance report would be local review of
performance for out-of-hospital service areas delegated to the Borough, it would be
useful for it to contain hospital-based metrics in order to provide a rounded view of
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•
•
•
•
•

system performance;
As well as cancer screening metrics, it would be useful to see indicators which show
patients’ journeys through services, as well as a broader spectrum of long-term
conditions, such as asthma;
It would be helpful for national standards to be included within the report so that it is
clear to what extent performance does or does not meet targets;
In order for there to be clinical perspective when considering which metrics to include, it
would be valuable for clinicians to take part in discussions designed to agree which
metrics to include;
Linking performance to the Recovery Plan and establishing key performance indicators
would allow for the monitoring of progress in delivery of the Plan, and an assessment of
changes being made as a result of its implementation; and
A glossary of acronyms would make the report more accessible for those not familiar
with them;

2.7.4

The Board NOTED the Greenwich Borough Performance Report

2.8
2.8.1

Greenwich Borough Finance Report
Neil Kennett-Brown provided a month-four (M4) overview of the financial position of the
Greenwich division of SEL CCG, reporting the following key points:
•
•

At M4 Greenwich reported a £0.61m overspend against its proportion of the agreed
financial allocation, made up of overspend against budgets for Continuing Health Care,
prescribing and mental health; and
A different financial arrangement would be in place for the last six months of the current
financial year, making end-of-year forecasting difficult.

2.8.2

The Board NOTED the Greenwich Borough Finance Report

2.9
2.9.1

Items for Escalation to the Governing Body
There were no matters to escalate to the Governing Body or its committees.

2.10
2.10.1

CQC Summary Report
The CQC Report on Lewisham and Greenwich Trust was provided for information. The
inspection concluded that improvements had been made for the ‘effective services‘ and ‘wellled services’ categories, which were now rated as ‘good’.

3.

Any Other Business

3.1

There was none.

4.

Meeting close

4.1

The Chair closed the formal part of the meeting at 15:50, and convened the public forum during
which members of the public had the opportunity ask questions of the Board.
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NHS SE LONDON CLINICAL COMMISSIONING GROUP
GREENWICH BOROUGH BASED BOARD
PUBLIC QUESTION AND ANSWERS 30
THURSDAY 10 SEPTEMBER 2020
VIRTUAL MEETING
PANEL:
Members
Krishna Subbarayan (Chair)
Sabah Salman
Neil Kennett-Brown
Tuan Tran
Florence Kroll
Jackie Davidson
Richard Rice
Naomi Goldberg
Joy Beishon
Robert Shaw
Sarah McClinton
Attendees
Russell Cartwright
Simon Henley-Castledon
Omar Al-Ramadhani
REF

1

GP Governing Body Member (Greenwich), SEL CCG
GP Governing Body Member (Greenwich), SEL CCG
Placed Based Director (Greenwich), South East London (SEL) CCG
Chair of Greenwich Local Medical Committee
Director of Children’s Services, Royal Borough of Greenwich
Assistant Director of Public Health, Royal Borough of Greenwich (RBG) (for
Steve Whiteman)
Lay Member, Greenwich Borough Based Board
Director of Strategy, METRO/GAVS
Chief Executive, Healthwatch Greenwich
Director of System Development (Bexley and Greenwich), SEL CCG
Director of Health & Adults Services, RBG
Assistant Director of Communications and Engagement, SEL CCG
Programme Director, Oxleas NHS FT
Head of Assurance, SEL CCG (for item 2.8)

QUESTION

RESPONSE FROM
GREENWICH BOROUGH BASED BOARD

Questions in advance of the meeting

There were no questions raised in advance of
the meeting
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REF

1

QUESTION

Questions raised at the meeting

RESPONSE FROM
GREENWICH BOROUGH BASED BOARD

In reference to the engagement report, there were
only 11 responses to the survey. The director also
said that he used the CCG engagement lists. Were
all Patient Participation Group (PPG) patients
contacted directly?

A single list of all patients across all PPG groups had not been located, though
engagement activities continued and there were ten days remaining for
residents to provide feedback. Practice Managers would be a valuable way of
reaching out to all PPG registered residents.

2

1. Are people getting prompt tests at facilities near
to them?
2. How proactive is the test regime in schools and
universities?
3. How are those who have to self-isolate being
assisted in relation to the financial impact, and
how successful is this are the measures?
4. How are GPs linked to the system? They have a
patient’s full medical history, and as such can
assess risks?
5. Some PPG members have asked about the
timescales for flu jabs. What is the timescale for
availability?
6. Robert Shaw states the development of local
workforce is important. Given the proposed
development of the site at Plumstead Health
Centre (by Oxleas), could a health campus
(health worker training and accommodation) be
considered for the Tewson Road site?
7. Healthier Greenwich Alliance, which on the face
of it seems to have taken over from the Health
and Wellbeing Executive Group. Where are the
minutes of these meetings held within the public
domain?

1. The media has shown extensively that lab capacity issues mean that tests
are not always able to be processed as promptly as desired, and that
some individuals are given appointments at testing sites which are miles
from their home. Solutions to this national issue are being considered at a
national level.
2. This differs by area and institution, as there is no one testing regime
nationally for schools and universities. Within care homes there is a testing
regime. Staff members are already tested regularly, and work is underway
to do the same for residents.
3. The support of low-income families who have experienced negative
financial impact as a result of Covid is managed by the government.
4. For those with Covid symptoms who present to their GP, the practice shall
response in the usual manner.
5. Information on the timescale for rollout of the flu vaccine was not to hand
at the time of the meeting – OCT START
6. The suggestion would be noted, but no response in relation to the
feasibility of a site at the Tewson Road site could be given at the meeting.
7. The Healthier Greenwich Alliance (the HGA) is indeed what was once the
Health and Wellbeing Executive Group. These meetings are not meetings
in public and as such the minutes would not be available online. Minutes of
the Health and Wellbeing Board to which the HGA is accountable, for
which the meetings are held in public, will continue to be made available
online.

3

While reacting to the pandemic has obviously been
a major priority for the CCG, could BBB members
respond to the lack of engagement with patient
groups since Feb/March, and to the closing down of
assurance arrangements such as the Patient

Although the implementation of new structures has been delayed due to the
Covid response and the role of communications and engagement staff in the
response, engagement activities have begun once again. The current direction
of travel includes:
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REF

QUESTION
Reference Group prior to the new structures being
implemented at borough and SEL level?

RESPONSE FROM
GREENWICH BOROUGH BASED BOARD

•
•
•

A greater emphasis on system-based (system-wide) communications;
A focus on embedding the right structures; and
An engagement assurance meeting would take place in October.

Greenwich is under represented in the SEL Task
and Finish Groups referred to in the report. It may
As the new structures were now being implemented, there would be little need
be some time before new SEL assurance forums
to reinstate disestablished ones.
are in place. What are the Board’s views on
reinstating the PRG or similar on an interim and
informal basis until new structures are in place?
4

Apparently the Queen Elizabeth Hospital (QEH) is There has been no directive from either the CCG or NHSE to restrict particular
only undertaking 2-week diagnostic tests, with all types of diagnostic testing at QEH, and full recovery plans are in place for all
other patients to be added to a waiting list. QEH is diagnostics.
waiting for permission to begin other diagnostic
scanning. Has this directive come from CCG or
NHSE?

5

Is there a conflict of interest in the CCG Healtwatch is an independent body which, as a non-voting member of the
commissioning
Healthwatch
to
carry
out Board, is able to contribute to system-wide discussions but not make
engagement on its behalf when Healthwatch is a decisions, and as such there is no conflict of interest.
member of local and SEL boards?
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Enclosure 3
NOVEMBER ACTION LOG – GREENWICH BOROUGH BASED BOARD

OPEN ITEMS
Ref
Minute
number

Action
There are no open items (none were raised at the September
meeting)

ITEMS CLOSED AT THE SEPTEMBER 2020 MEETING
Ref
Minute
Action
number
01/20
010/2020 Report back on the Healthwatch BAME listening event on 24
July

15

Action
owner

Action
owner
Joy
Beishon

To be
completed by

Update

Completion
date
September
2020

Update
A report was
presented at the
September 2020
meeting.

ENCLOSURE: 4

Greenwich Borough Based Board
DATE: Thursday, 12th November 2020
Title

Diabetes System Development Programme – Stage 2 Business Case

This paper is for decision
This business case outlines the system development programme for diabetes
which Bexley, Greenwich and Lewisham (BGL) boroughs wish to deliver. This
document provides the case for change together with its preferred option to
deliver system development equitably in diabetic care across the three
boroughs.
Stage 1 of the business case was presented to Bexley, Greenwich &
Lewisham CCG financial investment committees in September 2019 where
the following was agreed:
1. Invest in funding to upskill primary and community care in the
prevention, detection and management of patients with diabetes
2. To pursue co-designing a new model of diabetes care across Bexley,
Greenwich and Lewisham based on the Portsmouth principles
Executive
Summary

Since October 2019, 4 diabetes workshops have been held; mapping, scoping
and more in-depth modelling was carried out with key stakeholders to design
a model of care whereby the vast majority of patients are able to easily access
diabetes care in primary care and the community. This more in-depth mapping
and modelling includes an options appraisal for the commissioning and
delivery model, the level of investment required for 2021/22, together with the
anticipated improved patient outcomes and estimated medium and long term
savings.
The BGL co-designed model of care for diabetes was based upon the
principles of the Portsmouth diabetes model, which has been held up as best
practice and adopted by many boroughs around the country. Its focus is on
supporting patients to self-manage and be cared for in the community
wherever possible, with access to timely specialist care when patients require
it. It has strong clinical leadership with support across acute and community,
providing a tiered structure of expertise for all Healthcare Professionals.
If Greenwich is able to invest in its diabetes resource and achieve similar
results to that of Portsmouth, which is a significant reduction in non-elective
admissions for patients with diabetes, then the following savings could be
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realised:

Greenwich
Savings
based on
18/19
average
costs

21/22

Diabetic ketoacidosis
Hyperglycaemia
Hypoglycaemia
Myocardial infarction
CVA (Stroke+TIA)
Amputations
28 days re-admission
Outpatients Firsts
Outpatients Follow up
Total Savings

22/23

23/24

24/25

-£4,828 -£33,796
-£45,866
-£50,694
-£5,585 -£16,755
-£26,063
-£24,202
£30,892 -£57,922
£13,515
-£32,823
-£8,679 -£17,357
-£14,464
-£20,250
£48,648
£0
-£165,405
-£204,324
-£40,955 -£40,955
-£20,478
-£61,433
£0
£0
-£582,356 -£1,201,110
£0
£0
-£16,653
-£34,042
£0 -£133,443
-£274,572
-£423,389
£19,493 -£300,228 -£1,132,342 -£2,052,265

If there is no further investment in diabetes in Greenwich, then the service will
continue to be under-resourced with no access to a Community Consultant
Diabetologist and moderate diabetic foot podiatry, and insufficient resources
within psychology and dietetics. Greenwich patients will continue to receive a
service that is inequitable in its resource compared to some other SE London
boroughs, with no improved patient outcomes. Furthermore, if the model of
care is not improved and resourced in line with that of best practice, the cost
to the health system of patients with diabetes requiring non-elective
admissions will far outweigh any investment sought.
•

Agreement to Option 2 in the options appraisal: For key stakeholder
organisations to fully work up a method statement proposal to deliver the
new model of diabetes care, based around a PCN, as a whole integrated
care system. Since the impact of Covid, this model will also include a
team who can provide reviews for housebound patients with long term
conditions and a greater emphasis on using digital technology for remote
monitoring – this was not in the pre-Covid model. A budget will need to be
agreed to deliver a whole system diabetes service.

•

If Option 2 is agreed then the Greenwich Borough Base Board is
recommending that the business case be presented to SE London CCG
for consideration of investment to deliver this model of care to improve
patient outcomes and deliver long term financial savings.

Recommende
d action for the
Committee

17

Potential
Conflicts of
Interest

None

Key risks & mitigations
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1. Executive Summary
1.1 Purpose
This business case outlines the system development programme for diabetes which Bexley, Greenwich
and Lewisham CCGs wish to deliver. This business case provides the case for change together with its
preferred option to deliver transformation equitably in diabetic care across the three boroughs.
Stage 1 of the business case was presented to Bexley, Greenwich & Lewisham CCG financial investment
committees in September 2019 where the following was agreed:
1. Invest in funding to upskill primary and community care in the prevention, detection and
management of patients with diabetes
2. To pursue co-designing a new model of diabetes care across Bexley, Greenwich and Lewisham
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based on the Portsmouth principles
Since October 2019, 4 diabetes workshops have been held; mapping, scoping and more in-depth
modelling was carried out with key stakeholders to design a model of care whereby the vast majority of
patients are able to easily access diabetes care in primary care and the community. This more in-depth
mapping and modelling includes an options appraisal for the commissioning and delivery model, with an
indicative budget for 2021/22 onwards, together with the anticipated improved patient outcomes and
estimated medium and long term savings.
This is the Stage 2 business case. It was due to be presented at borough financial investment
committees in March 2020, however these were all cancelled due to Covid.
Decisions required are as follows:
•

•

Agreement to Option 2 in the options appraisal: For key stakeholder organisations to fully work up a
method statement proposal to deliver the new model of diabetes care, based around a PCN, as a
whole integrated care system. Since the impact of Covid, this model will also include a team who can
provide reviews for housebound patients with long term conditions and a greater emphasis on using
digital technology for remote monitoring – this was not in the pre-Covid model. A budget will need to
be agreed to deliver a whole system diabetes service.
To fund essential gaps in resources in Bexley for Quarter 4 of 2020/21

It is estimated it would take approximately 4 months to develop a whole systems diabetes model, with an
agreed financial envelope, but this time is necessary in order to ensure the model is deliverable and
sustainable with buy-in and ownership from all stakeholder organisations.
1.2 Case for Change
The prevalence and diagnosis rate of patients with diabetes is increasing across Bexley, Greenwich and
Lewisham. For Bexley, Greenwich and Lewisham the number of patients with diabetes accounts for
approximately 7% of the population, with a rising number of obesity related Type 2 diabetic patients in the
majority of preventable cases. Three in five women (59 per cent) and two in three men (68 per cent) are
overweight or obese. If this trends persist, one in three people will be obese by 2034 and one in 10 will
develop Type 2 diabetes.
Type 2 diabetes can cause personal suffering through its complications – it is a leading cause of sight loss
and lower limb amputation, and can contribute to kidney failure, heart attack and stroke. Diabetes (and its
complications) cost the NHS over £6 billion every year to treat.
Covid has further heightened the importance of either preventing diabetes or having better control of the
condition. According to The Diabetes Times 1, people with diabetes do face a significantly higher risk of
dying with COVID-19, with a third of deaths in England associated with the condition.
The cost to Bexley, Greenwich & Lewisham boroughs for non-elective admissions is high as can be seen
in Table 1 below:

1

https://diabetestimes.co.uk/a-third-of-covid-19-deaths-in-england-linked-to-diabetes/
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Table 1: Non-Elective Admissions, Readmissions & Diabetic Related Admissions – All Acute
Trusts 2018/19
Baseline
All Providers
2018/19

Bexley

Greenwich

Lewisham

Non Elective
Admissions

£10,939,248

£12,972,269

£15,458,293

1.3 Transformational Diabetes Programmes
Some other areas of the country have already redesigned their diabetes services. Whilst they have some
differences in delivery, the principles are aligned:
-

Upskilling primary and community care to support stable diabetic patients, with available
Consultant support as required
Strong focus on prevention, patient education and having controlled HbA1c levels, cholesterol and
hypertension
Complex patients remaining under the care of the acute trusts
Quick access to diabetic care as needed, reducing non-elective admissions

The Portsmouth diabetes model has shown that 5 years post initial mobilisation it discharged 90% of tier 2
and 3 patients back to primary care and that it had a 29.5% decrease in the rate of admissions from
Diabetic ketoacidosis, a 42% decrease in the rate of admissions from hypoglycaemic events and a 30%
decrease in the rate of Hyperglycaemic admissions. Tables 2 – 4 below show the potential savings that
each borough could achieve, should their outcomes follow that of Portsmouth.
Table 2 – Potential Savings in Bexley
Bexley
Savings based on 18/19
average costs
Diabetic ketoacidosis
Hyperglycaemia
Hypoglycaemia
Myocardial infarction
CVA (Stroke+TIA)
Amputations
28 days re-admission
Outpatients Firsts
Outpatients Follow up
Total Savings

21/22

22/23

23/24

24/25

-£4,633
-£25,480
-£37,062
-£41,695
-£3,082
-£9,246
-£13,868
-£12,328
£17,176
-£30,058
£6,441
-£15,029
-£8,257
-£13,761
-£11,009
-£13,761
£24,749
£0
-£82,498
-£90,748
-£25,244
-£12,622
-£12,622
-£25,244
£0
£0 -£485,412
-£987,679
£0
£0
-£17,733
-£35,817
£0 -£150,231 -£304,760
-£463,585
£710 -£241,399 -£958,524 -£1,685,886
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Table 3 – Potential Savings in Greenwich
Greenwich
21/22
Savings based on 18/19
average costs

Diabetic ketoacidosis
Hyperglycaemia
Hypoglycaemia
Myocardial infarction
CVA (Stroke+TIA)
Amputations
28 days re-admission
Outpatients Firsts
Outpatients Follow up

22/23

23/24

24/25

-£4,828
-£33,796
-£5,585
-£16,755
£30,892
-£57,922
-£8,679
-£17,357
£48,648
£0
£40,955
-£40,955
£0
£0
£0
£0
£0 -£133,443

-£45,866
-£26,063
£13,515
-£14,464
-£165,405

-£50,694
-£24,202
-£32,823
-£20,250
-£204,324

-£20,478
-£61,433
-£582,356 -£1,201,110
-£16,653
-£34,042
-£274,572
-£423,389
£19,493 -£300,228 £1,132,342 -£2,052,265

Total Savings
Table 4 – Potential Savings in Lewisham

Lewisham
21/22

Savings based on 18/19
average costs

Diabetic ketoacidosis
Hyperglycaemia
Hypoglycaemia

-£4,281
-£8,942
£24,359
£13,494
£35,324
£44,499
£0
£0
£0
£11,533

Myocardial infarction
CVA (Stroke+TIA)
Amputations
28 days re-admission
Outpatients Firsts
Outpatients Follow up
Total Savings
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22/23

23/24

24/25

-£34,252
-£26,827
-£44,658

-£47,096
-£40,241
£10,150

-£51,378
-£35,770
-£24,359

-£30,361
£8,831

-£23,614
-£132,467

-£30,361
-£150,129

-£44,499
£0
£0
-£142,670

-£22,250
-£462,402
-£18,619
-£291,866
£1,028,404

-£66,749
-£947,781
-£38,020
-£447,740

-£314,436

-£1,792,286

1.4 Options Appraisal
Three options have been considered in this business case, they are as follows:
Option 1: Agree Funding and Outcomes to be delivered on an individual organisation basis
Option 2: Partnership Model to deliver Diabetes Whole System Model
Option 3: Go out to tender: Partnership Model to deliver Diabetes Whole System Model
The preferred option is Option 2.
By choosing Option 2, key stakeholder providers will be the driving force for putting the operational detail
to the model, working together to provide care and support one for one another to achieve the same
outcome. An integrated care system (ICS) approach will ensure that providers work together and focus
resource where it is needed, rather than being biased to their own organisation.
1.5 Funding Requested for Quarter 4 2020/21 and indicative investment for 2021/22 onwards
Investment in diabetes and long term conditions as a whole has been underfunded for many years in
Bexley, Greenwich and Lewisham. Consequently, it has been extremely difficult to develop services,
technology and innovation when staffing resource is extremely stretched against an increasing number of
people developing Type 2 diabetes.
The investment sought is in 2 parts. Firstly, there are some essential staffing gaps to deliver the
current community diabetes and podiatry services in Bexley.
Table 5 - Funding Requirements for Q4 2020/21

Year 1, Q4 - 20/21 Funding
Requirements
Bexley
1 x Band 7 DSN (with on costs)

£16,464

2 x Band 6 Podiatrists (with on costs)

£34,183

TOTAL

£50,647

Funding Requirements for 2021/22 onwards
Secondly, sustainable investment is required in diabetes if Bexley, Greenwich and Lewisham are to be
able to develop a robust, whole system diabetes service and then in the long term deliver improved patient
outcomes and subsequent financial savings through a reduction in non-elective admissions.
Approval from stakeholders is required to develop a whole system model within an agreed
financial envelope.
It Is difficult to provide an exact indication of the budget required to develop a whole system model,
however an estimate has been made based on the model developed as a result of the system modelling
from the 4 stakeholder workshops and the learning from the Portsmouth model.
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The tables below give a range of the likely investment required and in which staffing categories. The
funding requirements are different in each borough as Bexley, Greenwich and Lewisham all have slightly
differing models at present and investment is not consistent across primary, community and secondary
care.
Table 6: Estimate of Whole System Investment in Bexley
Whole System Investment
Bexley
Consultant Diabetologists: 1.2
wte
DSNs: 1 - 3 wte
Dietitians: 1 - 2 wte
Psychologists: 1 - 2 wte
Administration: 1 - 2 wte
Primary Care Investment
Equipment & Premises
Other ad hoc cost
TOTAL
Reduction in Acute Spend
Return on Investment

2021/22
£144,000 £171,000
£55,000 £165,000
£55,000 £110,000
£66,000 £132,000
£30,000 £60,000
£20,000 £100,000
£100,000 £150,000
£20,000 £80,000
£490,000 £968,000

2022/23

2023/24

£145,440 - £172,710

£146,894 - £174,437

£55,550 - £166,650

£56,106 - £168,317

£55,550 - £111,100

£56,106 - £112,211

£66,660 - £133,320

£67,327 - £134,653

£30,300 - £60,600

£30,603 - £61,206

£20,200 - £101,000

£20,402 - £102,010

£101,000 - £151,500

£102,010 - £153,015

£20,200 - £80,800

£20,402 - £81,608

£494,900 - £977,680

£499,849 - £987,456

£241,399
-£248,601 to
-£726,601

£958,524
£463,624
to -£19,156

£1,685,886
£1,186,037 to
£698,430

Table 7: Estimate of Whole System Investment in Greenwich
Whole System Investment
Greenwich
Consultant Diabetologists: 1.2
wte
DSNs: 1 - 2 wte
Dietitians: 1 wte
Psychologists: 1 wte
Administration: 0 additional
Primary Care Investment
Equipment

2021/22
£144,000 £171,000
£55,000 £110,000
£55,000
£66,000
£0
£100,000 £200,000
£100,000 £150,000
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2022/23

2023/24

£145,440 - £172,710

£146,894 - ££174,437

£55,550 - £111,100
£555,500
£66,660
£0

£56,106 - £112,211
£56,106
£67,327
£0

£101,000 - £202,000

£102,010 - £204,020

£101,000 - £151,500

£102,010 - £153,015

£20,000 £80,000
£540,000 £832,000

Other ad hoc cost
TOTAL
Reduction in Acute Spend
Return on Investment

£20,200 - £80,800

£20,402 - £81,608

£545,400 - £840,320

£550,854 - £848,723

£300,228

£1,132,342

£2,052,265

£292,022
to
£586,942

£1,203,542
to
£1,501,411

- £239,772 to
- £531,772

Table 8: Estimate of Whole System Investment in Lewisham

Whole System
Lewisham

Investment

2021/22

Consultant Diabetologists: 1.2 £144,000
wte
£171,000
£55,000
DSNs: 1 - 2 wte
£110,000
£55,000
Dietitians: 1 - 2 wte
£165,000
£66,000
Psychologists: 1 - 2 wte
£132,000
Administration: 0 additional
£0
£100,000
Primary Care Investment
£200,000
£100,000
Equipment
£150,000
£20,000
Other ad hoc cost
£80,000
£540,000
TOTAL
£1,308,000

-

2022/23

2023/24

£145,440 - £172,710

£146,894 - ££174,437

£55,550 - £111,100

£56,106 - £112,211

£55,550 - £166,650

£56,106 - £168,317

£66,660 - £133,320
£0

£67,327 - £134,653
£0

£101,000 - £202,000

£102,010 - £204,020

£101,000 - £151,500

£102,010 - £153,015

£20,200 - £80,800

£20,402 - £81,608

£545,400 - £1,321,080 £550,854 - £1,334,290

Reduction in Acute Spend

£314,436

£1,028,404

Return on Investment

-£225,564 to
-£993,564

-£292,676
£483,004

£1,792,286
to £457,996
£1,241,432

to

1.6 Covid Related Investment for People with Long Term Conditions and the Housebound living in
Bexley, Greenwich and Lewisham
As previously mentioned in section 1.1, Covid has highlighted further gaps in the care and technology
available for those with long term conditions who are either housebound or have been / are still, shielding.
Through the Diabetes Project Board since the onset of Covid, it has been identified that there are
significant health inequalities for the housebound with long term conditions to receive medical reviews
compared to ambulatory patients and little investment in technology to provide virtual monitoring.
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Consequently this model will also include a team who can provide reviews for housebound patients with
long term conditions and a greater emphasis on using digital technology for remote monitoring – this was
not in the pre-Covid model.
1.7 Conclusion
It has been demonstrated in this business case that to do nothing, or just the minimum, will have little
impact on delivering whole system change to diabetes services – for patient outcomes and the financial
impact on SE London CCG.
The Portsmouth model and other boroughs following it have shown that repatriation from the acute trusts
of tier 2-3 patients is possible, providing staff are upskilled. This brings care closer to home, with quick
access to support when needed and focuses on prevention through to controlled management of
diabetes. This in turn reduces the number of diabetic patients being admitted non-electively.
By following the Portsmouth model, investment in the new diabetes model of care together as an
integrated care system will provide long term improved patient outcomes and financial savings.
Scheme category/programme area

Diabetes System Development Programme

Project Lead

Michelle Barber & Ian
Ross

Clinical Lead

SRO / Executive Lead
Project start date

Robert Shaw
April 2021

Lead CCG/ GP Executive
Impact start date
July 2022

Activity Impact Area/s (including
transfers between secondary and
community or primary care)

Is this a QIPP project?

No
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Dr Charles
Gostling
(Lewisham)
Dr Krishna
Subbarayan
(Greenwich)
Dr Jhumur Moir
(Bexley)

Is this a RightCare
project? If so, state the
programme area

NHS RightCare
Diabetes

Is there a related
CQUIN?

No

Proposal
2. Background and Case for Change
Set out the background for the business case - what is the problem or opportunity the business case is
based on?
2.1 Purpose
This business case outlines the system development programme for diabetes which Bexley, Greenwich
and Lewisham boroughs wish to deliver. This business case provides the case for change together
with its preferred option to deliver transformation equitably in diabetes care across the three boroughs.
In September 2019, Stage 1 of the Diabetes Transformation programme was presented to the Financial
Investment Committees at Bexley, Greenwich and Lewisham CCGs. This business case outlined:
- the principles of the diabetes transformation programme and its anticipated outcomes
- the investment required in upskilling primary and community care
- the need to sustain investment to deliver the 3 Treatment Targets (Greenwich & Lewisham),
Multidisciplinary Foot Teams (Bexley & Greenwich) and Structured Education (all boroughs)
All the above elements were agreed by the three CCGs, together with the decision to work up
the Stage 2 business case for the preferred model which is based on the principles of the
Portsmouth Diabetes model.
Since September 2019 a series of workshops have been held with representatives from primary care,
community providers, secondary care, public health, patients and commissioning. The workshops held
focused on the following:
-

Workshop 1: Mapping the current provision for patients with diabetes from prevention to
complex management. Highlighting what works well and where there are gaps or opportunities
for change.
Workshop 2: Co-designing a new model of care for patients with diabetes from prevention to
complex management
Workshop 3: Revisiting co-designed new model of diabetes care, sense checking and modifying
following feedback
Workshop 4: Co-designed “Model Diabetes PCN” including staffing and resources required

This business case provides the detail of the co-designed new model of diabetes care, together with the
anticipated quality and financial outcomes. There are three options to consider regarding the most
suitable commissioning model the SE London CCG should choose for the delivery of the new diabetes
model of care, as well as the investment required in Q4 20/21 for gaps in essential service provision in
Bexley, further highlighted by the impact of Covid.
This is the Stage 2 business case. Decisions required for this business case are as follows:
• Agreement to Option 2 in the options appraisal: For key stakeholder organisations to fully work up a
method statement proposal to deliver the new model of diabetes care, based around a PCN, as a
whole integrated care system. Since the impact of Covid, this model will also include a team who
can provide reviews for housebound patients with long term conditions and a greater emphasis on
using digital technology for remote monitoring – this was not in the pre-Covid model. A budget will
need to be agreed to deliver a whole system diabetes service.
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•

To fund essential gaps in resources in Bexley for Quarter 4 of 2020/21

2.2 Background
Bexley, Greenwich and Lewisham (BGL) all have growing and ageing populations with an increasing
number of people living with diabetes. National statistics report that there are now almost 3.7 million
people living with a diagnosis of the condition in the UK, an increase of 1.9 million since 1998. Data
shows that the number of people diagnosed with Type 1 or Type 2 diabetes has increased by almost
100,000 since last year – from 3,590,501 to 3,689,509. (Diabetes UK 2018).
For Bexley, Greenwich and Lewisham the number of patients with diabetes accounts for approximately
7% of the population, with a rising number of obesity related Type 2 patients with diabetes in the
majority of preventable cases. Three in five women (59 per cent) and two in three men (68 per cent)
are overweight or obese. If this trends persist, one in three people will be obese by 2034 and one in 10
will develop Type 2 diabetes.
Type 2 diabetes can cause personal suffering through its complications – it is a leading cause of sight
loss and lower limb amputation, and can contribute to kidney failure, heart attack and stroke. Diabetes
(and its complications) cost the NHS over £6 billion every year to treat.
Covid has further heightened the importance of either preventing diabetes or having better
control of the condition. According to The Diabetes Times2, people with diabetes do face a
significantly higher risk of dying with COVID-19, with a third of deaths in England associated
with the condition.
Data from the 2017/18 National Diabetes Audit in Table 9 shows the number of patients in Bexley,
Greenwich and Lewisham living with diabetes.
Table 9: Diabetic Population in Bexley, Greenwich & Lewisham 2018/19, National Diabetes Audit
Diabetic
Population
Bexley
Greenwich Lewisham
Type 1
850
875
1,010
Type 2
11,695
13,760
15,700
12,545
14,635
16,710
The number of patients who have been diagnosed as pre-diabetic is also not insignificant, Table 10
below shows the number of patients registered with their GP Practice as being pre-diabetic in the last
12 months.

2

https://diabetestimes.co.uk/a-third-of-covid-19-deaths-in-england-linked-to-diabetes/
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Table 10: No. patients registered as pre-diabetic in the last 12 months. Data as at December
2019.
Prediabetic
Population
Bexley
Greenwich Lewisham
4,342
6,647
3,650

Data from “Understanding Diabetes Variation in Greater London December (2018) NEL Healthcare
Consulting and NHS London Clinical Networks” gives an overview of the known population with
diabetes versus the estimated undetected prevalence, together with some examples of the impact
diabetes has on non-elective admissions, as seen in Table 11 below.
Table 11: Observed v. Expected Diabetes Rate
Bexley
Observed v. Expected 6.92% vs. 8%
Diabetes rate
No.
of
emergency 1.84
admissions (renal) per
1000
diabetic
population
Emergency
0.54
amputations per 1000
diabetics

Greenwich
6.2% vs. 8.67%

Lewisham
6.4% vs. 9.8%

3.15

3.66

0.96 (4th
London)

highest

in 0.90 (5th
London)

highest

in

Currently Bexley, Greenwich and Lewisham all have differing models of diabetes care across primary
and community services, often with an over reliance on acute services for non-complex patients. Each
borough is at a different starting point for any transformational change.
Some other boroughs across the country have transformed their diabetes offer to focus on care close to
home with an upskilled primary care / community workforce and acute providers focusing on the most
complex patients (tier 4). A breakdown of the different tiers of diabetic care can be seen in Table 12.
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Table 12: Breakdown of Tiers of Diabetic Care

Tier 0 – Prevention and self-care
Systematic management of those at risk of diabetes
National Diabetes Prevention Programme (NDPP)
Social prescribing
NHS Health Checks
Community champions
Tier 1
Tier 2
Tier 3
Tier 4 Specialist
General Practice
Advanced Primary Care
Specialist care in community
care in hospital
(delivered at GP Practice
focussed on GP
level)/PCNs
networks/Hubs/Community
Teams
Shared clinical leadership, responsibility and accountability for outcomes
Participation in NATIONAL DIABETES AUDIT
Consistent support for patient activation, individual behaviour change, self-management,
Shared decision making
Integrated-multi-disciplinary teams
Screening
Difficulty achieving treatment
Complex type 2
Paediatric/adolescent
targets type 2 – network level of
Accurate diabetes
Type 1 without complications
Complex type 1
working – neighbourhood hubs
registers/call and recalls
Joint clinics with Tier 2
Insulin pumps –
Insulin & GLP1 initiation &
Reduction in variation of
initiation &
management
Specialist input to groups
those achieving 3
maintenance
consultations and MDTs +
Treatment targets –
Joint clinics with Tier 2
social prescribing and support
Complicated and
aspire to reach above
Specialist input to groups
to Care Homes
unstable pump
national median QOF/
consultations and MDTs
patients (e.g. hypo
National Diabetes Audit
Pathway development
unawareness and
Competencies
glucose sensor users)
Structured education options
Framework for Diabetes
At risk feet

Continuous glucose
monitoring

Antenatal care

Renal disease > CKD5

Pre-conception advice

Inpatient care

Renal disease </= CKD5

Reduction relating to
impact on acute care
(admission avoidance,
LOS, day care early
discharge)

/Other formal training
programme
Annual review and
shared care planning

Family planning and
pregnancy advice
including direct referral to
antenatal/diabetes
pathway (midwifery)

Erectile Dysfunction
Network development (Tier 2)
Psychological support linking to
IAPTS
Diabetes palliative care

High risk and active
foot disease -foot care
MDT

Diabetes and learning disability

Charcot foot syndrome

Patient education
Practice/Hub Development
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Suspected secondary
diabetes
Severe Neuropathy

2.3 The burden of diabetes and impact on demand for health services in Bexley, Greenwich &
Lewisham
BGL patients with diabetes are currently managed in either primary care, community diabetes services,
secondary care or a combination of these providers.
According to the National Diabetes Audit, where patients are not managing and controlling their
diabetes appropriately, they are at greater risk of future complications. As a result of this, NICE
Guidelines recommends three treatment targets for glucose control, blood pressure and cholesterol.
The targets are:
- HbA1c of 58.0 mmol/mol or less
- Blood pressure reading of less than 140/80
- Total cholesterol level of below 5 mmol/l
Table 13 below shows the percentage of Type 2 patients with diabetes who met all the 3 treatment
targets in 2016/17, 2017/18 and 2018/19 (data provided by the National Diabetes Audit):
Table 13: Type 2 Patients with diabetes meeting the 3 Treatment Targets (3TT) 2016/17, 2017/18
& 2018/19
201617
201718
201819

Bexley

Greenwich

Lewisham

45.8%

41.0%

42.3%

46.1%

41.2%

42.4%

44.8%

42.2%

46.2%

As can be seen from the data above, less than half of all registered Type 2 patients with diabetes are
meeting this target, meaning there are significant improvements still to be achieved in order to improve
patient outcomes and reduce their risk of complications.
Greenwich and Lewisham have received funding from NHS England over the last 3 years to invest in
additional staffing to work with patients with uncontrolled Type 2 diabetes. As can be seen from the
table above, this targeted investment has started to make a positive difference with an increase in
patients meeting the 3 treatment targets. Bexley did not receive funding for improvements in 3TT from
NHSE and as can be seen from the table above, Bexley has slipped by 2% in 2018-19 whereas
Lewisham has improved by 4%.
BGL Business Intelligence data 2018/19 shows that patients with diabetes are three times more likely to
have a non-elective acute admission compared to the non-diabetic population (18% of all NEL
admissions were for patients with diabetes, compared to 7% of the population having diabetes). By not
focusing on delivering transformation in diabetes care, the diabetic prevalence will rise together with an
increased demand on outpatient and non-elective care for patients with diabetes.
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2.4 Current Activity & Investment for Care for Patients with Diabetes in Bexley, Greenwich and
Lewisham
The information provided in Table 14 below gives a breakdown of what each borough is currently
spending on patients with diabetes.
The table shows the breakdown of spend within primary care, community diabetes teams and
outpatient appointments for patients with diabetes in 2018/19 and year outturn forecast 2019/20. The
figures highlighted in grey is the contribution that NHS England currently makes, however some of this
ceased on 31st March 2020 (In 2020/21 SE London CCG was only allocated 30% of the funding it
received in 2019/20, the SE London CCG was required to manage the shortfall).
Table 14: Investment in Diabetic Care 2019/20
Investment in Diabetic Care 2019/20

First Outpatients, all
Providers (based on M8
19/20 activity FOT)
F/up Outpatients, all
Providers (based on 18/19
activity)
Primary Care Incentive (£22
per diabetic registered
patient)
Community Diabetes Teams
(estimated as part of a block
contract with other
conditions)
CCG contribution to MultiDisciplinary Foot Teams
(MDFT)
CCG Total Spend
NHS England Diabetes
Transformation Programme MDFT
NHS England Diabetes
Transformation Programme
– 3 Treatment Targets
NHS England Diabetes
Transformation Programme
– Structured Education

Bexley

Greenwich

Lewisham

£112,983

£101,242

£115,469

£875,609

£753,382

£816,405

£231,221

£550,000

£550,000

£30,806

£30,806

£1,523,859

£1,435,429

£88,000

£88,000

£273,240

£1,481,874

£153,000

£139,000

£37,685

£37,139

£70,827

NHSE Total Spend

£125,685

£278,139

£209,827

GRAND TOTAL

£1,649,544

£1,713,568

£1,691,701
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2.5 Breakdown of Acute Trust Outpatient Attendance for Diabetic Patients
Despite LGT being the main provider for BGL patients, only 49% of the total diabetic outpatient activity
in 2018/19 were seen at LGT, with the remaining activity broken down as follows: GSTT – 25%, KCH –
20%, DGT – 4%, Other – 2%
Table 15 below shows the activity in 2018/19 for outpatient appointments for patients with diabetes –
based on individual patients rather than total activity:
Table 15 – No. of Individual Diabetic Patients attending Diabetes Outpatient Appointments
LGT
DGT
KCH
GSTT
Other
Total
% of CCG
diabetic
population
Bexley
993
170
126
169
26
1408
11%
Greenwich 1132
28
177
276
67
1618
11%
Lewisham
970
2
498
531
53
1981
12%
The new to follow up ratio differs between trusts, which may be indicative of complex, co-morbid
patients attending the tertiary trusts for their care needs, which includes diabetes:
Table 16 – 2018/19 Breakdown of New to Follow Up Ratio
LGT
DGT
KCH
New: F/U ratio 1:5
1:4
1:10

GSTT
1:11

Other
1:9

2.6 Community Diabetes Teams
Lewisham and Greenwich boroughs have a far greater investment in their community diabetes teams
compared to Bexley, however Bexley invests more in its enhanced diabetes primary care provision.
The activity for the community diabetes services in 2018/19 were as follows:
Table 17: Community Diabetic Teams
2018/19
First
Follow up
New to F/U ratio
Bexley
164
956
1.6
Greenwich
664
4,058
1.6
Lewisham
394
2,652
1.6

2.7 Non-Elective Activity for Diabetic Patients
However, it is not simply the demand for diabetic outpatient appointments for diabetes the CCGs are
funding. In 2018/19 the non-elective admissions for all BGL patients was £215,013,935. Of this
activity 18% accounted for patients with diabetes – a total of £39,369,810, this is
disproportionate to the 7% volume of the diabetic population. The breakdown of this activity can be
seen in Table 18. This non-elective activity has a major impact on patient’s quality of life as well as a
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significant cost to the NHS.
Table 18: 2018/19 Non-Elective Admissions – All Acute Trusts
Bexley

Bexley

Greenwich Greenwich

Lewisham

Lewisham

Activity

Spend

Activity

Spend

Activity

Spend

£156,473

144

£198,422

171

£274,177

44

£77,998

68

£106,724

74

£135,463

3,340

£10,704,777 3,889

£12,667,123 4,338

£15,048,653

3,493

£10,939,248 4,101

£12,972,269 4,583

£15,458,293

Hyperglycaemic 109
Disorder
Hypoglycaemic
Disorder
Diabetic patient
admission
(diabetes not
primary cause)
TOTAL

Approximately 25% of diabetic non-elective patients are then re-admitted within 28 days, as the data in
Table 14 below shows.
Table 19: Non-Elective Admissions, Readmissions & Diabetic Related Admissions – All Acute
Trusts 2018/19
Baseline
All Providers
2018/19
Non Elective
Admissions
Readmissions
within 28 days
(proportion of
spend as part
of Non Elective
Admission
total cost
above)

Bexley

Greenwich

Lewisham

£10,939,248

£12,972,269

£15,458,293

£2,942,379

£3,272,427

£3,667,650

Despite investment in primary, community and outpatient diabetes care in each borough, a diabetic
patient with diabetes is still 3 times more likely to be admitted non-electively than a person without
diabetes. Whole system transformation is imperative if we want to reduce the prevalence of diabetes
through education and lifestyle changes, reduce the non-complex patients with diabetes utilising the
limited specialist workforce we have in our acute trusts, moving to care closer to home, using digital
technology where available for patients to self monitor, self manage and access diabetic services
quickly when they need them.
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2.8 The case for change
There are five compelling factors influencing the need to develop a whole systems approach to the
management of diabetes across Bexley, Lewisham & Greenwich:
1. There is significant variation in the management of care for Type 2 patients with diabetes
across BGL, including within individual boroughs, and this needs to be of a high quality,
consistent standard across all 3 boroughs
2. The need to develop a comprehensive diabetes service in line with best practice outlined by
NICE and other national guidelines
3. Promoting prevention, healthy lifestyles and self management to reduce the prevalence of
diabetes and the impact it has on non-elective admissions
4. Over reliance of acute providers to deliver outpatient diabetes services: refocusing acute
specialism to those patients with diabetes who are complex
5. To sustain and increase the improvements achieved to date through the NHSI funding: 3
Treatment Targets, Multidisciplinary Diabetic Foot Teams, Structured Education and
National Diabetes Prevention Programme
2.8.1

There is significant variation in the management of care for Type 2 patients with
diabetes across BGL, including within individual boroughs, and this needs to be of a
high quality, consistent standard across all 3 boroughs

Whilst the percentage of the diabetic population is fairly equal across Bexley, Greenwich and
Lewisham, the care patients receive and who provides it differs across the boroughs and also
within individual boroughs.
In Bexley: 17 out of 23 GP practices have a lead GP and nurse for diabetes who have
completed the Pitstop diabetes training programme. These practices are able to manage Type
2 patients with diabetes (tier 1 – 2/3) within the Practice, typically only referring to the
community diabetic service for complex patients, particularly the housebound, and referrals to
secondary care for complex tier 3 and tier 4 patients, as well as Type 1 diabetic patients.
Practices are incentivised to provide their advanced diabeties care, however investment in the
community team is very small – just 1.4 wte Diabetic Specialist Nurses and 2.0 wte Podiatrists
for high risk foot care – with no provision for dietetics, moderate foot care podiatry, psychology
and annual diabetic reviews for the housebound.
In Greenwich
All GP Practices refer any patients requiring insulin initiation and management to the
Community Diabetes Team or secondary care.
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Greenwich Practices are not incentivised to provide their diabetic care management. However
investment in the community diabetes teams in Greenwich is significantly larger than, including
approx. 5 DSNs, a Podiatrist, Dietician, Psychologist and Consultant support.
In Lewisham : This borough is similar to Greenwich although a small number of GP practices
provide diabetic care in line with Bexley, whereas the majority will not initiate insulin or manage
more complex patients and will refer to the community diabetic service or secondary care.
Lewisham Practices are not incentivised to provide their diabetic care management. However
investment in the community diabetes teams in Lewisham is comparable to Greenwich,
including approx. 6 DSNs, a Podiatrist, Dietician, Psychologist and Consultant support.
As a result of the above differences, some patients are having to travel further for their diabetic
care if it is not provided by their Practice.
Diabetes Transformation Programme 3 Treatment Targets
Historically Lewisham and Greenwich boroughs were underperforming in achieving a minimum
of 42% of diabetic patients meeting their 3 treatment targets (HbA1c, hypertension and
cholesterol) and consequently funding has been provided by NHS England to focus on
improving this attainment. Both boroughs have commissioned their GP Federations to deliver
this. From 1st April 2020 reduced funding has been made available by NHSE and therefore the
shortfall required in achieving these targets must be included in any future modelling for primary
and community diabetic care to continue as business as usual and best practice, otherwise any
improvements will be lost. In 2020/21, SEL CCG has topped up the majority of funding
required, however there is no guarantee for subsequent years.
2.8.2

The need to develop an integrated diabetes service in line with best practice outlined
by NICE and other national guidelines

The NICE Guidelines for diabetes
The NICE guidelines for diabetes have eight pathways for diabetes in Adults and Children. Of these,
the following are significant to this transformation programme:
-

Type 2 diabetes in adults
Type 1 diabetes in adults
Preventing type 2 diabetes
Foot care for people with diabetes

These guidelines enable each borough to benchmark its service provision against and to ensure that
any gaps are addressed and included in the transformation model. As an example, Bexley is not
providing a foot care service for those with moderate diabetic foot, these patients are seen in primary
care at present.
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NHS Long Term Plan
The NHS Long Term Plan (2019) 3 identified diabetes as a priority long term condition for future
Integrated Care Systems to achieve their aim of integration of primary, community and specialist
care, physical and mental health services and social care. The NHS Plan made a number of specific
commitments to support prevention and reduce the impact of diabetes, which have since been
followed up with the release of the Implementation Framework in July 2019:
a. Focus on prevention by increasing the access to NHS Diabetes Prevention Programme for those at
risk of Type 2 Diabetes
b. increased access to healthy weight management services through Primary Care (for people with
Type 2 diabetes or hypertension with a BMI >30), access to dietary therapies such as Very Low Calorie
Diets
c. Greater access to new types of structured education programmes that better support patients to selfmanage their diabetes.
Support for more people living with diabetes to achieve the three recommended treatment
targets;
Targeting variation in the achievement of diabetes management, treatment and care processes;
Addressing health inequalities through the commissioning and provision of services;
Expanded provision of access to digital and face-to-face structured education and selfmanagement support tools for people with Type 1 and Type 2 diabetes;
Providing access for those living with Type 2 diabetes to the national HeLP Diabetes online selfmanagement platform, which will commence phased roll out in 2019/20;
Ensuring universal coverage of multidisciplinary footcare teams (MDFTs) and diabetes inpatient
specialist nurses (DISN) teams, for those who require support in secondary care.

•
•
•
•
•
•

From April 2019 all patients with Type 1 diabetes must have access to flash glucose monitors, and by
2020/21 all pregnant women with Type 1 diabetes will be offered continuous glucose monitoring,
helping to improve neonatal outcomes. In addition, the Plan states that more people should achieve the
recommended 3 treatment targets to minimise their risk of complications; drive down variation between
Practices (and between CCGs), and for those patients who periodically require secondary care, the
provision of multi-disciplinary foot teams, and improved in-patient diabetes teams to improve recovery,
reduce length of stay and prevent future readmission.
The London Clinical Network for Diabetes
This network reinforces the guidance from NICE and the NHS Long Term Plan and has produced a
series of guidelines for Commissioners and Clinicians regarding best practice commissioning for
diabetic services. As an example:
Diabetes Commissioning pack for Type 1 diabetes
Improving the management of diabetes care: A toolkit for London Clinical Commissioning
Groups

-

3

NHS Long Term Plan 2019 found https://www.longtermplan.nhs.uk/
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These documents outline both statutory requirements and best practice for diabetic care.
2.8.3

Promoting prevention, healthy lifestyles and self-management to reduce the prevalence
of diabetes and the impact it has on non-elective admissions

Bexley, Greenwich and Lewisham boroughs and Local Authorities all have a commitment to promoting
the prevention of long term conditions, reducing obesity and smoking, as well as detecting and
managing HbA1c, hypertension and cholesterol. Bexley Public Health has recently launched its
Obesity Strategy.
There is investment in the prevention of diabetes and promoting healthy lifestyles as a whole, however
these need to be further promoted through all vehicles: statutory services, leisure, voluntary sector,
businesses etc. in order to make an impact on reducing the prevalence of diabetes. Examples of
targeted investment which is either specific to diabetes or healthy lifestyles is as follows:
-

-

NHS England funding to Greenwich and Lewisham boroughs to increase the management of
the 3 Treatment Targets: HbA1c, Hypertension & Cholesterol
NHS England funding to all boroughs for the delivery of the National Diabetes Prevention
programme (a 9 month programme focusing on weight management/balanced diets and more
active lifestyles etc.)
NHS England funding to deliver Multidisciplinary Foot Clinics for active and high risk diabetic
foot patients (Bexley & Greenwich)
NHS England & SE London CCG funding of diabetes structured education for those diagnosed
with diabetes
Public Health funding of smoking cessation services
SE London funding of Tier 3 Obesity Weight Management Programme

At present all 3 boroughs are under-performing each month against filling the number of places
available to each borough for patients to attend and complete either the National Diabetes Prevention
Programme or the Diabetes Structured Education programme. These programmes need to be
embedded into standardised business as usual for diabetes care through a comprehensive diabetes
model.
Without a whole system plan to focus and deliver on prevention and healthy lifestyles there will be no
positive impact on reducing the prevalence and diagnosis of diabetes.
2.8.4

Over reliance of acute providers to deliver diabetic outpatient services: refocusing acute
specialism to those diabetic patients who are complex

The Portsmouth diabetes model is one example of best practice, which is being replicated in many
boroughs across the country. This model focuses on increasing the knowledge and skills of Primary
Care / Community staff, the removal of barriers between primary care and specialist care, with
Consultant specialists being responsible for 6 pathways of care, called the Super Six:
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Super six:
1. Insulin pumps / flash glucose monitors
2. Antenatal diabetes
3. Diabetic foot care
4. Low eGFR/dialysis patients
5. Uncontrolled type 1/adolescent diabetes
6. Inpatient diabetes
All other care is delivered by Primary Care / Community through specialist community teams with
Consultant support:
• All ‘controlled’ Type 2 and self-managing stable Type 1 patients are managed in primary care.
• Specialist Nurse led clinics provide education and training to Primary Care in the management of
Type 2 patients that meet the criteria for Tier 2 / 3 in developing case management plans
• MDTs at Primary Care Network (PCN)/Neighbourhood level
• Access to Advice & Guidance and specialist support through virtual clinics, telephone or email
The focus of the Portsmouth model is to ensure that specialist acute diabetes care is for those
under tier 4 – or the super six only.
The Portsmouth model has shown that 5 years post initial mobilisation it discharged 90% of tier 2 and 3
patients back to primary care and that it had a 29.5% decrease in the rate of admissions from Diabetic
ketoacidosis, a 42% decrease in the rate of admissions from hypoglycaemic events and a 30%
decrease in the rate of Hyperglycaemic admissions.
Locally Bromley, Croydon, Lambeth and Southwark have all used the foundations of the Portsmouth
model to develop their own diabetes services.
There are other similar successful models to the Portsmouth model, in particular Derby and West
Hampshire:
Derby:
In Derby, services are under a single budget and single clinical governance structure. This model has
managed to provide care closer to home in a co-ordinated and safe manner, resulting in improved
quality of care and improved patient experience. In addition, it has strengthened relationships across
traditional NHS boundaries and influenced collaborative working for all long-term conditions. There was
a reduction in emergency admissions of patients with a primary diagnosis of diabetes and a 50%
reduction in the total number of bed days for patients with a primary diagnosis of diabetes.
West Hampshire:
West Hampshire redesigned their diabetes service in 2010. In the new diabetes treatment pathway,
adult patients with diabetes have a single point of access and are triaged by a diabetes nurse
telephoning each patient. The service provides type 1 and 2 education and multidisciplinary clinical
appointments, in addition to a nurse-led telephone advice line. There is a primary care education
programme in place to support GP and practice nurse initiation and adjustment of insulin and GLP-1
therapies. The infrastructure has been built around a remotely accessible IT package. There have
been improvements in the number of patients achieving glycaemic targets and a reduction in
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hypoglycaemia admission rates.
Currently there is a mix of stable and complex diabetic patients being managed at our local acute trusts
and a proportion of those could be managed in primary/community care if staff are upskilled.
Diabetes training has commenced in primary care across Bexley, Greenwich and Lewisham
since September 2020 and a variety courses are available for a range of healthcare
professionals depending on their existing knowledge level.
2.8.5

To sustain the improvements achieved to date through the NHS England funding: 3
Treatment Targets, Multidisciplinary Diabetic Foot Teams, Structured Education and
National Diabetes Prevention Programme

Whilst there are improvements to be made in diabetes prevention, care and management in Bexley,
Greenwich and Lewisham, there have also been achievements made through NHS England investment
in the 3 Treatment Targets (Greenwich & Lewisham), National Diabetes Prevention Programme, Book
& Learn Structured Education and the Multi-disciplinary Diabetic Foot Team (Greenwich & Bexley).
The aims of each programme is as follows:
3 Treatment Targets:
An increase in patients with diabetes who have achieved all the NICE recommended treatment targets:
HbA1c (blood sugar), cholesterol and blood pressure.
National Diabetes Prevention Programme:
This is a behaviour change programme called Healthier You. Patients who are identified as prediabetic should be referred to this programme to improve their lifestyle choices and not develop
diabetes.
Book & Learn Structured Education:
This is an education booking platform for people with diabetes, diagnosed within the last 12 months, to
attend a structured education course to learn how to make positive changes to their lifestyles and how
to manage their diabetes.
Multidisciplinary Foot Teams:
Patients with high risk, active diabetic foot problems can be seen by a multidisciplinary team including
podiatry and vascular within 24-48 hours of referral – reducing the risk of amputation.
These initiatives are continuing through the reduced funding from NHS England, topped up by SE
London CCG.
3. Options Considered and Recommended Option
Include/attach an options appraisal if relevant.
Set out details of the recommended option and rationale.
3.1 Options Considered and Recommended Option
As has been shown through the Case for Change, the number of patients with diabetes, predominantly
type 2, is increasing and without developing a new diabetes model of care focusing on prevention right
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through to self-management, this upwards trend will continue, resulting in a greater number of people
living with a long term condition with poor outcomes and an increasing, unsustainable demand and
financial drain on health services.
Other boroughs locally (Bromley, Southwark, Lambeth & Croydon) have already embarked on delivering
an enhanced primary/community diabetes service, focusing on care delivered close to home in the
community, and acute care delivering the specialism to those complex patients in Tier 4. Whilst the
economic benefits of such a transformational change may take approximately 4 - 5 years to fully realise,
the anticipated increase in quality of patient care and decrease in diabetes and diabetes associated
admissions is fundamental to purpose of this diabetes transformation programme.
3.2 Stage 1 Business Case
In the Stage 1 business case, there were 3 options for consideration, these were as follows:
Options:
1. Do nothing – continue as per current arrangements with existing CCG investment
2. Deliver the minimum requirements for each CCG, sustaining any NHS England funding which will
no longer be available from 1st April 2020
3. Develop a BGL new diabetes model based on the learning of the Portsmouth Super Six model,
together with a whole system programme focussing on prevention, early intervention and
controlled management of diabetes
Following the evidence presented in Stage 1 Business Case, Bexley, Greenwich and Lewisham (BGL)
CCGs all agreed to pursue option 3 – developing a BGL new diabetes model based on the learning
of the Portsmouth Super Six model.
By doing nothing or the minimum requirements, there will be no long term improvements achieved – both
patient health outcomes and financial cost reductions.
3.2.1 Summary of Stage 1 Business Case
Option 3: Develop a BGL new diabetes model based on the learning of the Portsmouth Super Six
model, together whole system programme focussing on prevention, early intervention and
controlled management of diabetes
The Portsmouth “Super Six” model focused on upskilling primary and community care in providing tiers 23 diabetic care for patients, with support of a Consultant Diabetologist. Following upskilling in primary
care and the community, the Consultant Diabetologist worked with individual GP practices and
discharged appropriate patients in a staggered and managed way. Approximately 90% of tier 2 and 3
patients were discharged to the community, those who remained under the care of the acute provider
were complex patients who met one or more of the “Super Six” criteria:
1.
2.
3.
4.
5.
6.

Insulin pumps / flash glucose monitors
Antenatal diabetes
Diabetic foot care
Low eGFR/dialysis patients
Uncontrolled type 1/adolescent diabetes
Inpatient diabetes

Stage 1 of the diabetes transformation business case outlined the case for change and the investment
required to upskill primary care staff and sustain the investment in projects funded currently by NHS
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England. All three CCGs (as at September 2019 – now SE London CCG) are fully committed to
investing and improving the health and wellbeing for patients with diabetes.
3.2.2 Upskilling Primary Care
Stage 1 of the diabetes business case made the case for financial investment in Year 0 and Year 1
(2019/20 and 2020/21) to increase capabilities in Primary Care in order to support laying the foundations
for the rollout of subsequent years with the new model of care. Table 20 below outlines the funding
agreed by each borough to deliver training and education including undertaking Training Needs Analysis
(TNA), to fully understand the true costs of upskilling and training needed.
Table 20: Training Investment Required for Primary Care, 2019/20, rolling over to 2020/21
Training

Bexley

Greenwich

Lewisham

Diabetes Training

£41,307

£70,413

£78,143

The funding for diabetes training for primary and community staff was agreed by each CCG at
their investment committees in September 2019. An options appraisal was then developed which
outlined the training courses available by different providers. Representatives on the Diabetes Project
Board from each borough all agreed to commission the PITstop diabetes training programme due to its
excellent reputation and variety of courses tailored to differently skilled audiences. These training
courses commenced in September 2020.
3.3.3 Stage 2 Business Case – Background
Following the presentation of Stage 1 of the Diabetes Business Case at each of the three borough’s
financial investment committees, it was agreed that over the next 4 months (October 2019 onwards)
there would be significant engagement with our key stakeholders (Lewisham & Greenwich Trust
(including the community provider for Lewisham), Oxleas NHS Foundation Trust, PCNs in all boroughs,
Public Health and patients) in order to co-design a new diabetes model of care based on the Portsmouth
model.
3.3.4 Design process of the diabetes transformation programme in Bexley, Greenwich and
Lewisham
From October 2019 there have been four workshops held with key stakeholders and patient
representatives. The focus of each workshop was as follows:
Workshop 1: Mapping of services for patients with diabetes as they are currently commissioned
and provided at each CCG
Attendees worked together and mapped out the current services commissioned for patients with diabetes
in each CCG, using some fictitious case studies as a method of outlining a patient’s care pathway. This
identified parts of the system that are working well and other parts that are not achieving positive
outcomes or are a gap in provision.
Workshop 2: Redesigning the model of care for patients with diabetes, retaining what works well
but redesigning what can be changed to make improvements
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Using the mapping from Workshop 1, attendees worked together to redesign the diabetes pathway,
ensuring that existing good practice was retained and any areas underperforming or gaps were
addressed in the new model.
Workshop 3: Recapping the co-designed diabetes model, checking for accuracy and making
amendments
Following Workshop 2, the new co-designed model had been typed up and circulated. At this workshop,
each section of the model was checked for accuracy and amended where required.
Workshop 4: Discussing the requirements of what a PCN style diabetes model would need –
staffing and resources
At this workshop we discussed how the new model of diabetes care could work in reality and the potential
staffing requirements for a PCN approach model of care.
At each stage of the workshops, the co-produced drafts have been circulated to a wider stakeholder
audience than those who attended the workshops, allowing for feedback, clarity and amendments.
The co-designed new model of care can be found in Appendix 1.
3.4 Diabetes Transformation Model
The new co-designed model is based around a PCN, with the focus on care being delivered close to
home, with linked DSNs, a Community Consultant Diabetologist and a multi-disciplinary approach for
podiatry, psychology, dietetics and education wrapped around the patient as and when required.
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3.4.1 Overarching Principles of the co-designed Diabetes model of care for Bexley, Greenwich
and Lewisham

A summary of the model co-designed by all participating stakeholders is as follows:
-

PCN based diabetes model

-

Prevention and Tier 1 patients to remain under care of GP Practice

-

Continuation of 3 treatment targets programmes but becoming part of business as usual rather
than stand alone

-

Investment in training for primary care staff to upskill in diabetes management (funding agreed in
September 2019)

-

Tier 2 patients (insulin & GLP1 initiation and management) shared care between GP Practice and
DSN (this will vary as some Practices are skilled already in this)

-

DSN linked to a PCN to provide support to practices, care and management of complex patients
(tier 3), linking between practices and Consultant Diabetologist, having availability for emergency
patients to reduce non-elective admissions.

-

Community Consultant Diabetologist – providing some Tier 4 clinics in the community, joint
specialty clinics in the acutes, supporting DSNs and GP Practices with complex patients

-

Education, podiatry, psychology and dietetics as part of community diabetes team, available to
patients as required.
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3.4.2 Staffing Roles to improve recruitment and retention
Diabetes Specialist Nursing posts would need to be developed to enable cross system working
between the community and acute trusts – improving continuity of patient care and career development
and skills for DSNs.
Community Consultant Diabetologist: Role would need to be predominantly community focused but
with joint specialty clinics in the acute trusts. The post would be diabetes focused, without the
responsibility for general medicine at acute trust.
3.4.3 Outcomes to Achieve
The main outcomes which the diabetes transformation programme aims to achieve is as follows:
-

A whole system approach to delivering diabetes care, wrapped around a PCN
Upskilling primary and community care to support stable diabetic patients, with available
DSN/Consultant support as required
Strong focus on prevention, patient education and having controlled HbA1c levels, cholesterol and
hypertension – increasing controlled management of diabetes
Community focused care for tiers 1 – 3, incorporating podiatry, psychology, dietetics and
education
Transfer of care from acute to community for non-tier 4 patients
Only tier 4 complex patients remaining under the care of the acute trusts
Speedy access to diabetic care as needed, provided by the DSN or Consultant Diabetologist,
reducing non-elective admissions
Support for patients with diabetes living in care homes or who are housebound, reducing nonelective admissions
Ensure innovation and digital technology are at the centre of continuous service improvement and
development.

We envisage that the Bexley, Greenwich and Lewisham diabetes system will evolve towards delivering
the model over the next 4 - 5 years, recognising:
- Dependencies with the evolution of other programmes with which the model aligns (primary care
networks)
- Large scale change – working in different ways takes time
3.5 Options Appraisal for the Commissioning and Delivery of the Diabetes Transformation
Programme
As already detailed, from October 2019 – February 2020 Providers worked together through the Diabetes
workshops to co-design a new model of care, with the patient at the centre, in order to achieve the best
outcomes for patients. The spirit of these workshops has been focused on what is best for the patients
together with breaking down organisational barriers to think of innovative ways to work as a system rather
than in organisational silos.
3.5.1 Current Commissioning Arrangements in all boroughs
Currently primary, community and secondary care are all delivering different aspects of care for patients
with diabetes. Each organisation has its own contract, service specification and KPIs to achieve. These
are commissioned either by borough (through SEL CCG) or, in the case of the acute trusts, through the
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Integrated Contract Delivery Team (ICDT).
Our key providers are:
-

Lewisham & Greenwich NHS Foundation Trust (including community provision for Lewisham)
Oxleas NHS Foundation Trust (Bexley & Greenwich)
PCNs in all boroughs

Whilst organisations do refer and discharge patients to each other, there is little or no cross
organisational working for staff and patients do not receive a seamless service when referrals and
discharges are made.
3.5.2 Options Appraisal for Future Diabetes Commissioning & Delivery Model
It is imperative that Providers take ownership of the co-designed model of diabetes care in order for it to
achieve its desired patient benefit outcomes as well as reduce financial pressures.
There are 3 options available to Bexley, Greenwich and Lewisham for the commissioning and delivery of
the diabetes transformation model. These are as follows:
Option 1: Agree Funding and Outcomes to be delivered on an individual organisation basis
This option would mean that each provider would be contracted and, if applicable, incentivised on an
individual basis to deliver their tier of diabetes care. Organisations could develop a Memorandum of
Understanding in order to sign up to common values and outcomes, however this would be in the spirit of
goodwill and cannot be mandated.
Positives
Would be a continuation of the current
commissioning arrangements and would only
need modification to their current service
specification with a contract variation.

Negatives
This method of working does not promote
innovation and working as a true integrated care
system.
Organisations will continue to operate in silos,
focusing on their own service delivery rather than
the whole system
The enthusiasm and commitment from
stakeholders who have been involved in the codesign of the new diabetes model would be lost
Whole system change will not be realised having negative outcomes for patients as well as
a continual financial drain on the NHS
This method of commissioning has not been
shown to achieve reductions in patients
developing diabetes and being admitted nonelectively to date.

Option 2: Partnership Model to deliver Diabetes System Development Model
This option would be the opportunity for key BGL based stakeholder organisations to develop a joint,
integrated partnership proposal detailing how they would work together as a whole system to improve the
prevention, detection and management of patients with diabetes. Each stage of the patient’s care
pathway outcomes is reliant on the care they have received to date and the self management they
themselves have carried out; the Provider partnership would need to analyse and allocate resources to
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where they are most required.
The Portsmouth model shows there are financial savings to be achieved in the long term by working as
an integrated system (see Finance section for full analysis),
Positives
Would be a continuation of the spirit of
stakeholder organisations who have worked
together to develop the new diabetes model
Stakeholders would work together to agree the
staffing and resources needed to deliver the
diabetes model, within an agreed financial
envelope
By working as an integrated care partnership,
stakeholders can focus on where resources and
staffing should be allocated and which parts of the
care pathway require more investment
A partnership contract could develop into a
provider alliance model in the future
Staff could work across organisations and
systems, providing a more varied role and
experience in primary, community and secondary
care. This in turn would hopefully improve
recruitment and retention.

Negatives
This approach is dependent on key organisations
working together in a collaborative way, working
to improve care for the patient rather than being
focused purely on their own organisation.

Option 3: Go out to tender: Partnership Model to deliver Diabetes System Development Model
This option would be the same as option 2 but instead of working with our local key stakeholders, the
diabetes contract would be tendered.
Positives
Stakeholders would work together to agree the
staffing and resources needed to deliver the
diabetes model, within an agreed financial
envelope

By offering a gain share incentive, stakeholders
can focus on where resources and staffing should
be allocated and which parts of the care pathway
require more transformation, as the incentive
would be achieved on a partnership basis rather
than individual organisation
A partnership contract could develop into a
provider alliance model in the future
Staff could work across organisations and
systems, providing a more varied role and
experience in primary, community and secondary

Negatives
To date, stakeholders from primary care,
community and secondary care across Bexley,
Greenwich and Lewisham have been motivated,
enthusiastic and committed to developing a new
model of diabetes care. If this were awarded to
another organisation the good work to date would
be lost.
Awarding to another organisation could
destabilise the local providers.

There is no guarantee that another organisation
could deliver the outcomes we wish to achieve
successfully.
A new organisation would require a mobilisation
period and the TUPE of staff which could disrupt
patient care. Staff may also choose to seek
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care. This in turn would hopefully improve
recruitment and retention.

employment at another organisation.

3.5.3 Recommendation
In order to build on the commitment, participation and willingness of our key local stakeholders across
BGL, the recommendation is to choose Option 2.
Our local Providers are already providing care for patients with diabetes across the 3 boroughs and have
been a key part of redesigning the new model of diabetes care. We have skilled and experienced staff
across the three boroughs who are keen to work together to improve care for patients with diabetes
across the whole system.
By choosing Option 2, key stakeholder providers will be the driving force for putting the operational detail
to the model, working together to provide care and support one for one another to achieve the same
outcome.
Providers would be asked to develop the service specification collectively with CCG Programme Leads
and provide method statements regarding how outcomes will be achieved and objectives met as a whole
system prior to any contract being awarded. An example of questions they could be asked to complete
are in Appendix 2.
3.6 Priorities for 2020/21
If option 2 is selected then it would take approximately 4 months for providers to develop a fully detailed
model, within an agreed financial envelope, and for this to be approved centrally at the SE London
financial investment committee.
In the meantime, there are some essential priorities that must be either sustained or invested in to
maintain and develop the progress achieved to date in the prevention, detection and management of
patients with diabetes.
3.6.1 Funding Urgent Shortfall in Resources for Quarter 4 2020/21
There are some essential staffing gaps to deliver the current community diabetes and podiatry services in
Bexley.
Table 21 – Funding Requirements for Q4 2020/21

Year 1, Q4 - 20/21 Funding
Requirements
Bexley
1 x Band 7 DSN (with on costs)

£16,464

2 x Band 6 Podiatrists (with on costs)

£34,183

TOTAL

£50,647

Diabetes Specialist Nursing Resource
Bexley commissions 1.4 wte Diabetes Specialist Nurses through Oxleas. The demand for this service
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outstrips the capacity of the staff. Bexley has an older population than other SEL boroughs and
consequently due to the frailty of many patients with complex diabetes approximately 50% of the
caseload are housebound patients requiring a home visit – reducing the number of patients a DSN can
see per day compared to in a clinic setting.
In order to reduce the capacity issues, an additional Band 7 prescribing DSN is required in order to
provide additional capacity to the team.
Moderate Diabetic Foot Protection Team
NICE guidelines 4 stipulate that CCGs should commission a moderate and high risk diabetic foot
protection service. Bexley CCG only commissions a high risk diabetic foot protection service.
By including patients with moderate diabetic foot problems, being seen at least twice a year, this will give
them access to the following advice and care, reducing the risk of them developing high risk or active
diabetic foot in the future:
-

Assessing the feet
Advice about skin and nail care of the feet
Assessing the biomechanical status of the feet, including the need to provide specialist footwear
and orthoses
Assessing the vascular status of the lower limbs
Liaising with other healthcare professionals about the patient’s diabetes management and risk of
cardiovascular disease

-

GP Practices in Bexley collect data on the number of patients as part of their diabetes incentive scheme.
In 2019/20 this was approximately 800 patients.
The additional staffing resources required to include a moderate diabetic foot service in conjunction with
the high risk diabetic foot service is 2 additional Band 6 Podiatrists.
3.6.5 Commitment from All Providers to allocate staffing time to develop the whole system, codesigned model for diabetes
If option 2 is chosen to for the commissioning and delivery vehicle for achieving an integrated, whole
systems approach to diabetes care then it is imperative that each organisation is committed to
ringfencing some of their staff’s time to contribute to the development of the specification and proposal.
4. Strategic Context
How does the recommended approach link to Commissioning Intentions, STP, Five Year Forward View,
GP Forward View and/or other local/national planning frameworks?
A. National policy context
The NHS Long Term Plan (2019) 5 identified diabetes as a priority long term condition for future
Integrated Care Systems to achieve their aim of integration of primary, community and specialist care,
physical and mental health services and social care. The NHS Plan made a number of specific
4
5

https://www.nice.org.uk/guidance/ng19
NHS Long Term Plan 2019 found https://www.longtermplan.nhs.uk/
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commitments to support prevention and reduce the impact of diabetes, which have since been
followed up with the release of the Implementation Framework in July 2019:
1. Focus on prevention by increasing the access to NHS Diabetes Prevention Programme for those at
risk of Type 2 Diabetes
5. 2. increased access to healthy weight management services through Primary Care (for people
with Type 2 diabetes or hypertension with a BMI >30), access to dietary therapies such as Very
Low Calorie Diets
6. Greater access to new types of structured education programmes that better support patients to
self-manage their diabetes.
i. Support for more people living with diabetes to achieve the three recommended
treatment targets;
ii. • Targeting variation in the achievement of diabetes management, treatment and
care processes;
iii. • Addressing health inequalities through the commissioning and provision of
services;
iv. • Expanded provision of access to digital and face-to-face structured education and
self-management support tools for people with Type 1 and Type 2 diabetes;
v. • Providing access for those living with Type 2 diabetes to the national HeLP
Diabetes online self-management platform, which will commence phased roll out in
2019/20;
vi. • Ensuring universal coverage of multidisciplinary footcare teams (MDFTs) and
diabetes inpatient specialist nurses (DISN) teams, for those who require support in
secondary care.
NICE Guidance for diabetes supports the ambitions of the NHS Long Term Plan and provides the clinical
guidelines for what should be included in diabetes care from prevention to treatment and self
management.
B. Regional policy context
Diabetes is identified as one of the 10 prevention areas in the South East London Sustainable
Transformation Plan. As part of this commitment the aim is to continue the National Diabetes Prevention
Programme and to build and enhance the programme through learning from each other, and elsewhere,
to ensure consistency and maximise the opportunities for multi-disciplinary team working and shared
services.
The BGL Planned Care Board has prioritised the development and delivery of the diabetes
transformation programme, working together with local providers, the public and patients.
B. Local policy context
Diabetes transformation is a key priority for Bexley, Greenwich and Lewisham boroughs which is why
this business case has been produced.
From 1st April 2020 our 3 CCGs have merged with Bromley, Lambeth and Southwark becoming SE
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London CCG. Prevention, treatment and management of diabetes is a priority for all 6 SE London
boroughs and already there is commitment through the Planned Care programme to standardise
diabetes care across SE London.
The vision for the Diabetes Transformation programme is as follows:
-

-

-

BGL’s commitment and vision to provide care closer to home, including providing consistency of
care provision across the three boroughs, removing inequalities of access and care depending on
where you live.
Working with patients to help them to manage their condition and remain active, independent, and
where applicable, working.
Patients being able to access help swiftly within the community if a patient’s diabetic condition
changes, rather than needing to attend A&E as an emergency
Linking together the whole diabetic pathway from the good work that is already in place across the
3 boroughs, including the 3 Treatment Targets, National Diabetes Prevention Programme,
Structured Education and the Multi-disciplinary diabetic foot teams for active foot conditions.
Having a holistic overview of managing diabetes, and being able to be part of a network to receive
help and support when they need it, for example sports and leisure services, the voluntary sector
and IAPT.

5.Communication and Engagement
What engagement or consultation has been carried out in the development of this business case? Which
secondary care providers have been part of the process and does this include clinicians?
Summarise below and ATTACH the engagement log
As part of the development of the diabetes transformation programme, there has been significant
engagement and discussion with key stakeholders across Bexley, Greenwich and Lewisham. These
include Clinicians and Managers from Lewisham & Greenwich Trust, Oxleas NHS Foundation Trusts, the
GP Federations, GP and PCN representatives, Public Health and patient representatives.
All stakeholders have contributed to the development of the co-designed model of diabetes care and have
been given the opportunity to feedback their thoughts and suggestions remotely if they have been unable
to attend a meeting or workshop.
Highlight Summary:
-

Diabetes Project Board established in August 2019 and held monthly (gap from April to July 2020
due to Covid)
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-

Diabetes UK representatives on the Diabetes Project Board

-

4 diabetes workshops help between October 2019 and January 2020

-

Attendance and presentation at various patient groups

-

Individual meetings held with Clinicians and Managers from all stakeholder organisations

A full engagement log can be seen in Appendix 3.

Benefits
6. Finance & Activity Analysis
To determine the effectiveness of the Super Six model on clinical outcomes the business case used
guidance from the Joint British Society for clinical commissioning groups and clinical teams on admission
avoidance and diabetes i. Two years of Secondary Use Services (SUS) data on activity and cost of nonelective, and elective for diabetes and non-diabetes population and Outpatient appointments from all
main Acute Providers. The baseline data from sources mentioned above was used to calculate the
projected number of diabetes related admissions each year and the rate of discharge of people receiving
follow-up secondary care in general/complex diabetes clinics into primary care.
Baseline secondary care activity and finance was modelled using a demographic growth factor of 1.4% in
line with Office of National Statistics (ONS) and non-demographic growth of 2%. Tariff Growth of 2.7%
was added (this is in line with the advised NHS tariff uplift; although there are some differences due to
chances in funding arrangements in relation to provider sustainability funding and the impact of two years
of the Agenda for Change settlement. For Acute providers this means actual tariff uplift of c3.8% included
in the assumptions.
The assumptions on benefits realisation were based on the outcomes achieved by the Portsmouth
diabetes transformation programme regarding their reduction in outpatient appointments, short-term
complications reduction and long term non elective admissions and readmissions reduction.
The long term whole system commissioning approach will have a total financial envelope, the value of
which to be costed through the delivery proposal developed.

Summary of where activity will increase or reduce below. Please also complete the Activity-Finance
Analysis worksheet to show activity movement between providers. This template can be found in the
Programme Plan Workbook.
Reduced demand on outpatients in acute trusts and
Where is the impact? e.g. Primary Care,
number of unplanned admissions.
A&E, Community, Mental Health or other
Move of activity from acute with an increase to primary
care/community.
Care setting and Provider
Primary care, community care, acute trusts
POD e.g. Direct Access, In Patient, Out
NEL inpatient
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Patient, Critical Care and/or A&E
Out of hospital / primary care / community services
Activity Assumptions e.g. which data will be used. Do we have access to it?
1.

Existing data sources

Primary care diabetes registers
QoF
SUS breakdown of outpatients, elective and non – elective admissions
Community provider activity reports
National Diabetes Audit
2. Data reports to be developed
As above – these data sources would be used as a baseline to monitor change in activity against and
whether projected assumptions were being met.
In addition acute trusts and community providers to provide breakdown of the different diabetic tiers of
patient activity.

7. Financial Impact
Summarise the costs and savings in the table below. Add or attach detailed workings.
Tables 22 - 24 below are modelled on the financial savings achieved by Portsmouth over a 5 year period
from mobilisation. The activity is modelled on Bexley’s current demand as provided by SUS.
Table 22 – Potential Savings in Bexley
Bexley
Savings based on 18/19
average costs
Diabetic ketoacidosis
Hyperglycaemia
Hypoglycaemia
Myocardial infarction
CVA (Stroke+TIA)
Amputations
28 days re-admission
Outpatients Firsts
Outpatients Follow up
Total Savings

21/22

22/23

23/24

24/25

-£4,633
-£25,480
-£37,062
-£41,695
-£3,082
-£9,246
-£13,868
-£12,328
£17,176
-£30,058
£6,441
-£15,029
-£8,257
-£13,761
-£11,009
-£13,761
£24,749
£0
-£82,498
-£90,748
-£25,244
-£12,622
-£12,622
-£25,244
£0
£0 -£485,412
-£987,679
£0
£0
-£17,733
-£35,817
£0 -£150,231 -£304,760
-£463,585
£710 -£241,399 -£958,524 -£1,685,886
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Table 23 – Potential Savings in Greenwich
Greenwich
21/22
Savings based on 18/19
average costs

Diabetic ketoacidosis
Hyperglycaemia
Hypoglycaemia
Myocardial infarction
CVA (Stroke+TIA)
Amputations
28 days re-admission
Outpatients Firsts
Outpatients Follow up

22/23

23/24

24/25

-£4,828
-£33,796
-£5,585
-£16,755
£30,892
-£57,922
-£8,679
-£17,357
£48,648
£0
£40,955
-£40,955
£0
£0
£0
£0
£0 -£133,443

-£45,866
-£26,063
£13,515
-£14,464
-£165,405

-£50,694
-£24,202
-£32,823
-£20,250
-£204,324

-£20,478
-£61,433
-£582,356 -£1,201,110
-£16,653
-£34,042
-£274,572
-£423,389
£19,493 -£300,228 £1,132,342 -£2,052,265

Total Savings
Table 24 – Potential Savings in Lewisham

Lewisham
21/22

Savings based on 18/19
average costs

Diabetic ketoacidosis
Hyperglycaemia
Hypoglycaemia

-£4,281
-£8,942
£24,359
£13,494
£35,324
£44,499
£0
£0
£0
£11,533

Myocardial infarction
CVA (Stroke+TIA)
Amputations
28 days re-admission
Outpatients Firsts
Outpatients Follow up
Total Savings

22/23

23/24

24/25

-£34,252
-£26,827
-£44,658

-£47,096
-£40,241
£10,150

-£51,378
-£35,770
-£24,359

-£30,361
£8,831

-£23,614
-£132,467

-£30,361
-£150,129

-£44,499
£0
£0
-£142,670

-£22,250
-£462,402
-£18,619
-£291,866
£1,028,404

-£66,749
-£947,781
-£38,020
-£447,740

-£314,436

-£1,792,286

New Investment required in Q4 2020/21
The table below outlines the additional investment required in 2020/21 to sustain the existing service
provision whilst the whole system model is being worked up and costed.
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Table 25 – Funding Requirements for Q4 2020/21

Year 1, Q4 - 20/21 Funding
Requirements
Bexley
1 x Band 7 DSN (with on costs)

£16,464

2 x Band 6 Podiatrists (with on costs)

£34,183

TOTAL

£50,647

Potential Return on Investment
If Option 2 is agreed then providers and commissioners would need to work together to agree the financial
envelope together with the staffing and other costs required for a whole system diabetes service. The
table below has a range of additional costs which may be required to make long term patient
improvements and a reduction in the financial pressure. Savings are based on those from the Portsmouth
model.
Table 26: Estimate of Whole System Investment in Bexley
Whole System Investment
Bexley
Consultant Diabetologists: 1.2
wte
DSNs: 1 - 3 wte
Dietitians: 1 - 2 wte
Psychologists: 1 - 2 wte
Administration: 1 - 2 wte
Primary Care Investment
Equipment & Premises
Other ad hoc cost
TOTAL
Reduction in Acute Spend
Return on Investment

2021/22
£144,000 £171,000
£55,000 £165,000
£55,000 £110,000
£66,000 £132,000
£30,000 £60,000
£20,000 £100,000
£100,000 £150,000
£20,000 £80,000
£490,000 £968,000

2022/23

2023/24

£145,440 - £172,710

£146,894 - £174,437

£55,550 - £166,650

£56,106 - £168,317

£55,550 - £111,100

£56,106 - £112,211

£66,660 - £133,320

£67,327 - £134,653

£30,300 - £60,600

£30,603 - £61,206

£20,200 - £101,000

£20,402 - £102,010

£101,000 - £151,500

£102,010 - £153,015

£20,200 - £80,800

£20,402 - £81,608

£494,900 - £977,680

£499,849 - £987,456

£241,399

£958,524

-£248,601 to
-£726,601

£463,624
to -£19,156
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£1,685,886
£1,186,037 to
£698,430

Table 27: Estimate of Whole System Investment in Greenwich
Whole System Investment
Greenwich
Consultant Diabetologists: 1.2
wte
DSNs: 1 - 2 wte
Dietitians: 1 wte
Psychologists: 1 wte
Administration: 0 additional
Primary Care Investment
Equipment
Other ad hoc cost
TOTAL
Reduction in Acute Spend
Return on Investment

2021/22
£144,000 £171,000
£55,000 £110,000
£55,000
£66,000
£0
£100,000 £200,000
£100,000 £150,000
£20,000 £80,000
£540,000 £832,000

2022/23

2023/24

£145,440 - £172,710

£146,894 - ££174,437

£55,550 - £111,100
£555,500
£66,660
£0

£56,106 - £112,211
£56,106
£67,327
£0

£101,000 - £202,000

£102,010 - £204,020

£101,000 - £151,500

£102,010 - £153,015

£20,200 - £80,800

£20,402 - £81,608

£545,400 - £840,320

£550,854 - £848,723

£300,228
- £239,772 to
- £531,772

£1,132,342

£2,052,265

£292,022
to
£586,942

£1,203,542
to
£1,501,411

Table 28: Estimate of Whole System Investment in Lewisham

Whole System
Lewisham

Investment

2021/22

Consultant Diabetologists: 1.2 £144,000
wte
£171,000
£55,000
DSNs: 1 - 2 wte
£110,000
£55,000
Dietitians: 1 - 2 wte
£165,000
£66,000
Psychologists: 1 - 2 wte
£132,000
Administration: 0 additional
£0
£100,000
Primary Care Investment
£200,000
£100,000
Equipment
£150,000

-

2022/23

2023/24

£145,440 - £172,710

£146,894 - ££174,437

£55,550 - £111,100

£56,106 - £112,211

£55,550 - £166,650

£56,106 - £168,317

£66,660 - £133,320
£0

£67,327 - £134,653
£0

£101,000 - £202,000

£102,010 - £204,020

£101,000 - £151,500

£102,010 - £153,015
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TOTAL

£20,000
£80,000
£540,000
£1,308,000

Reduction in Acute Spend

£314,436

£1,028,404

Return on Investment

-£225,564 to
-£993,564

-£292,676
£483,004

Other ad hoc cost

-

£20,200 - £80,800

£20,402 - £81,608

£545,400 - £1,321,080 £550,854 - £1,334,290
£1,792,286
to £457,996
£1,241,432

to

8. Monthly Savings Profile – 12 Months
The annual anticipated savings (net) by month.
No savings to be achieved in 12 months.

9. Non-Financial Benefits
What quality, safety and productivity benefits will be delivered through this work?
The diabetes transformation programme aims to deliver the following:
Benefits to patient safety, care and outcomes
•
Care provided closer to home
•
Support to self manage and utilise digital monitoring where available
•
Improve people’s self-confidence and ability to self-manage
•
Timely access to support when needed rather than attending A&E
•
Increase in detection of pre-diabetes and a diagnosis of diabetes in primary care, referring all
to the National Diabetes Prevention Programme or Structured Education
•
The acute trusts focussing their specialism on the most complex, reducing waiting times
•
Reduce the incidence of diabetic patients being admitted non-electively
•
Reduce the burden of care of diabetes
•
Improve diagnosis and treatment of diabetes and ensure a joined-up approach to managing
this
•
Ensure there is more expert support for patients and their friends and families, focussed on an
individual’s need rather than people having to ‘fit’ the services
Meeting NICE guidance and RightCare programme targets
•
Ensuring integrated diabetes services meets NICE guidelines
•
Improving benchmarking against Rightcare peers
•
Meeting the vision of the NHS Long Term plan
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Benefits to the healthcare system
•
Reduction in non-elective admissions
•
Long term savings to be achieved (year 4/5 onwards) through improved community care,
detection and management
•
Improvement in the quality of life for people with diabetes, and reduction in number of years
spent in ill-health

10. Benefits Monitoring
Aside from financial savings, what measures will be used to evaluate the project? These should
link to the activity and non-financial benefits stated above
Additional benefits monitoring would include:
Patient feedback surveys
Achievements of the following:
- Reduction in DNA rates for appointments
- Reduction in non-elective admissions for patients with diabetes
- Reduction in the incidence of stroke and MI for patients with diabetes
- Increase in the uptake of National Diabetes Prevention Programme
- Increase in the uptake of Structured Education

Impact Assessments
11. Data Protection Impact
Has the Data Protection Impact Assessment (DPIA) screening questionnaire
been completed and sent to the Information Governance Lead?
Has a full Data Protection Impact Assessment been completed?
Are any actions required as a result of the DPIA? If YES, summarise below:
Any other comments:
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Yes
not required
No

12. Quality Impact
Has the QIA checklist been completed and reviewed by the Quality Lead?
No
Date signed off by Quality Lead
Summarise findings from the QIA checklist in the table below. If any Quality areas are RAG rated Amber
or Red, please ATTACH the completed checklist and EQIA tracker.
Summarise mitigation
RAG
Details of any positive or negative
actions where negative
Quality Area
Rating
impacts
impacts have been
identified
Patient safety
Green
Support self-management of stable
patients, and potential increase in
insulin commencement in
PC/Community setting rather than
acute
Clinical effectiveness
Green
Patient experience
Green
Borough diabetes forums and PPE in
preparation for model development
expressed to able to access support
at right time/ level
Inequalities of care
Green
Development of BGL diabetes model
to reduce variation
Staff experience
Green
Structured education for patients and
professionals in PC
Targets and
Green
Enable resources to be used more
performance
effectively
Diabetes specific targets, local to be
developed
Promoting wellbeing
Green
Empowering self-management of
condition
Education for patients and
professionals to be increased
Comments
The model approach reflects public, patient engagement to get access to the right advice, guidance and
where appropriate treatment in a timely fashion. With increase primary care provision, the opportunity to
make every contact count for pre-diabetes and those with managing diabetes and enable specialist time
to focus on specialist work i.e. reduce pressure on specialist and ease access to them when needed.
11.Equalities Impact
Has the EIA screening been completed and reviewed by the Equalities Lead?
Yes / No
Full Equality Impact Assessment (EIA):
Have three or more potential negative impacts been identified through the EIA
Yes / No
screening?
Have any potential negative impacts been identified that cannot be mitigated
Yes / No
If YES to the above, a full Equalities Impact Assessment is required. Has a full EIA
Yes / No / not
been completed and attached?
required
Date signed off by Equalities Lead
Summarise findings from the EIA screening in the table below.
If any Equalities impacts have been identified, ATTACH the completed EQIA risk register.
The following people are
protected by the Equality Act

Expected
Impact

Details of any negative
impact
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Details of any positive
impact

2010:
Age
Disability
Gender reassignment
Pregnancy & maternity
Marriage & civil partnership

(Positive /
Negative /
No impact)
No impact
No impact
No Impact
No impact
No impact
Positive

Targeting development of
information and support as
part of development for
BGL

Race

No impact
Religion or belief
No impact
Sex
No impact
Sexual orientation
In addition to protected characteristics, consider the following potential impacts:
Positive
Will the proposal have an
Supporting selfimpact on lifestyle? (E.g.
management of diabetes,
diet, nutrition, exercise,
and increasing PC
physical activity, substance
supporting capacity for BGL
use, risk taking behaviour,
education and learning)
Will the proposal have an
No impact
impact on social
environment? (E.g. social
status, employment –
whether paid or not,
social/family support, carers,
stress, income)
Will the proposal have an
No impact
impact on physical
environment? (E.g. living
conditions, working
conditions, pollution or
climate change, accidental
injury, public safety,
transmission of infectious
diseases)
Positive
Will the proposal affect
Increase patient access to
access to or experience of
PC/ Community capacity for
services? (E.g. health care,
support
transport, social services,
housing services, education)
Comments
The programme recognises that respective CCGs have hard to reach and/ or language barriers for some
of its population and as part of the model implementation it is expected these groups will be engaged to
help with sign-posting, patient education and ongoing refinement of the model as detailed in the following
pages.
The full Equalities Impact Assessment is in Appendix 4.
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12.Others Impacts to Consider
Outline any impacts on the following areas. Ensure any cost/savings impacts are addressed in the
Finance section
Area
Impact (Yes/ No)
Comments
Medicines and
Yes
Increase in PC/ Community commencing and
prescribing including
managing insulin
quantities and care
settings.
Yes
PC/ Community provision of group education/
Estates, premises or
support for diabetic patients/ those at risk of
equipment
diabetes
Yes
Link Community & Secondary Care data with
ICT premises or
Primary care
equipment
Consider new ICT to support virtual clinics and
MDTs
Yes
Involved in developing years 3-5 of BGL
programme, support those at risk of diabetes

Public Health

(weight management) and wider population health
work

Implementation
13. Implementation Plan
Summarise the implementation plan, with key milestones and resources required to deliver this
Milestone 21/22

Resources

Sustain NHSE programmes and increase ICDT/NHSE funding
improvements in 3TT, MDFT & Structured
Education
Recruitment to existing posts

Existing budgets

Recruitment to new posts required in 21/22

New funding required through business case

Whole system proposal developed with key Agreement needed from each organisation to
stakeholders to deliver the new diabetes model of ringfence staffing time for contribution and
care
development
Upskilling of primary and community staff in Funding agreed by each CCG in Sept 19
diabetes care and management
Further engagement with all key stakeholders Existing staffing
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including patients
Recruitment to new staffing posts as identified New funding will be required
through the whole system diabetes proposal
Mobilisation of new model of diabetes care Existing staffing
following agreement of approach, staffing, budget
and gain share agreement

Milestone 22/23

Resources

Continuation of mobilisation of new model of
diabetes care

Existing staff

Continuation of upskilling of
community care staff in diabetes

primary

and Funding agreed in Sept 19

All follow up acute patients with diabetes New model of diabetes whole system team
(excluding tier 4) to be discharged to community
team
From month 6, commencement of first New model of diabetes whole system team
appointment type 2 patients to be seen in primary
care
Development of Type 1 community clinics for non- New model of diabetes whole system team
complex patients

Milestone 23/24
Fully embedded and
clinics for tiers 1 – 3

Resources
operational community New model of diabetes whole system team

Community clinics for non-complex type 1 patients

New model of diabetes whole system team

Establishment of tier 4 Consultant led community New model of diabetes whole system team
clinics (for those not requiring joint specialty
clinics)
Further reduction in acute hospital outpatient New model of diabetes whole system team
activity
Non-elective activity reduction from previous year

New model of diabetes whole system team

Milestone 24/25

Resources

As 22/23 but with further reductions in non- New model of diabetes whole system team
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elective admissions

14. Commercial Route
What is the proposed route to market?
Contracting levers, incentives and proposed specification
The proposed route will be to have a partnership, whole systems, commissioning arrangement with ICS
Providers.

15. Communications and Engagement Plan
Who are the key stakeholders and what is / will be their level of involvement? Ie Responsible /
Accountable / Consult / Inform.
Summarise the planned approach to working with each stakeholder.
Stakeholder
RACI
Engagement approach
BGL population inc. patients and carers
C
Sessions carried out and ongoing planned
Programme group fortnightly + ad hoc as
BGL commissioners and GP leads
R
required
BGL communication leads
I
Meetings to inform and set lead
BGL providers
C
Sessions carried out and ongoing planned
BGL sign off relevant committees
A
Updates and business case development
External expertise
C
Diabetes UK part of programme group
Are there any plans for specific patient involvement, engagement and/or consultation as part of
implementation? Note whether there is a separate communications plan, or if a plan will be developed.
-

Each borough completed an initial stakeholder analysis identification tool.

-

Engagement sessions with clinical and patients separately and together have been carried out in
the development of this initial model alongside Diabetes UK to widen expertise and engagement.
Ongoing engagement is happening with main Trust to develop the activity and process for the
model and assure clinical support.

-

A BGL Diabetes Project Board has been established with borough based project groups being
formed to carry out the localised modelling for the delivery of the Portsmouth model.

-

4 diabetes workshops have been held

-

Patient engagement sessions at Patient Council and Diabetes UK meeting, Bexley
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16. Interdependencies
Are there any other schemes, projects or services which this case is dependent upon or vice versa?
Interdependent Scheme / Project / Service
How will this be managed?
SEL Foot MDT project (external funded)
Link in with SEL lead to avoid duplication and
ensure alignment within BGL development
Structured education-patients (external funded)
Link in with CCG commissioners & HIN
Diabetes 3TT (external funded)

Link in with CCG commissioners & NHSE

Ongoing professional education online e.g. CDEP
(external funded)
Future work with complications e.g. renal,
cardiology etc.
Public Health Obesity strategy

Link in with CCG commissioners & HIN

Local Authority health and wellbeing strategies

Healthy Greenwich, Healthy People
Places, people and services: working together to
improve health and wellbeing in Royal Greenwich
Lewisham’s Health and Wellbeing Strategy:
The London Food Strategy

Link in via diabetes leads to ensure holistic rather
than silo approach
PH onboard to help develop programme especially
years 3-5 and beyond.
Combination of public health and HWB strategies
aligned for delivery.
Local authority leisure strategies and housing need
further engagement.
The Health and Wellbeing Strategy for the Royal
Borough of Greenwich Health and Wellbeing Board
managed via PH
Health and Wellbeing for all by 2023, managed via
PH
The Mayor's London Food Strategy sets out his
plans to help all Londoners access healthy,
affordable and sustainable food - regardless of their
background and circumstances- managed via PH

17. Risks
The risks that have been identified and mitigated as part of this business case.
Risk Score – RAG rating key
Colou
Green
Yellow
Amber
Red
r
Score
1–8
4-6
9 – 12
15 – 25
Likeli- Impac
Score
Risk Description
hood
t
Risk Owner
Mitigation Approach
/ RAG
(1-5)
(1-5)
Inconsistency of experience
• 5-year programme to align
4
2
and outcome for patients
8
BGL
BGL services
across BGL
Providers not willing or able
• Option 3 would be required –
2
5
to commit to developing a
10
BGL
go out to tender
whole system model
PC / Community care
• Invest in education for
capability to deliver Type 2
12
3
4
BGL
professionals
diabetes services
PC / Community care
• Invest in education for
4
4
BGL
16
capacity to deliver Type 2
professionals to build

65

diabetes services
Acute providers lack of
confidence in alternative
provision
Lack of funds to invest in
training and education

3

4

2

5

Lack of Public, Patient
Engagement

2

4

Loss of external funding for
supporting elements

3

4

12

BGL

10

BGL

•

•

Build case for ROI

•

Early PPE and bringing
Diabetes UK on board to
support and help challenge
the model development
Maximise ROI to cover costs
for sustainable improvement

BGL

8
12

BGL

capacity
Build case and model with
acute clinical and
management teams

•

18. Conclusion
The key message / recommendation / decision required.
In Bexley, Greenwich and Lewisham, our local Providers are already providing care for patients with
diabetes and have been a key part of redesigning the new model of diabetes care. We have skilled and
experienced staff across the three boroughs who are keen to work together to improve care for patients
with diabetes across the whole system.
By choosing Option 2 within the options appraisal, key stakeholder providers will be the driving force for
putting the operational detail to the model, working together to provide care and support one for one
another to achieve the same outcome as an ICS.
The NHS England funded diabetes programmes have been shown to be delivering positive change which
require embedding and sustainability in business as usual.
Developing a whole systems model will take approximately 4 months to produce with buy-in and
ownership from stakeholder organisation, in the meantime it is imperative that gaps in current service
provision are addressed, for example the shortage of DSNs in Bexley and the lack of moderate podiatry
foot service in Bexley.
The recommendation is as follows:
•

•

Agreement to Option 2 in the options appraisal: For key stakeholder organisations to fully work up a
method statement proposal to deliver the new model of diabetes care, based around a PCN, as a
whole integrated care system. Since the impact of Covid, this model will also include a team who can
provide reviews for housebound patients with long term conditions and a greater emphasis on using
digital technology for remote monitoring – this was not in the pre-Covid model. A budget will need to
be agreed to deliver a whole system diabetes service.
To fund essential gaps in resources in Bexley for Quarter 4 of 2020/21

i

Joint British Diabetes Societies for Inpatient Care (2013) Admissions avoidance and diabetes: guidance for
clinical commissioning groups and clinical teams
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EQUALITIES IMPACT ASSESSMENT
Type 1 Diabetes
Characteristic
Age - (across age

ranges of old and
younger people. This
can include
safeguarding, consent
and child welfare)
Disability - (on
attitudinal, physical and
social barriers, including
learning disabilities,
physical disability,
sensory impairment and
mental health problems)

Diabetes affects mainly under 40’s (48-54%),
and 40-64 year olds (38-39%) across BGL
population.

The prevalence rates of both Type 1 and Type
2 diabetes were identified to be higher in
people with a learning disability compared to
the general population.
Higher rates of obesity were also seen in
people with a learning disability compared to
those without.
Mental Health impact of Type 1 diabetes as a
long-term condition

Current Service

Service varies dependent on CCG
and within CCGs. This can be
dependent on practice capacity and
capability, and if acute and/ or
primary care supported

Service varies dependent on CCG
and within CCG can be dependent on
practice capacity and capability, as to
if acute and/ or primary care
supported.
Clarification required re consistency
of access to weight management
support for learning disabilities
Benefits of primary care support for
those with mental health issues is
consistency of support and known to
service. Every contact counts and
should be maximised for all

Sex - (on men and
women (potential to link
to carers below)

The prevalence for males ranges from 55-59%
and 41-45% for females

Service varies dependent on CCG
and within CCG can be dependent on
practice capacity and capability, as to
if acute and/ or primary care
supported.

Gender and Gender
Re-Assignment – (on
transgender and
transsexual people.

No evidence of Type 1 occurring due to
gender reassignment

Service varies dependent on CCG
and within CCG can be dependent on
practice capacity and capability, as to
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Future Impact and considerations

Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should
improve patient experience and increase access to
appropriate tier of support.
Considerations as part of implementation:
Further Type 1 engagement with patients, carers and clinical
teams re suitability for primary care/ community support
Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should
improve patient & carer experience and increase access to
appropriate tier of support.
Considerations as part of implementation:
Review reasonable adjustments for people with a learning
disability who have diabetes (Rightcare) inc access to weight
management.
Mental Health is part of wider programme consideration
regardless of site of support and looking to improve physical
health and mental health co-ordinated approach.
Consider travel impact for the physically disabled, although
expecting travel to GP as potentially easier than acute

Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should
improve patient & carer experience and increase access to
appropriate tier of support.
Considerations as part of implementation:
No specific issues with Type 1 standardisation
Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should
improve patient & carer experience and increase access to

This can include issues
such as privacy of data
and harassment)
Marriage or Civil
Partnership – (on
people with different
partnerships)
Pregnancy and
Maternity – (on working
arrangements, part time
working, infant caring
responsibilities)
Race - (on different
ethnic groups,
nationalities, Roma
gypsies, Irish travellers,
language barriers)

if acute and/ or primary care
supported.
No evidence of Type 1 occurring due to
marriage or other partnership type

Service varies dependent on CCG
and within CCG can be dependent on
practice capacity and capability, as to
if acute and/ or primary care
supported.

Pregnancy with Type 1 diabetes has additional
risks that can be managed

Support by acute specialist and
maternity team

BGL ethnicity split for those with Type 1
ranges from 66-83% white and 9-30 Minority
Ethnic Origin

Service varies dependent on CCG
and within CCG can be dependent
on practice capacity and capability,
as to if acute and/ or primary care
supported.

Most common language requests
Bexley:
• Turkish
• Romanian
• Vietnamese
• Albanian
• Polish
Greenwich:
• Nepalese
• Turkish
• Somali
Lewisham:
• Arabic
• Polish
• Romanian
• Cantonese
• Albanian

appropriate tier of support.
Considerations as part of implementation:
No specific issues with Type 1 standardisation
Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should
improve patient & carer experience and increase access to
appropriate tier of support.
Considerations as part of implementation:
No specific issues with Type 1 standardisation
No change planned for maternity patients at outline
business case stage

Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should
improve patient & carer experience and increase access to
appropriate tier of support.
Considerations as part of implementation:
Programme already liaising with Diabetes UK re how we
provide focused support for these groups and with CCG PPE
leads to encourage participation and help development of
signposting, diagnosis and treatment information.
CCGs have existing PPE arrangements in place and this area
will be focussed on

.
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Religion or belief – (on
people with different
religions, beliefs or no
belief)

No evidence of Type 1 occurring due to
religion or belief.

Sexual orientation (including hexterosexual
lesbian, gay bisexual
and transgender people)

No evidence of Type 1 occurring due to sexual
orientation

Muslims fasting for Ramadan have an
increased risk of hypoglycemia or
hyperglycemia

In one recent large multi-national
observational study, people with
diabetes who received Ramadan
specific information did better at
following Ramadan-specific diabetes
management recommendations,
including blood glucose monitoring
during Ramadan, appropriately
altering drug dosage and timings
before Ramadan, checking blood
glucose, and importantly breaking
the fast on the development of
symptoms of hypoglycemia or
hyperglycemia.

Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should
improve patient & carer experience and increase access to
appropriate tier of support.
Considerations as part of implementation:
CCGs have existing PPE arrangements and part of this
strategy is engaging with religious/ community leaders

Service varies dependent on CCG
and within CCG can be dependent
on practice capacity and capability,
as to if acute and/ or primary care
supported.

Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should
improve patient & carer experience and increase access to
appropriate tier of support.
Considerations as part of implementation:
No specific issues with Type 1 standardisation
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Type 2 Diabetes
Characteristic
Age - (across age ranges on

old and younger people. This
can include safeguarding,
consent and child welfare)

Disability - (on attitudinal,
physical and social barriers,
including learning disabilities,
physical disability, sensory
impairment and mental health
problems)

Sex - (on men and women
(potential to link to carers
below)

Gender and Gender ReAssignment – (on
transgender and transsexual
people. This can include
issues such as privacy of
data and harassment)

Marriage or Civil

Type 2 Diabetes affects mainly 40-64
year olds (45-55%), and 65-70 year
olds (30-37%) across BGL population
i.e. prevalence of Type 2 diabetes
increases with age

Current Service

Service varies dependent on CCG and
within CCG can be dependent on practice
capacity and capability, as to if acute and/
or primary care supported

The prevalence rates of both Type 1
and Type 2 diabetes were identified to
be higher in people with a learning
disability compared to the general
population. Higher
rates of obesity were also seen in
people with a learning disability
compared to those without.
Obesity increases risk of developing
Type 2 diabetes.
Some mental health medication can
contribute to development of Type 2
diabetes

Service varies dependent on CCG and
within CCG can be dependent on practice
capacity and capability, as to if acute and/
or primary care supported.

The prevalence for males ranges from
52-56% and 44-48% for females

Service varies dependent on CCG and
within CCG can be dependent on practice
capacity and capability, as to if acute and/
or primary care supported.

Transgender people with diabetes
were shown to have several
modifiable factors that contribute to
diabetes complications following
gender affirming hormone treatment.

Service varies dependent on CCG and
within CCG can be dependent on practice
capacity and capability, as to if acute and/
or primary care supported.

These included risks for cardiovascular
disease (CVD), such as high
triglycerides and high LDL cholesterol.
No evidence of partnership

Clarification required re consistency of
access to weight management support for
learning disabilities
Benefits of primary care support for those
with mental health issues is consistency of
support and known to service, every
contact counts should be maximised for all

Service varies dependent on CCG and
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Future Impact

Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should improve patient
experience and increase access to appropriate tier of support.
Considerations as part of implementation:
Consider travel impact for the higher age group, although expecting
travel to GP as potentially easier than acute.
Raise awareness across system re increased risk and factor into prediabetes education in the programme
Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should improve patient
& carer experience and increase access to appropriate tier of support.
Considerations as part of implementation:
Review reasonable adjustments for people with a learning disability
who have diabetes (Rightcare) inc access to weight management.
MH is part of wider programme consideration regardless of site of
support and looking to improve physical health and mental health coordinated approach.
Consider travel impact for the physically disabled, although expecting
travel to GP as potentially easier than acute

Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should improve patient
& carer experience and increase access to appropriate tier of support.
Considerations as part of implementation:
No specific issues with Type 2 standardisation
Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should improve patient
& carer experience and increase access to appropriate tier of support.
Considerations as part of implementation:
Review current materials and support arrangements to consider this
characteristic.

Reduce variation so consistent support at primary care level

Partnership – (on people
with different partnerships)

Pregnancy and Maternity –
(on working arrangements, part
time working, infant caring
responsibilities)

arrangements affecting diabetes risk
however- not being married, and more
specifically, widowhood was more
consistently associated with an
increased risk of type 2 diabetes in
men and this may be mediated, in
part, through unfavourable changes in
lifestyle, diet and adiposity
Gestational diabetes is a type of
diabetes that affects pregnant women,
usually during the second or third
trimester. Women with gestational
diabetes don’t have diabetes before
their pregnancy, and after giving birth
it usually goes away. In some women
diabetes may be diagnosed in the first
trimester, and in these cases the
condition most likely existed before
pregnancy

within CCG can be dependent on practice
capacity and capability, as to if acute and/
or primary care supported.

(signposting, diagnosis, treatment and support), should improve patient
& carer experience and increase access to appropriate tier of support.
Considerations as part of implementation:
No specific impact with Type 2 standardisation

Support by acute specialist and maternity
team

No change planned for maternity patients at outline business case stage
Consistent, additional primary care capability and capacity across BGL
may aid earlier diagnosis and referral to specialist
Considerations as part of implementation:
Awareness of increased risk in BAME populations

Type 2 diabetes in women of
childbearing age is commoner in
BAME populations.
Race - (on different ethnic
groups, nationalities, Roma
gypsies, Irish travellers,
language barriers)

BGL ethnicity split for those with Type
2 ranges from 41-70% white and 24 to
57 Minority Ethnic Origin
In general Type 2 diabetes is 3-4 times
more prevalent in those from BAME
populations

Service varies dependent on CCG and
within CCG can be dependent on practice
capacity and capability, as to if acute and/
or primary care supported.

Most common language requests
Bexley:
• Turkish
• Romanian
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Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should improve patient
& carer experience and increase access to appropriate tier of support.
Considerations as part of implementation:
Programme already liaising with Diabetes UK re how we provide
focused support for these groups and with CCG PPE leads to encourage
participation and help development of signposting, diagnosis and
treatment information.
CCGs have existing PPE arrangements and this area is one that is going
to be focused on.
Identification of resources for those that use BSL on Diabetes UK
website, consider how to embed this as part of implementation

Religion or belief – (on people
with different religions, beliefs
or no belief)

Sexual orientation - (including
hexterosexual lesbian, gay
bisexual and transgender
people)

• Vietnamese
• Albanian
• Polish
Greenwich:
• Nepalese
• Turkish
• Somali
Lewisham:
• Arabic
• Polish
• Romanian
• Cantonese
• Albanian
No evidence of Type 2 occurring due
to religion or belief.
Some evidence suggests that religious
people have better management of
diabetes than those not attending a
place of worship regularly.
Muslims fasting for Ramadan have an
increased risk of hypoglycemia or
hyperglycemia

No evidence of Type 2 occurring due
to sexual orientation
Obesity increases risk of developing
Type 2 diabetes.

in one recent large multinational
observational study, people with diabetes
who received Ramadan-specific
information did better at following
Ramadan-specific diabetes management
recommendations, including blood glucose
monitoring during Ramadan, appropriately
altering drug dosage and timings before
Ramadan, checking blood glucose, and
importantly breaking the fast on the
development of symptoms of
hypoglycemia or hyperglycemia.
Service varies dependent on CCG and
within CCG can be dependent on practice
capacity and capability, as to if acute and/
or primary care supported.
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Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should improve patient
& carer experience and increase access to appropriate tier of support.
Considerations as part of implementation:
CCGs have existing PPE arrangements and part of this strategy is
engaging with religious/ community leaders

Reduce variation so consistent support at primary care level
(signposting, diagnosis, treatment and support), should improve patient
& carer experience and increase access to appropriate tier of support.
Considerations as part of implementation:
Consider access to weight management and relevant other support as
part of implementation for this characteristic

It is proposed that ~100% of Type 1 Diabetes patients that attend acute outpatients via a GP referral can be supported and treated in primary care setting that has
suitable capacity and capability. Other sources of referral (around 50% of the activity) is not within scope of this outline business case.
NB. All material sources are recorded in the outline business case Reference section

73

74

Bexley, Greenwich & Lewisham Clinical Commissioning Groups –
Members of the South East London Commissioning Alliance

Draft: Co-designed Diabetes Model of Care – Bexley, Greenwich & Lewisham

This is the new model of care pathway as discussed and agreed by participants of 3 Diabetes Workshops held in October
and November 2019.
This model is in draft stage and may be subject to change following further consultation and feedback.
If you have any comments or amendments of accuracy please email michelle.barber@nhs.net
Many thanks
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Prevention & Detection

Lifestyle changes

Sports & Leisure
Work with Public Health, Council Sports & Recreation
Teams & Council contracted leisure provider to promote
and encourage exercise amongst hard to reach groups
and people who may feel intimidated by gyms etc.

Pre-Diabetic Patients

GP Practices to maintain a prediabetic register as standard practice,
ensuring systematic recall of prediabetic patients for regular HbA1c
testing. Needs to be acted on rather
than just keeping a register.

Boroughs offer 12 weeks free exercise on referral, then
discounted leisure membership for a set period of time.
Can we offer: free classes, membership etc. to encourage
people to participate?
Education / Raising awareness
Work with Public Health to start education at an early
age – schools
Schools offer Golden Mile – national programme to walk
1 mile per day.
Sugar smart school dinners.
Raise awareness of diabetes through social media / TV
screens in GP practices / engage with faith groups to
promote importance of maintaining a healthy lifestyle
Hold events during Diabetes week and have a diabetes
table / presence at public engagement events / fairs etc.

All pre-diabetic patients to be
referred to National Diabetes
Prevention Programme

Info pack / website
Some information patients can take
away with them, with information on
culturally different foods/languages.
(Likely this information is available on
Diabetes UK and other websites which
can be copied)
Links to apps – use what is already
available rather than reinventing.
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Access to Podiatry, Psychology &
Dietetics at all parts of pathway, see
separate tab

Increasing Detection of patients
with diabetes or pre-diabetes
Links with education &
awareness raising under
lifestyle changes
Health checks

Workplace screening

Case finding at risk patients:
Family history of diabetes
Previous gestational diabetes
Past pancreatitis
Liaising with mental health
teams
People with long term
conditions

Access to Podiatry, Psychology &
Dietetics at all parts of pathway, see
separate tab

Diagnosis of Type 2 Diabetes
Tier 1
Individual GP
Practices
Diagnosis of T2 or via Health
check
Prescribing & management
of oral medication and
supporting patients to self
manage with lifestyle advice
Referral to Book & Learn,
Structured Education – only
through this route, rather
than other education
provided but not through
B&L
Group consultations
Working with patients to
improve / manage 3
treatment targets
Maintaining Diabetic Register
and ensuring call & recalls

Tier 2

Tier 3

Tier 4

Individual GP Practices or
PCN diabetic hub

PCN Diabetic Hub with
DSN allocated to PCN

Consultant led in
Community & Acute

Insulin & GLP1 initiation &
management (query over
SEL prescribing pathway
for GPs to initiate GLP1)
Group or individual
consultations with
specialist input from DSN
Diet & Lifestyle Advice
Regular MDTs for DSN to
support practices/PCN/
District nurses with
patients who are having
difficulty meeting 3TT
Referral to Book & Learn,
Structured Education –
standardised offer rather
than several

DSN to manage and treat
complex patients, referring
back to Tier 2 once
stabilised or escalating to
Tier 4
Community Consultant
Diabetologist providing joint
clinics with DSN for most
complex patients
Consultant Diabetologist to
provide virtual clinics with
practices & DSN
Clinical Pharmacists in GP
hubs to support with patients
with diabetes
DSN / Consultant available for
telephone/email advice
Use of Skype etc. for remote
working

Annual diabetic review

1 appt per day free for
emergency slot with DSN

Family Planning

Referral to Book & Learn,
Structured Education –
standardised offer rather
than several
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Consultant triage of
referrals
Treatment and
management of Super 6
patients, including rarer
types of genetic diabetes –
locations: community &
hospital based?
Joint clinics with other
specialties e.g. midwifery
Emergency appt available
per day, possibly using
ambulatory care?
Clear discharge pathways
between Tier 4 and Tiers 2
– 3, via email or MDT
Referral to Book & Learn,
Structured Education –
standardised offer rather
than several

Diagnosis of Type 1 Diabetes

Initial Diagnosis

Diagnosis in primary care or
acute

Transition from children’s
Access to psychological support
if required
Pre-conception advice & family
planning service
All to be referred to DAFNE or
XPERT T1 via Book & Learn. If
patient refuses then refer to
dietician

Referral to Consultant
Diabetologist for initial
assessment & management
until stable

Access to Podiatry, Psychology &
Dietetics at all parts of pathway, see
separate tab

Tier 4

Tier 3
PCN Diabetic Hub with DSN allocated to PCN
(this would be Phase 2, concentrate on T2
initially)

GP/GPwSI/DSN to manage and treat non
complex Type 1 patients with pumps and
meters. Hold clinic alongside Consultant clinic
for support & advice, including access to
nurse, dietician & pharmacy

Community Consultant Diabetologist providing
clinic for unstable T1 patients – joint with
DSN?

Consultant Diabetologist to run some
community T1 clinics, where another
specialty’s input is not required (they will take
place in the acutes)

Consultant Diabetologist to provide virtual
clinics with practices & DSN
DSN / Consultant available for telephone/
email advice
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Consultant led in
Community & Acute
Consultant triage of
referrals
Treatment and
management of complex
T1 patients
Joint clinics with other
specialties e.g. midwifery
Emergency appt available
per day, possibly using
ambulatory care?
Clear discharge pathways
between Tier 4 and Tiers 2
– 3, via email or MDT, not
via GP to re-refer

Access to Podiatry, Psychology &
Dietetics at all parts of pathway, see
separate tab

Inpatient Admissions

A&E

Care Navigator/A&E liaison
nurse to direct patients to
ambulatory care if Consultant
Diabetologist available? (This is
already happening in some
cases however not consistently)

Liaise with LAS re: their
processes for managing patients
with diabetes – are all taken to
A&E or are some treated and
remain at home?

A&E to flag up all patients with
high blood sugar on admission
for follow up

On the Ward

Discharge

Increase in diabetes inpatient
nurses, particularly supporting those
starting insulin in hospital, including
self management use of meters

Liaison with other teams if
appropriate e.g. dietetics, foot
checks, psychology etc.
Joint ward round with MH team on
MH ward – all patients to have a
HbA1c on admission.
MH staff to be included on upskilling
diabetes training programmes
DSNs to train general ward nurses on
diabetes as patients are on every
ward
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Follow up as appropriate, in
either Tiers 1 - 4
Clear process required for TTO
and discharge plan with details
of responsible person (e.g.
pharmacist) to contact with
queries if needed
Discuss patient as part of MDT
so DSN can discuss with
Consultant appropriate follow
up plan

Access to Podiatry, Psychology &
Dietetics at all parts of pathway,
see separate tab

Housebound & Care Homes

Type 1

Consultant / DSN to support GP Practices,
District Nurses & Care Home nurses with
management of these patients (non
complex) but responsibility remains under
GP Practice

Consultant Diabetologist and/or DSN to
carry out home visits to those requiring
more input than GP, DN or care home
nurse has knowledge.

General
Comments
Meters to be standardised
across all boroughs and
providers
Pitstop provides training for
care homes – could make
training mandatory in
contract
HCAs could be trained to carry
out housebound annual
reviews for a variety of long
term conditions

Bexley has a higher number of patients
seen at home than in clinic.
Greenwich approx 20% seen at home.
Capacity required to accommodate
demand.
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Type 2

General treatment &
management via GP practice /
district nurse. DN will only visit if
insulin required.

More complex patients
supported by DSN with virtual
support from Consultant and
other specialty teams e.g. heart
failure / palliative care

Access for all patients, throughout the whole pathway, to
the following as required:

Podiatry
Annual diabetes review
including foot in
primary care

Moderate foot
protection team (LW
have small team with
limited capacity, none at
GW & BX)

High risk / active foot
(not all diabetic) – need
to have a clear pathway
for patients seen in
other boroughs

Psychology

Dietitian

Pregnancy

Digital Technology

Change commissioning
arrangements with IAPT
for diabetes specific group
(if demand, would provide
peer support too)

Access to a dietitian who can
support people with British and
cultural diets, if not attended /
unable to attend structured
education or still require
further support post course

Pregnant women cannot
deliver their baby in a
different hospital to where
their diabetic care is unless
they transfer over

Use of digital apps provide
access to dietician support

1 to 1 support through
Diabetes Manual

Onward referral to
Oxleas/SLaM mental
health team – currently
long waits
GW have Live Well
support for those with T2
Psychological support
required for T1 – currently
none available
Psychological support
required for pre & post
amputation, currently
none available

Individualised dietary
recommendations, reducing
risk of hypoglycaemia
Referral to Tier 2 (currently
Bexley only) & Tier 3 weight
management – need equity
across boroughs
HEAL-D available through Book
& Learn post May 2020
LW have generic dietitians in
practices, GW have dietitian as
part of team. Need equity of
service & provision across 3
boroughs
Very low calorie diets may be
commissioned following results
of pilot
T1 dietitian in LGT but limited
availability, T2 only available at
DGT.
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PRUH will not allow T2
pregnant women to transfer
their care for diabetes during
their pregnancy as they are
not commissioned for preconception care

Flash glucose monitoring
(currently appropriate T1 only)
Use of apps such as Diasend
Community blood test forms to
be electronic as per acutes
Provision of laptops with
headsets for remote working,
Skype, phone calls
HbA1c machines needed for
testing of housebound patients
& patients in clinics, can also be
used by HCA in health checks
IT needs to be fit for purpose &
space available to book for
private conversations
Encourage patients to access
own records
Enable real time digital
conversations between HCPs
Use of language line &
translation services

Communications and Engagement Log
Table below summaries staff and patient engagement meetings:Date
15 Jan 19

Meetings
Diabetes Workshop with Providers / Patients
hosted by Graham Reid held at Woolwich all
Providers and patients invited

10.1.19
08.02.19
11.2.19

BGL Diabetes Core Meeting and Discussion
Diabetes Benefits Meeting
Meeting with Diabetes UK
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Attendees
Robert Shaw
Graham Reid - Attain
Patricia Kanneh-Fitzgerald Lewisham CCG
Yashica Nathan - LGT
Nneka Ogoke – Greenwich CCG
Charles Gostling - GP
Lewisham
Sanjay Das - GP, Parkview
Surgery
James Ewer - UHL
Rishi Kanapathi – South
Lewisham GP Practice
Ruvan Kottegoda - LGT
Krishna Subbarayan Sharma Ravi, GP
Jhumur Moir - GPBexley
William Cotter - GP
Lindsey Coeur-Belle - Bexley
CCG
Jacqueline McLeod – Vale
Medical Centre
Rebecca Rosen Y Nathan Victor Ferreira - Lewisham
CCG
Ian Ross - Lewisham CCG
Rachael Crampton Jackie Davidson Ritimap –
Aaron Hamilton – OneHealth
Lewisham
Ifunanya Chika-Ezerioha - LGT
Nuyen Raju - Manor Brook
David James
Robert Sweeney - GHL
Ravi Sharma Florence Johnson – Diabetes
Org UK
Joanne Hare – Bexley CCG
Rachiel Crampton – LGT
Gurpreet Singh – Eltham GP

21.3.19
22.3.19
18.4.19
26.4.19
26.4.19
26.4.19
29.4.19
09.05.19
10.05.19
16.05.19
23.05.19
24.05.19
30.05.19
07.06.19
12.06.19
13.6.19
19.6.19
05.07.019
23.07.19
01.08.19
07.08.19

BGL Diabetes Bi-monthly Events Design
Diabetes Transformation Population Health
Meeting
Diabetes Meeting with Aaron – One Health
Lewisham
Diabetes Training for Primary Care Meeting
Diabetes Modelling – Meeting with BI Team – BGL
Bexley
Diabetes Core Commissioners Development
Meeting (Held Fortnightly)
Diabetes Speciality Team Meeting
BGL Diabetes Transformation Project Steering
Group– Telecom
Diabetes Transformation Telecon with Victor / BI
Bexley
Diabetes Transformation Project Discussion
Catch up Telecon with BI
Diabetes Core Commissioners Development
Meeting (Held Fortnightly)
BGL Diabetes Transformation Telecon
Meeting with Oxleas re: Diabetes Model and DSN
Diabetes Core Commissioners Development
Meeting (Held Fortnightly)
Medicines Management Diabetes Transformation
Working Group
Diabetes Transformation Steering Group
Diabetes – London Wide Diabetes Spec /
Standards with NHSE
Diabetes Core Commissioners Development
Meeting (Held Fortnightly)
Community Diabetes – Greenwich & Bexley
Meeting with Greenwich Federation – Diabetes
baseline
BGL Diabetes Project Board Meeting
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RS/IR/VF/JM/CG / NP /
RSharmi

Victor / George Au / Steve
Spears
Victor / Jhumur
Victor / Jo Hare / George Au /
Steve Spears

Victor at Memorial Hospital
with Oxleas
Chris Barker (LGT)
Chris Dunning (LGT)
James Ewer (LGT)
Liz Penn (Oxleas Bexley)
Julie Bowyer (Oxleas Bexley)
Angie Miller (Oxleas
Greenwich)
Connie Greig (Oxleas
Greenwich)
Charles Gostling
Jhumur Moir
Krishna Subbarayan
Robert Shaw
Victor Ferreira
Michelle Barber
Jennifer Tremble

21.08.19

Diabetes Transformation Programme Meeting

16.9.19
01.10.19
02.10.19

Diabetes Workshop Discussion with Clare Elliott
Operational Diabetes Task and Finish Group
Meeting
Diabetes Transformation Workshop No 1

18.10.19
30.10.19

Presentation to Bexley Diabetes Patient Group
Diabetes Transformation Workshop No 2

01.11.19
05.11.19
12.11.19
13.11.19

Meeting with Dr Jennifer Tremble
Meeting with Dr Yashica Nathan
Merit and Pitstop Presentations re: Diabetic
Education
Diabetes Transformation Workshop No 3

25.11.19

Diabetes Planning Meeting

17.12.19
08.01.20

Meeting with Dr Ibrahim & Dr Mehmet
Diabetes Transformation Workshop No 4

16.01.20

Patient Council & EPEC Meeting – Marriot Hotel,
Bexley
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MB, Darren Blake – BN,
Natasha Collet, BHNC, Liz
Nicholls, Bexley Training Hub,
Tumsilla Sethi
MB / JH / CE
Lewisham Hospital
Med Mngt Bexley CCG,
Greenwich Health GP Fed,
BHNC, Oxleas, London Borough
Bexley PH, Public Health
Greenwich, UHL, DSN UHL, GP
Greenwich PCN,
Michelle Barber
Greenwich Health, BHNC,
Bexley Care, Oxleas, Bexley
Diabetes Patient Support
Group, GCCG, Bexley Public
Health, Darzi Fellow, HIN & SEL
STP, Oxleas, DSN Oxleas,
Bexley GP, Greenwich GP,
Public Health Greenwich
Michelle Barber
Michelle Barber
Greenwich CCG
BHNC, LBB PH, GCCG, Oxleas,
Diabetes Support Group, GP
Lewisham CCG, DSN Bexley,
DSN, Oxleas, GP Bexley, Med
Mngt Greenwich, Greenwich
Health, SEL STP,
Lewisham Commissioning
Lead, MB, JH
Michelle Barber
DSN Oxleas, BHNC, SEL STP,
LGT Consultant, Royal Borough
of Greenwich – PH, Oxleas,
CVD Nurse London Borough
Bexley, Greenwich Health,
Diabetes Lead GP Bexley, Lead
Commissioner Lewisham, PN
GP Bexley
Bexley Patient Reps

Sample Method Statement Questions
Whole System Integrated Diabetes Service
1. Service Model to meet Outcomes, Aims and Objectives of the Service
The Provider Partnership will deliver an Integrated Diabetes Service in alignment with
the requirements set out in the service specification and outcomes framework.
The proposed service must be manageable within the cost envelope.
1.1 Please describe the proposed service model that your service will undertake in order
to meet the outcomes, aims and objectives detailed in the service specification.
1.2 Describe any perceived obstacles to your service meeting the outcomes, aims, and
objectives outlined in the service specification, and any risks of not meeting these.
Outline your plan to mitigate these risks and overcome these obstacles to enable
successful achievement of the described outcomes, aims, and objectives.

2. Mobilisation Plan
2.1 Please outline the key tasks and milestones your service will undertake so that the
service is operational for the commencement date of (to be agreed) including the
proposed sites for delivery of the service and the criteria used to agree the sites.
Please ensure you address any risks with the mobilisation of this service and how
you will mitigate against these risks.

3. Managing Interdependencies and Relationships
3.1 In which areas of service delivery do you feel that you will need to work with other
healthcare providers in Bexley, Greenwich & Lewisham?
3.2 Please detail your plans for engagement with service users, primary and secondary
care, including how you intend to obtain their feedback on your service.
3.3 Describe your proposed governance arrangements, as considered necessary to
support service delivery, including detail of how the proposed governance model will
also apply to any sub-contract/partnership operation.

4. Resourcing and Staffing
4.1 Please detail how you will resource your Service and work as a system to improve
recruitment and retention.
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5. Quality Assurance & Performance
5.1 Please detail how you will measure and report on your proposed service and how
you will assess progress against achievement of key performance indicators?
6. Improving population health outcomes and reducing inequalities
6.1 Please describe how your proposed service model will contribute to improved
population health outcomes for people at risk of, or who have already developed,
diabetes? Please outline the outcomes you want to achieve and how you intend to
reach target groups.
6.2 Outline the steps you will take to ensure equity and accessibility within the service,
and how the service will contribute to a reduction in health inequalities in Bexley,
Greenwich and Lewisham.

7. Innovation in Diabetes Care
7.1 Please describe how your service will lead in providing and implementing innovative
diabetes care for the people of Bexley, Greenwich & Lewisham. This could involve
implementation of digital technology, further partnership working or tailoring the service
to meet the needs of particular cohorts in our population.
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ENCLOSURE: 5

Greenwich Borough Based Board
DATE: 12 November 2020
Title

Winter Planning and Flu Update

This paper is for information
Winter Planning
This winter will present several new challenges in addition to our usual winter
demand:
•
•
•
•
Executive
Summary

•
•
•

Impact of COVID in our population with resulting change in peoples
approach to accessing health and social care resources
Potential second spike and risks of localised lockdowns
Bed changes (escalation surge capacity) due to Infection Prevention
Control measures as a result of Covid based upon current demand
management modelling
Impact on community based services for people in their own homes due
to Covid.
Accelerator 2 hour and 2 day response targets
New Discharge guidance
Phase three recovery

This paper provides an update with regards the local system approach to Winter.
Flu and Covid Vaccination Programmes Update
The attached flu update provides an update on the progress of the 2020/21 flu
vaccination programme, together with a brief update on preparations for roll out
of a Covid vaccination programme for south east London.
This has been provided by Jessica Arnold (Director of Flu and Covid
Vaccinations) and is being shared with all SEL Borough Based Boards.
Recommended
action for the
Committee

The Board is asked to:
• Note progress on the winter plan
• Note progress on the 20/21 flu vaccination programme

Potential Conflicts
of Interest

Flu vaccination delivery is a financially incentivised activity within general
practice.

Impacts of this
proposal

Key risks &
mitigations

The impact of Covid / potential second wave / potential
local lockdown will have an impact upon how we deliver
winter plan. To mitigate against this it’s essential that we
retain our system wide relationships and nibble approach
to be able to adapt and flex service quickly and safely
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together with mutual support for the benefit of our
residents and patients. Availability of workforce will be a
key risk in both the winter plan and Home First. To mitigate
against this we need to continue to work and support our
existing staff and make it attractive to recruit new staff into
our part of the system

Equality impact

Financial impact

Low availability of vaccine stocks is currently the limiting
factor in flu uptake levels. A national route for ordering
additional vaccine stocks opened this week for general
practice orders; confirmation of ordering routes for
additional stocks for pharmacies and hospitals is awaited.
The proposal will help to strengthen services for those in
the community, we will ensure that our service model is
culturally competent to meet the needs of all our residents.
Targeting of ‘hard to reach’ groups of patients or those
affected by health inequalities is part of the flu campaign
communications approach.
The financial investment from Greenwich is within the
threshold of Greenwich borough. The investment will be
funded through the Better Care Fund (£95,750) together
with resource combination from Lewisham and Greenwich
Trust (2 additional consultant PAs).
Funding for flu delivery is available to general practice and
pharmacies both as routinely commissioned and as
enhanced or incentive schemes by borough.

Patient feedback will be part of learning during the pilot
phase and will inform the longer term business case.
Resident representative(s) will be invited to join the project
board. This is already in place for Long Term Conditions
Public Engagement
(Diabetes has patient representatives).

Wider support for
this proposal
Other Committee
Discussion/
Internal
Engagement

Author:
Clinical lead:
Executive sponsor:

Patient communications and engagement is part of the flu
delivery programme annually.
Winter Plan
• A&E Delivery Board – Bexley and Greenwich system
• Resplendent (Kings (Pru), LGT, Darenth Valley Hospital,
Voluntary Sector, London Borough of Bexley, Royal
Borough of Greenwich, Primary Care and SEL CCG.)

Both the flu and Covid vaccination programmes have their
own and form part of other borough based governance
structures.
Jayne Mason Deputy Director of System Development
Robert Shaw, Director of System Development
Jessica Arnold, Director of Flu and Covid Vaccinations, NHS South East London
CCG
Dr Nupur Yogarajah (GP), Dr James Milton (QEH), Dr Thomas Clarke (Oxleas)
Robert Shaw, Director of System Development
Dr. Angela Bhan, SRO for vaccinations, NHS South East London CCG
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Winter Planning
A whole system approach across Bexley and Greenwich has been taken to preparation for
Winter 2020. The discussions have involved partners from across health and social care. We
have agreed to target three areas:
1
Avoid admission / attendance to support people to remain in their own homes
– Home first to keep residents and patients safe and healthy at home (including Care Homes)
– Urgent Treatment Centre (UTC) / 111 new model to help residents and patients access
Urgent & Emergency Care Services or directed to the right place first time rather than ED
– Social care intervention including bed / accommodation / Accelerator programme to support
delivery of 2 hour and 2 day response.
2
Support quick safe flow through discharges out of bedded units
– Home first to help residents and patients to return home as first priority
– Reduced length of stay in all bedded capacity
– Efficient and effective use of beds across acute, community, social care and care homes
– Discharge process in line with guidance of 21st August
3
Prevention
– Flu vaccination programme (note additional paper outlining progress)
Progress Update:
The Resplendent group remains our key vehicle for engaging as a system group, meeting
twice weekly. Our winter plans, which incorporate the Accelerator and Home First
programmes, are progressing well with the following highlights:
•

New Consultant Geriatrician starts at QEH w/c 9th November and will dedicate 2
Consultant PAs per week to clinical oversight of our Home First pathways – She will
lead a weekly MDT to review high risk cohort identified by members of JET and will
promote early discharge following hospital stay

•

Funding has been confirmed to enable a Mental Health liaison role in our Home First
pathways to facilitate links with MH teams and support complex packages of care

•

Greenwich Falls / Frailty programme has launched. Initial focus has been on
identification of at risk patient cohort and liaison with GP practices.

•

Accelerator plans are moving forward with some successful recruitment in Greenwich.
Reablement are now meeting the two hour standard for initial response through
increased efficiencies as well as additional resource providing increased intervention

•

Engagement across the system remains positive with increased communications at all
levels which has seen an improvement in discharge flow from QEH into all pathways.
The DPTL list is reviewed with all partners and delayed discharges are resolved
together. A reduction in the number of extended stays beyond MFFD date has been
noted

•

Greenwich D2A beds will be accepting patients from Thursday 5th November following
a transfer of resource from Sidcup Nursing Home to Westcombe Park. This remains a
partnership approach involving CCG, RBG, BUPA, Oxleas and Clover Primary Care
team
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•

Access to ICB beds has been maximised in the last week with the majority of beds now
being consistently in use. The decision has been taken through Resplendent and its
subgroups to mobilise our escalation beds in both Eltham and Meadowview.
Resplendent is leading these plans that will respond to surge as required

The biggest risk to the system remains workforce and we are working together to mitigate this
wherever possible.
Flu update

Flu and Covid
Vaccination updates_B
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Flu and Covid Vaccination
Programmes Update

Jessica Arnold, Director of Flu and Covid Vaccinations
Update for south east London Borough Based Boards, 27th October 2020.
Questions can be directed to Jessica.arnold1@nhs.net
Progress with flu vaccination delivery by cohort
To meet the target rate of 75% across all cohorts, south east London
boroughs will need to deliver 782,592 vaccinations. This is 407,842 more
vaccinations than delivered in 2019/20.
The 2020/21 flu programme formally started on 1st October 2020,
although some practices and pharmacies began vaccination before this
date where vaccine supplies had been received.
Please note there are significant delays with ‘pulling through’ the flu performance data. Issuing
data that would be three or more weeks out of date as flu delivery is now happening at pace would
render the information provided of very limited value. Therefore, an update on the borough position
will be tabled at each Borough Based Board meeting to ensure members are kept up-to-date and
useful discussion can ensue.
Flu vaccine stocks
There is currently a national shortage of flu vaccine stocks that has endured for the early part of
the vaccination programme (September and October). As vaccine deliveries are phased, some
general practices have therefore not yet received their orders. We have local arrangements in
place to provide mutual aid where possible across our GP practices, with limited mutual aid with
pharmacies in isolated patches.
However, further stocks are expected to be distributed over coming weeks through a Department
of Health and Social Care route, and it was confirmed on 26th October that these stocks are now
available for order. National assurances have been made that all eligible patients will be able to
access a flu jab before the flu season sets in, normally in December. A statement on flu vaccines
and supply for the national programme was published on 12th October and is available here:
https://www.gov.uk/government/publications/flu-vaccines-and-supply-for-the-national-fluprogramme-2020-to-2021/flu-vaccines-and-supply-for-the-national-flu-programme
Communications for the flu campaign
Although the full national communications campaign has been delayed
due to national vaccine shortages, we have ‘soft launched’ south east
London communications through social media and resources for
practices to use.
In particular, we are focusing on encouraging 2 and 3 year old uptake as
there is no shortage of these vaccines and this is in line with London
priorities. Other target groups are eligible cohorts with traditionally low
uptake including people with long term conditions and pregnant women.
Mass vaccinations
In preparation for roll out of the flu vaccination to the 50-64 year old
cohort (60,000 additional people in south east London), and afterwards,
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the roll out of a Covid vaccination, we have been actively scoping
sites for mass vaccination centres and gauging the extent to which
we have a sufficient number of vaccinators in general practice and
the wider system.
While we await further guidance nationally on the stocks, requirements and timescales of adding
this new cohort of patients, we have been surveying south east London general practice,
pharmacies, PCNs and federations about what they might provide.
Covid vaccinations update
Planning for roll out of a Covid vaccine is underway at London and SEL level. A Covid Vaccination
Programme has been set up for south east London, encompassing senior officers, subject matter
experts and provider representation, and linked into various general and specialist NHS England
London fora. A key next step will be to further develop how we engage further with broader ICS
partners.
We know that the Covid vaccine will only be available in small quantities , currently expected no
earlier than 1st December. We know the priority groups will be:
1. Care home residents and staff
2. People 80 years of age and over and healthcare and social care workers
3. People 75 years of age and over
4. People 70 years of age and over
5. People 65 years of age and over
6. High-risk adults under 65 years of age
7. Moderate-risk adults under 65 years of age
8. People 60 years of age and over
9. People 55 years of age and over
10. People 50 years of age and over
11. Rest of the population (priority to be determined)
In SEL, this is modelled to be 1,006,000 people. As the vaccination is likely to require two doses,
administered 28 days apart, this will mean 2,012,000 jabs given.
Although we are expected to work through general practices and pharmacies to deliver Covid
vaccination in the early stages when vaccine supply is limited, it is likely that both mass
vaccinations sites and a 'roving' or community outreach model will be needed alongside primary
care. Further engagement with these groups are needed to scope out how this might work.
Workstreams are ongoing at pace to explore and prepare for the workforce, estates and logistical
challenges associated with a vaccination programme of this unprecedented scale. Learning from
this year's ambitious flu targets will be actively applied to Covid vaccination roll out. Other risks
relate to the vaccine itself (storage and administering requirements, pork content, two dose
compliance, licensing, flu vaccine contraindication) and patient perception (vaccine hesitancy, antivaxx campaigning).
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ENCLOSURE: 6

Greenwich Borough Based Board
DATE: 12 November 2020
Title

Older Peoples Care Homes; Supplementary Network Service
(The Future Commissioning of the Clover Nursing Homes Service)

This paper is for decision
In March 2020 NHSE published the requirements for the delivery of the Enhanced Health in
Care Homes (EHCH), by Primary Care Networks which is included in the Network Contract
Direct Enhanced Services (DES) for 2020/21. This contract requirement is effective from 1st
October 2020.
NHSE Guidance requires that whilst implementing the EHCH PCN DES commissioners should
neither reduce their current levels of service or their expenditure on enhanced primary care
to care homes
Greenwich has had an established enhanced care home model in place since April 2019
delivered by The Clover GP Practice. All residents of the 10 Older Peoples Care Homes are
registered patients of the Clover Practice; therefore Unity is the responsible PCN for the
EHCH PCN DES.

Executive
Summary

The current Clover model delivers a service which exceeds the requirements of the PCN
EHCH DES, the additional elements must therefore be commissioned via a Supplementary
Network Agreement.
Whilst the EHCH framework is commissioned by the responsible PCN as a DES the
Supplementary Network Service is commissioned by the CCG via an NHS Standard Contract
In line with SEL Guidance the requirements of the ECHC DES have been separated from the
current Clover Service model. Those parts of the Clover model which are over and above the
EHCH framework form the core of the Supplementary Service Agreement. Further
requirements and KPIs have been added to reflect learning and service improvements from
the last six months.
The PCNs have agreed Clover as the Provider for the EHCH PCN DES and the Supplementary
Service. The proposed Supplementary Network Service described , is therefore in addition to
and supplements the Enhanced Health in Care Homes PCN DES Contract,
The EHCH Framework together with the Supplementary Network Service will ensure that the
pre-existing level of service continues to be provided to care home residents going forwards
and that commissioners are compliant with NHSE Guidance.
The following documents and papers provide supporting information to the
recommendation
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If the recommendation is not supported Commissioners would have the following risks.
• The current service will not be contracted.
• The single provider model would not be viable.
• Alternative GP providers would need to agree to take on the nursing homes for
the delivery of the EHCH Framework. It has already been established there is no
market appetite for this to happen.
• Disruption to the care of residents of the care homes
• Disruption to the progress of integrated commissioning of services for older
people and care homes.
• Alternative providers would need to agree to deliver the Supplementary
Network Services
• The Commissioners would not be in compliance with NHSE Guidance.
• The current provider Clover would not be able to support other services such as
COVID testing Clinics and D2A units.
I.
II.

Recommended
action for the
Committee

Potential
Conflicts of
Interest

III.

Support the Supplementary Network Specification
Support the investment of £214,950 recurrently to continue the single provider
enhanced care home service in addition to the Network DES Framework.
Support the inclusion of a dentist/dental officer to support oral health and provide
dental treatment to care home residents. (circa £15k plus domiciliary dental kit)

As the existing contracting tool is the NHS Standard Contract the Borough Based Board is the
approving forum.
Any conflicts of interest would be managed in line with the CCG’s relevant policy. Individuals
with a decision-making role which do have interests which could give rise to a potential
conflict (to be determined at the meeting) would be excluded from taking part in both the
discussion and the decision-making process.”

Key risks &
mitigations
Impacts of this
proposal

Equality impact
Financial impact

Wider support for
this proposal

Author:
Clinical lead:

Public
Engagement

See attached paper
The proposal protects the current level of service delivery
to care home residents. There is no change and therefore
no impact
Saving of £ 35,260 in year one followed by £40,260 per
year thereafter
This proposal will deliver the continuation of an existing
level of service.

Other Committee FIC 1st February 2019
Discussion/
COVID Leadership Group
Internal
PCN Clinical Directors 17/6/20
Engagement
Jill Prescott – Primary Care Commissioning Manager
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Older Peoples Care Homes; Supplementary Network Service
The Future Commissioning of the Clover Nursing Homes Service

1. Introduction
In March 2020 NHSE published the requirements for the delivery of the Enhanced Health in Care
Homes (EHCH), by Primary Care Networks which is included in the Network Contract Direct
Enhanced Services (DES) for 2020/21. The contract requirement is effective from 1st October 2020.
The EHCH requirements apply to all CQC registered homes, and the additional and specific tariff
payable to PCNs for delivering this is a recurrent £120 per bed per year, paid directly from NHSE to
the PCN in which the primary care provider is located.
The framework supports the delivery of the minimum standard required in the DES contract,
however ‘CCGs should continue to develop and separately commission services that go further than
the minimum national requirements in order to implement a mature EHCH service’
(https://www.england.nhs.uk/nhs-standard-contract/20-21/ (Page 4 Para 1.5)).
Furthermore the NHSE “Update to the GP Contract Agreement 2020/21-2023/24” states in Section
7, Paragraph7.3 that; “Where the requirements in an existing LES/LIS exceed those in the DES,
commissioners must, engaging with PCNs and LMCs and taking account of the PCN employment
liabilities…consider maintaining this higher level of service provision to their patients alongside an
appropriate proportion of existing funding additional to the entitlements of the national contract.
And all funding previously invested by CCGs in existing services must be reinvested within primary
medical care.
Therefore where additional services which exceed the PCN DES Framework requirements already
exist, these must be commissioned separately by the CCG using a Supplementary Network Service,
(SNS). Greenwich falls under this requirement having commissioned the enhanced primary care
nursing home model commissioned in 2019. This paper sets out the requirements under the SNS
and financial implications with a recommendation for the Borough Based Board to agree the SNS
under a standard NHS contract framework.
2. Current Greenwich Model.
An enhanced GP model of care to nursing homes was commissioned, initially as a 12 month pilot, on
1st April 2019. The model was for a single provider to deliver the GP led service to 9 Nursing Homes
and 1 Residential Home. The contract was reviewed and subsequently extended until the EHCH
Network DES Commenced (1st October 2020)
The service provider is Clover GP practice which is a member of Unity PCN. Clover has successfully
established a stand -alone clinical and support team operating from 08:00 to 18: 30 Monday to
Friday. (This was extended to include weekends during the first COVID emergency in April, May, June
and July, and could be scaled up again if required). All care home residents are registered with
Clover as patients but residents can choose to register with another GP practice. Clover delivers all
primary care services to residents plus the EHCH framework requirements and the enhanced
services detailed in the Supplementary Network Service attached as appendix 1&2
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For the purposes of the DES all care home residents are registered within Unity which is the
responsible PCN for delivering the Framework.
3. Gap Analysis and Supplementary Network Specification
In order to establish whether the commissioned model in place in Greenwich for Older Peoples Care
Homes either met or exceeded the National framework, a gap analysis was undertaken. This
demonstrated that the service delivered considerably more than the National Framework and the
service elements which exceeded the DES Framework were written into a Supplementary Network
Specification (attached as Appendix 1& 2)
4. EHCH arrangements for Older Peoples Care Homes from 1st October 2020
PCNs were required to review current arrangements and agree their preferred model before the
commencement of the PCN EHCH DES. Meetings were held between the primary care lead for
nursing homes and the PCN Clinical Directors during May and June 2020 in which they confirmed
that they did not wish to terminate the single provider model, or change the provider or reduce the
level of content in the enhanced model. There was agreement that the service provided at scale was
robust and comprehensive and had demonstrated that it could scale up and extend at pace and
there was no appetite to return to individual practice arrangements.
5. Finance and Financial Impact
The DES Network Framework is funded at £120 per bed per year and is paid by NHSE directly to the
PCN(s). The PCN(s) is responsible for ensuring the requirements are delivered. The Supplementary
Network Service is commissioned and funded by the CCG. The CCG is responsible for the ensuring
the SNS requirements are delivered. Both elements combined deliver the service model
commissioned in April 2019.
The previous Greenwich model operated on a tariff of £400 per care home bed per year with a £200
per patient payment for each new admission. As the Network DES contract funds each bed at £120
and the DES requirements are included in the previous Greenwich model, the DES £120 per bed will
be deducted from the funding for the CCG funded SNS.
The table below identifies the current cost of the Greenwich Primary Care Nursing Home service and
the cost of the model proposed from October 2020. You will note that the Post October SNS Model
shows a CCG underspend of £35,260 in year one and thereafter an underspend of £40,260- due to
the non -recurrent cost of a domiciliary dental kit
Table 1

(There are currently 614 care home beds, with an indicative annual turnover rate of 20% )
Service Model

2019 Clover Nursing Home
Service
Annual Cost of Service
Total

Cost of Service
CCG

Non recurrent Cost
CCG

Cost of Service
PCN/Other

270,200
270,200

0
0

0
0
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Supplementary Network Service
Annual cost of EHCH PCN DES )
Annual Cost of Proposed Supplementary Agreement
Maximum Annual KPI Incentive Payment
Total
Annual Cost of a dental officer
Purchase of Domiciliary Dental kit
Total
Difference

Table 2
•

0
196,520
18,420
214,940
15,000
0
229,,940
-40,260

0
0
0
0
0
5,000
5,000
+5,000

73,680
0
0
0
0
0
73,680
+73,680

6. Risks
Risk
Challenge from other providers as to
why Clover has been awarded the
contract with no formal procurement

•

Capacity of Clover to deliver the SNS

•

The delivery of the DES and the SNS
depends on the cooperation of
community service partners

•

A gap in the local response to EHCH
delivery. The commissioned Specialist
Dental Care Service does not provide
oral health or dental input to care home
residents.

•

The CCG is not the responsible
commissioner for Nursing Homes and
therefore limited in terms of any
contractual issues impacting on the
EHCH and SNS

Mitigation
The Supplementary Network Service can only be
appended to a DES Contract, which can only be
held by Greenwich PCNs. All PCN CDs wish for
the single model to continue with Clover
therefore the SNS can only be awarded to
Clover.
The SNS mirrors the current enhanced service
delivered by Clover there are no additional
capacity requirements
The NHS Standard contract for Oxleas
Community Services has been amended to
include the responsibility of community services
to support the EHCH
There is sufficient unallocated funding to
commission dental officer to support oral health
and provide clinic based and domiciliary services
to care home residents. This will support the
MDT with nutrition support, SLT, and provide
training to care home staff in delivering daily oral
health support to residents
Appointment of interim integrated
commissioning leads to support the continuation
of joint working.

7. Recommendations
The Borough Based Board is asked to take the following decisions
I.

Support the Supplementary Network Specification, attached as Appendix 2
Support the investment of £214,940 recurrently, from the existing Nursing Homes budget to
continue the single provider enhanced care home service in addition to the Network DES
Framework.
From the existing Nursing Home Budget, support the inclusion of a dentist/dental officer to
support oral health and provide dental treatment to care home residents. (circa £15k
recurrently plus the one off cost of a domiciliary dental kit)
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Appendix 1; Supplementary Network Service Agreement and Specification
SNS V5.doc

Appendix 2
EHCH Requirements and Supplementary Network Service provision- Gap Analysis

EHCH Care Element
1. Enhanced
primary care
support

EHCH Sub Element

Timetable

Each care home aligned to
a named PCN, which leads
a weekly multidisciplinary
‘home round’
Medicine reviews
Hydration and nutrition
support
Access to out-ofhours/urgent care when
needed

31/7/2020 01/4/2109

Oral health care
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Achieved
by

Not
Achieved
See Tables
1&2 and
Paragraph
6.3

Greenwich
Additional
Provision
Named GP lead
Named deputy
GP lead
Clinical Team
including GPs,
Advanced
Paramedics,
HCAs.
General Manager
specifically for
nursing home
service.
Clinical
Prescription Lead
Separate
telephone and e
mail.
Assessment of all
new residents
within 5 days of
being informed
of admission.
Scheduled twice
weekly face to
face proactive
clinical home
visits shared with
homes and
community
services. Same
clinicians to
ensure
continuity.

Urgent same day
visits for specific
patients.
All consultations
copied by e mail
to home
manager and
lead carer.
Business
Continuity plan
to ensure service
continues in
emergency
situations.
OOH access to
Anticipatory
Medication
Twice yearly
medication
reviews, with
pharmacist
support for all
residents and
more frequent
reviews for
complex/unwell
residents.
Discussions of
care plans with
families and
carers
2. Multi-disciplinary
team (MDT) support
including coordinated
health and social care

Expert advice and care for
those with the most
complex needs
Continence promotion and
management
Flu prevention and
management
Wound care – leg and foot
ulcers
Helping professionals,
carers, and individuals with
needs navigate the health
and care system
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30/9/2020 1/10/2019

Regular MDT
meetings in place
including
Community
Geriatrician,
Community
Nurses, Dietician,
TVNs, Hospice,
Safeguarding.
Flu Vaccination
programme in
place. All homes,
all
residents.
Monthly COVID
Testing of all care
home residents.
GP support to
care home staff

3. Falls prevention,
Reablement, and
rehabilitation including
strength and balance

Rehabilitation/reablement
services
Falls, strength, and balance
Developing community
assets to support resilience
and independence

4. High quality
Palliative and end-of-life
palliative and end-ofcare.Mental health
life care Mental health, care.Dementia care.
and dementia care
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1/10/2020 1/10/2019

21/3/2021 1/10/2019

in managing
wound care.
Regular
communication
with families,
attendance at
home families
meetings.
Full new resident
admission
consultations and
liaison with
commissioned
community
services where
support is not
included in
discharge
paperwork but
need is identified
in admission
review.
Support to
homes in
delivering
rehabilitation
support.
LTC management
All residents have
published CMC
plans within 4
weeks of
registration and
updated
quarterly
Anticipatory
Management
Plans/Advanced
Care plans for all
palliative
residents
Access to
Anticipatory
Medications.
Use of Clinical
frailty Scale/e-CF
to inform triage
decisions.
All above held in
medical record
and copied home

record.
Support the DOLS
process
Ensue DNARs and
Peace Plans are
up to date at all
times
5. Joined-up
commissioning and
collaboration between
health and social care

6. Workforce
development

Co-production with
providers and networked
care homes
Shared contractual
mechanisms to promote
integration (including
Continuing Healthcare)
Access to appropriate
housing options
Training and development
for social care provider
staff
Joint workforce planning
across all sectors

7. Data, IT and
technology

Linked health and social
care data sets
Access to the care record
and secure email
Better use of technology in
care homes
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From
1/6/2020
1/10/2020

From
1/9/2019
30/9/2020

Participation in a
range of strategic
and operational
forums with RBG
and CCG
commissioners.

Work with homes
and RBG
commissioners to
identify skills
gaps and where
appropriate
provide training
31/3/2021 01/07/2020 All residents have
published CMC
plans within 4
31/3/2021 On-going
weeks of
registration.
Paper copies
31/3/2021 On-going
available in home
care record.
All consultations
uploaded to EMIS
patient record on
same day and
confirmed via e
mail to home.
Support to
homes using
video
consultations
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ANNEX A
Service Specification
Service

Supplementary Network Service
Specification to the PCN EHCH DES for
Nursing & Residential Care Homes

Commissioning lead

SEL Clinical Commissioning Group
(Greenwich)

Jillian Prescott
Jill.prescott@nhs.net

Provider lead

Malling Health Limited

Period

1 October 2020- 1 April 2023 -plus up to 5 years
extension dependent on Single Provider GP
Contract

Review

Annually

Version

V5

This Locally Commissioned Service (LCS) is in addition to/ will supplement the Enhanced Health in Care
Homes service specification that forms part of the Network DES commissioned by NHS England/
Improvement. It supplements that contract but requires the completion of a range of additional work that
will be locally monitored by Commissioners in Greenwich. This LCS reflects the contract requirements of
the current Clover Nursing Home Service commissioned in April 2019 that are additional to the
requirements of the EHCH DES. . This supplementary network service applies to all older people nursing
and residential care homes only. The PCN EHCH DES cover arrangements will need to be in place for
Learning Disability and Mental Health homes
In accordance with the plan that has been developed for delivering the EHCH specification, the
requirements would be undertaken by the provider to the homes listed in appendix 1, who will be
required to provide the services as set out in section 3 of this service specification. If a practice/ provider
choose to no longer provide services to a given care home, the CCG will seek to work with that practice’s
PCN to provide a solution in order to ensure equity of provision for all patients residing in the home.
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1. National/local context
Care home residents are amongst the most vulnerable of people. Their health and social care needs are
complex. The majority have some disability, and some degree of cognitive impairment. This cohort of people
can have high rates of primary / community care consultation and hospital admission due to the complexity
of their need.
In recent months, the need for this enhanced level of support from primary and community health service
has been even greater as a consequence of the Covid-19 pandemic. Care home residents are particularly
vulnerable to Covid-19 as a consequence of their complex medical problems and advanced frailty.
In Greenwich since 2019 there has been an enhanced service in place that recognises the work that goes
above and beyond core primary care provision through a proactive model of care to better support this frail
and vulnerable group. With the introduction of the EHCH DES specification from 1st October 2020, this
supplementary network service recognises the additional service requirements previously commissioned and
aims to build in extra requirements that help providers, PCNs and community services further develop the
quality, consistency and integration of service delivery.

2. Outcomes
This supplementary service will ensure that in addition to the requirements set out in the PCN Network EHCH
DES, networks will support their care home residents to achieve the following outcomes:
1. Better continuity of care, joint working and improved communication between care home staff,
community services and all providers i.e. GPs, pharmacists, social care, community services,
secondary care
2. Improved service user & carer experience and increased support of care homes staff through
stronger working relationships with healthcare providers
3. Better communication and involvement of residents, their families/closest friends around end of life
and Advanced Care Planning
4. End of life wishes upheld so residents are supported to die in their preferred place.
5. Reduction in out of hours service usage, LAS call out rates and inappropriate or unwanted admission
to hospital
6. Minimising harm from medication side effects and interactions
7. Improved quality of life
8. Avoidance of unnecessary suffering
9. Improvement in quality of care received in homes
10. Improved self-care and management of conditions
11. Improved medication compliance
12. Deliver evidence based and best practice care to residents with frailty
13. Identification of undiagnosed dementia
14. Enhanced quality of care and clinical decision making through better use of technology in care homes
to enhance the coordination and access to health care records
15. Ability to scale up or extend services to meet local or national emergencies as part of the local system
response.
16. Contribute to the collection of health and demographic data to inform and support local resilience
programmes.
17. Provide clinical insight and leadership to the developing integrated model of commissioning care
homes.
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3. Scope and Service Delivery
This supplementary network service should be delivered for all older people care homes. To confirm, a ‘care
home’ is defined by the CQC as a place where personal care and accommodation are provided together with
or without nursing care. People may live in the service for short or long periods. For many people, it is their
sole place of residence and so it becomes their home, although they do not legally own or rent it.
Where residents are placed for emergency respite or reablement, the care home may temporarily register
the patient with the Provider for urgent or emergency cover. The provider shall however endeavour to access
as much information as possible about the past medical record from the registered practice and by making
use of existing shared records including CMC and the summary care record to inform this urgent/ emergency
cover. Any resident has the right to remain registered or register with a different practice so that patient
choice is upheld. Patients will always be able to exercise their right to choose another General Practitioner.
New patients will be advised that, as part of choosing to move to the Home, they have the option to obtain
their General Medical Services from the appointed practice.
Organisational and management requirements
It is recognised that a significant amount of the workload associated with older people care homes relates to
administrative and communication challenges between the breadth of organisations involved with serving
the health and care needs of residents. The following requirements therefore aim to minimise these
challenges through providing clarity on professionals involved in the service and methods of effective
communication.
1. In addition to a named clinical lead the provider will provide a named deputy clinical lead who will
take responsibility for delivery of the service when the lead GP is unavailable, to enhance continuity
of care.
2. The Provider will incorporate advanced paramedics and HCAs into the service in addition to GPs
3. The provider will ensure they have a registered named manager to oversee management of the
contract deliverables.
4. The named manager will be responsible for being a key point of liaison with the care homes and
other providers and will be responsive to Community and Hospice colleagues when arrangements,
planning and follow-up liaison is required for effective MDT meetings to take place. The provider will
work with the community service provider to agree how this will best be managed.
5. Provide a schedule of when and by whom the twice weekly proactive visits take place, that has been
shared with care home staff and community service partners to best plan and prepare for the care
reviews/ assessments of residents. This will enable all parties to plan and prepare for this visit and
enable a mechanism for concerns and issues raised by residents, staff and relatives to be addressed
in a time efficient way.
6. Provide a robust prescription support service including out of hours access to anticipatory medication
when required.
7. Have a named lead for overseeing the prescription function with robust arrangements in place to
cover emergency absences and local or national medication emergencies.
8. Ensure that the twice yearly medication review (or more if required on a patient by patient basis) is
booked and diarised to ensure it aligns with patients CMC review.
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9. Ensure that contingency arrangements are in place to provide full cover for delivery of the EHCH
service, should planned or unplanned changes in service or workforce arise. This should be detailed in
practice business continuity plans with a specific section related to care home provision given the
vulnerability and complexity of these residents and the risks posed by the continuation of the Covid19 pandemic.
10. The Provider will work with public health colleagues to deliver the local COVID-19 testing offer to
care home residents and manage the resident testing programme.
11. Ensure that all care home residents and their family members receive clear information in a
convenient, accessible form on admission to the care home, which sets out how they can best access
the practice, when the weekly visit takes place and how they can feedback on the service if required.
Evidence to be provided for assurance purposes.
Quality improvement and development of the service model
There is currently a move towards enhancing the IT and system infrastructure within care homes so greater
efficiencies and information sharing can be facilitated to improve residents care. During the Covid-19
pandemic there has been a need for practices and care homes to embrace video consultation and remote
monitoring technology to a much greater extent which has resulted in significant change to the service
model. Given the critical importance of relationships between care home staff, primary and community care
services in the delivery of the service model, there is an opportunity for all parties to maximise development
and learning opportunities through delivery of this specification.
The provider shall:
12. Participate in two sharing best practice sessions per year with fellow Greenwich primary and
community service and local authority colleagues who are involved in commissioning and providing
services to care homes.
13. Participate in an audit of IT hardware and software, staff access and competency in each of the care
homes to design an evolving IT support programme.
14. Attend two virtual meetings with care home commissioners, the Primary Care IT and care home
manager to discuss all digital opportunities that exist to ensure all parties are maximising the benefit
from the latest technological developments and can find ways to overcome barriers e.g. video
consultations/ virtual ward rounds, proxy access for prescribing, Docobo, CMC etc.
15. Meet quarterly a year with the care home staff and management to discuss any operational and
process challenges that relate to the effective running of the EHCH service requirements and identify
and take action on how this could be improved for all parties. Information and actions to be shared
with the CCG, as part of contractual assurance.

16. In collaboration with commissioners and care home staff contribute to the identification of training
needs on a home by home basis.
17. Where appropriate and with the support of commissioners deliver training to care home staff and
community colleagues.
Prescribing for care home residents
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18. Prescribing of medicines for care home residents should be in line with the SEL CCG prescribing
guidance, national prescribing guidelines and best practice.
19. Meet twice a year with Medicines Optimisation Team to review prescribing data and to agree action
plan to implement evidence based medicines, ensure clinical effectiveness prescribing and adherence
to treatment pathways in care homes.
20. The provider will develop/have in place robust repeat prescription system, acute prescription
requests, medicines reconciliation on transfer of care and systems for safer prescribing e.g. high risk
drugs monitoring and actioning MHRA CAS alert. Ensure that internal training is provided across the
clinical team. This will be reviewed and updated annually.
Care Planning, Avoiding Crisis and End of Life Care
In addition to the personalised care and support plan requirements of the EHCH DES, the Provider will :
21. Ensure that all care home residents have the relevant details of their care plan published on “Coordinate my Care” and ensure that all key parties (care homes, residents, their families and other
healthcare professionals as appropriate) have been party to preparing the plan and have a means to
access it and know their role/ contribution in delivering it.
22. CMC plans will be updated after any major review or otherwise at least quarterly so that other
providers have access to the most up to date details for patients.
23. Where time and resources are limited the advance care planning process should not be rushed, but
appropriate time found as soon as reasonable to complete the task with care and compassion. It is
recognised that advance care planning is often by its nature a process that takes place over time
rather than a single task. Practices are advised to use the Advanced Care Planning guidance
referenced in appendix 2.
24. Where possible, primary care clinicians should share information on the level of frailty of residents
(mild, moderate, severe frailty) with care homes, and use the Clinical Frailty Scale/e-CF Score to help
inform urgent triage decisions and holistic assessment and care planning where useful and relevant.
25. Triage and respond to urgent requests for medical advice on the day they are requested based on
agreed protocols.
26. Provide same day urgent visits when appropriate based on agreed protocols.

27. Review 90% of acute urgent prescriptions within 24 hours and all within 48 working hours of the
request.
28. Provide same day medical advice to the Rapid Response Team, or direct medical assessment of a
resident as per response to urgent visit requests above, where a crisis situation requires this to avoid
an unwanted, unnecessary or clinically inappropriate hospital admission.
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4. Applicable quality requirements
 Advance Care Plans must be recorded in an agreed format which is both accessible and useful for
healthcare professionals called in an emergency situation. Where the care home does not have the
infrastructure to access the electronic CMC care plan, a paper copy should be filed in the care home
records and, shared with relevant services.
 All professionals will contribute to any multi-professional local group for sharing best practice
information or seeking advice about the delivery of services to care homes.
 The provider should liaise and work together with Adult Safeguarding colleagues to support adults at
risk of abuse and neglect.
 The provider will have processes and skills in place to conduct internal Root Cause Analysis for Issues
of Concern that do not meet the threshold of Section 42 Safeguarding
 The Provider will record and make available on a quarterly basis a log of all Issues of Concern,
Safeguarding Referrals and other quality alerts both internal and in the care homes, to
commissioners and to have available supporting information on request
5. Payment schedule
The Supplementary Network Service will be reimbursed on the rates below:
 The Number of Beds is at latest CQC Registered Bed numbers. This will be updated on an on-going
basis
 The figures below are based on 614 CQC registered beds, across 10 homes.
 £280 per bed, per year. To be paid in twelve monthly instalments (subject to satisfactory completion
and reporting of KPIs)
Based on Current bed total of 614, the bed payment is £171,920 to be invoiced monthly and adjusted
to bed numbers
£200 per bed for each new resident admission paid quarterly, based upon completion of the
reporting/ monitoring requirements detailed in section 7.
Based on annual bed turnover rate of 20% £24,600)to be invoiced quarterly based on actual new
admission numbers
 £30 per bed incentive driven, paid at the end of the year based on the reporting/ monitoring
requirements and achievement of KPIs
Based on 100% delivery of KPIs £18,420
 As a supplementary network service, the funding will be paid to the Provider by the CCG
Commissioner, the Commissioner is responsible for the monitoring and management of the
Supplementary Network Service whilst the PCN is responsible for the commissioning and delivery of
the core EHCH element of the service and Payment
Annual Cost of Proposed Supplementary Agreement
Maximum Annual KPI Incentive Payment
Total

196,520
18,420
214,940
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 The inclusion of a dental officer and domiciliary dental kit, as outlined in the BBB paper, attached,
would add an additional £20,000 to the first year of the contract, reducing to £15,000 in subsequent
years as the purchase of the domiciliary dental kit is a one off expense.

6. Training
 The named lead and deputy clinician responsible for the care homes will be capable of recording care
plans on CMC. New clinical team members should access training as part of their induction which is
available online for free.
 PCN Pharmacists/Medicines Optimisation in Care Homes (MOCH) Pharmacists working in care homes
will be skilled at managing poly-pharmacy and de-prescribing, including utilising tools such as the
STOPP START tool. Providers will ensure pharmacists are embedded in the MDT to support risk
stratification and undertake structured medication review focusing on newly admitted patients or
patients who have been transferred between care settings. .
 Where advanced paramedics, nurses and other clinical staff have a role in supporting advanced care
planning in care homes, the provider will support their staff in accessing appropriate training for
example Echo training provided by the hospice.
 Clinical leads need to have a working knowledge of the principles of Comprehensive Geriatric
Assessments, dementia assessments, advanced care planning and managing multi-morbidity & polypharmacy. Each lead needs to ensure appropriate training is undertaken as necessary.
 If new templates are introduced appropriate training will be provided and practices need to ensure
this training is accessed in a timely fashion and the templates utilised appropriately so that data is
coded correctly and can be collected to inform better management of care home residents
 A number of relevant training events are available on a rolling basis from organisations including
Greenwich Training Hub, GBCH, Providers should ensure that staff involved in the care of care home
residents are supported to attend these as required to develop and maintain their knowledge and
competence
 The nominated practice clinical lead shall support training of the care home staff through linking in
with the MDT meetings and organisations.
Performance/Monitoring
Upon sign up to the contract, The provider will be required to confirm the following information:

1.
2.
3.
4.
5.

Named Deputy Clinical Lead
Named Registered General manager
Resource schedule of when the planned visits have been agreed to take place
Confirmation that practice/PCN business continuity plans detail how care homes will continue to receive the EHCH and the requirements
set out in this specification, should the Covid 19 pandemic continue
Annually updated service and access protocols to be agreed and circulated to care home staff to ensure they are able to make the most
effective use of the service available
The Provider will be required to complete a reporting template at mid year (October) and end of year (April) (To be agreed).

The KPIs already in place in the 2019 Clover Nursing Home service specification will be rolled forward and included in the Supplementary
Network Service Contract, and in addition to these and the EHCH PCN DES KPIs, the Provider will be required to submit the following
information.
Section 1
Performance Indicators

Method of measurement

Target

Threshol

1

Proportion of residents who have a published and complete CMC care plan that
has been prepared in accordance with the SNS care home specification

PCN reporting and verification by
CMC

100%

Over 95%

2

Number of new residents to the home within the last 6 months who had a CMC
record published within 2 weeks of reported admission to the home

Practice/ PCN reporting and
verification by CMC

100%

Over 95%

KPI
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3

Number of residents who have had their CMC care plan reviewed within the last 6
months

KPI

Practice/ PCN reporting and
verification by CMC

Section 2 Performance Indicators

100%

Target

Method of measurement

90% in 6 months

Monitor
Frequen

4

Two virtual opportunities remote meeting between lead clinician,
management lead, care home and with Primary Care IT.

Confirmation of attendance. Sessions to
be held in Q1/2 and Q3/4.

100%

6 month

5

Four meetings per care home per annum to discuss what works well, what
could be improved and agreed actions and to meet with Medicines
Optimisation Team

Submission of template evidence.
Meetings to be held in Q1/2 and Q3/4

100%

6 month

Appendices
Appendix 1: CQC Registered Older People Care Homes
Nursing Homes

Beds

Ashgreen House Nursing and Residential Care Home

52

Brook House

60

Charlton Park Nursing Care Home

66

Meadows House Nursing and Residential Care Home

59

Oaks Nursing Care Home

93

Puddingstone Grange Residential and Nursing Care Home

62

Riverlee Residential and Nursing Care Home

75

Time Court Residential and Nursing Care Home

56

Westcombe Park Nursing Care Home

51

Weybourne Residential Care Home

40
614

https://www.nice.org.uk/about/nicecommunities/social-care/quickguides/advance-care-planning

Appendix 2: Advance Care Planning/
End of Life Guidance

https://www.england.nhs.uk/coronavirus/wpcontent/uploads/sites/52/2020/04/C0485appendix-acp-template-110520.pdf
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https://www.bgs.org.uk/resources/resourceseries/end-of-life-care-in-frailty
Appendix 3: NHS England guidance on
managing medicines in a care home
overview and running a medicine reuse
scheme in a care home or hospice
setting

COVID 19 Care
Homes managing-me

Covid-19 Care
Homes medicines-reu

To be added

Appendix 4
2019/20 EHCH Clover NH Service KPIs
continued to 2020/22
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The framework for Enhanced Health in Care Homes
2020/21 - Version 2
Publishing approval number: 001681

Version number: 2

First published: 31 March 2020

Prepared by: Community Services and Ageing Well Team

This information can be made available in alternative formats, such as easy read or
large print, and may be available in alternative languages, upon request. Please
contact the Community Services and Ageing Well Team at
england.ageingwell@nhs.net.
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1.

Introduction

1.1

People living in care homes should expect the same level of support as if
they were living in their own home. This can only be achieved through
collaborative working between health, social care, Voluntary, Community,
and Social Enterprise (VCSE) sector and care home partners.

1.2

The Enhanced Health in Care Homes (EHCH) model moves away from
traditional reactive models of care delivery towards proactive care that is
centred on the needs of individual residents, their families and care home
staff. Such care can only be achieved through a whole-system, collaborative
approach.

1.3

The NHS Long Term Plan (2019) contained a commitment as part of the
Ageing Well Programme to roll out EHCH across England by 2024,
commencing in 2020. This reflects an ambition for the NHS to strengthen its
support for the people who live and work in and around care homes. This
includes how Urgent Community Response is accessible to people living in a
care home, increased support for nurses working in care homes through a
national network, and the appointment of a chief advisor on care home
nursing. Information will also be shared more easily and securely between
the NHS and care homes, with NHSMail now available to all care homes.

1.4

Requirements for the delivery of Enhanced Health in Care Homes by
Primary Care Networks (PCNs) are included in the Network Contract
Directed Enhanced Service (DES) for 2020/21. Complementary EHCH
requirements for relevant providers of community physical and mental health
services have been included in the NHS Standard Contract1. This supports
the NHS Long Term Plan goal of "dissolving the historic divide" between
primary care and community healthcare services and sets a minimum
standard for NHS support to people living in care homes.

1.5

This implementation framework supports the delivery of the minimum
standard described in the contracts above, and should be read alongside the
contractual requirements. Clinical Commissioning Groups (CCGs) should
continue to develop and separately commission, as required, services that
go further than the minimum national requirements in order to implement a
mature EHCH service and must consider maintaining such enhanced
services where they already exist. This framework also, therefore, sets out
practical guidance and best practice for CCGs, PCNs and other providers
and stakeholders as they work collaboratively to develop a mature EHCH
service. The implementation framework is a refresh of the original EHCH
framework, published in 2016, and has been developed with a range of
experts and partners. Care has been taken to expand EHCH without
disrupting the elements of the original framework most likely to result in
benefits for people living in care homes, such as continuity of care.

1.6

The first framework for EHCH was co-developed with the six EHCH
vanguards and partners in social care. It was based on a suite of evidence-

1

https://www.england.nhs.uk/nhs-standard-contract/20-21/
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based interventions, designed to be delivered within and around a care
home in a coordinated manner to improve services and outcomes for all
people living in care homes and those who require support to live
independently in the community.
1.7

This implementation framework builds on experiences of those who have
implemented the EHCH model since 2016 and describes best practice in
doing so. Implementing the good practice EHCH model described in the
framework, will help to ensure that:
a. People living in care homes have access to enhanced primary care and
to specialist services and maintain their independence as far as
possible by reducing, delaying or preventing the need for additional
health and social care services;
b. Staff working in care homes feel at the heart of an integrated team that
spans primary, community, mental health and specialist care, as well
as social care services and the voluntary sector;
c. Budgets and incentives are aligned so that all parts of the system work
together to improve people’s health and wellbeing;
d. Health and social care services are commissioned in a coordinated
manner, and the role of the social care provider market is properly
understood by commissioners and providers across health and social
care.

1.8

For the purposes of the EHCH implementation framework a ‘care home’ is
defined as a CQC-registered care home service, with or without nursing.
Whether each home is included in the scope of the service will be
determined by its registration with CQC. The CQC website contains a
spreadsheet which can be filtered to show CQC registered care homes. This
spreadsheet can be found here2 and is titled “CQC care directory – with
filters“ followed by the date of the latest update. Column C can be filtered to
show CQC-registered care homes. All care homes in this directory are in the
scope of the EHCH service.

1.9

The EHCH service applies equally to people who self-fund their care and to
people whose care is funded by the NHS or their local authority: everyone
has the right to high quality NHS services. It is equally applicable to homes
for people with learning disabilities and/or mental health needs and should
not be interpreted as only pertaining to care homes for older people.
However, secure mental health units are not in scope.

1.10

Personalised care and support are at the heart of EHCH model. This
implementation framework draws on both the ‘I statements’ (published by
National Voices (Think Local Act Personal and Making It Real), as well as
the comprehensive model of personalised care set out in the Long-Term
Plan and Universal Personalised Care.

2

https://www.cqc.org.uk/about-us/transparency/using-cqc-data
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2.

Principles of a successful EHCH model

2.1

Fit with whole population care models

2.1.1.

Since the first publication of the EHCH framework, the vast majority of GP
practices have joined PCNs. PCNs are networks of practices, working
closely with other community healthcare providers to improve the health and
wellbeing of patients living within their practices’ geographic boundaries.
Based on GP practice lists and generally serving populations of 30,00050,000, they are small enough to provide the personal care valued by both
patients and practice staff but large enough to have economies of scale
through better collaboration between practices and others in the local health
and social care system.

2.1.2.

While many people living in care homes will be living with complex needs,
including severe frailty, some may not. To commission and deliver an
effective EHCH model, the needs of the care home population should be
understood at the local level. Understanding the typical case mix of local
care homes and the length of stay of people living in them will determine the
enhanced services and support needed. For example, homes with a resident
average length of stay of seven years will not have the same need for
palliative care services as those with an average length of stay of under two
years.

2.1.3.

Conditions critical for success:
a.

Personalised care
i. Putting the needs of the person at the centre through “what matters
to you” conversations and personalised care and support planning
processes.
ii. Supporting people to talk about the outcomes that matter most to
them; and encouraging and enabling them to take on as much
responsibility as they want to manage their own care, health and
wellbeing.
iii. Supporting carers and families and recognising their needs, as well
as those of the individual care home resident, and acknowledging
them all as experts in their own care and lives.

b.

Co-production
i. Working and integrating with local government, the community and
the VCSE and independent care homes sectors to co-design and
co-deliver the model of care as equal partners.
ii. Acknowledging the value of the care home sector in working
alongside the NHS and the significant level of healthcare that is
delivered in care homes by social care staff.
iii. Adopting a whole-system approach, breaking down the
organisational barriers between health, social care, and the VCSE
sector.

c.

Quality
i. A focus on quality as the driving factor for change.
ii. Using clinical evidence to drive and sustain change.
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d.

3.

Leadership
i. Strong leadership and a shared vision for better care.
ii. Recognising the cultural differences between organisations, sectors
and different types of commissioner and provider and focussing on
the shared vision and aims despite differences in language and
process.

About this implementation framework

3.1.

The original framework (published in 2016) identified seven care elements
that describe the EHCH model. All of these elements are still recognised and
remain as existing good practice. Version 2 (this framework) has augmented
those care elements with additional sub-elements which reflect the continued
learning of stakeholders working in this area and which will further improve
the offer to people living in a care home. The EHCH model is about
implementing these care elements and sub-elements together in a
coordinated, sustainable way, at scale, to deliver person-centred care that
promotes independence.

3.2.

This framework will be of interest to all stakeholders who will need to work
collaboratively across organisational boundaries to commission or deliver
high quality, cost-effective care for individuals in care homes. It will be of
particular interest to the following audiences:
a.
b.
c.
d.
e.

PCNs and providers of community physical and mental health services
delivering the EHCH requirements in their respective contracts;
care home providers and managers (nursing, residential, learning
disability, and mental health);
local authority and STP/ICS leaders who are responsible for
commissioning care home services;
partner organisations in the community, mental health, and acute
sectors of the NHS, and in the community and VCSE sector; and
individuals with care needs, carers, and families.

3.3.

The nationally commissioned EHCH service – included in the Network
Contract DES and NHS Standard Contract – represents a minimum standard
of delivery for the EHCH service. This framework is intended to provide
context, best practice guidance and methods of delivery to support
implementation of this model, and describes additional actions that
commissioners and care home providers can take to provide high-quality
care for people living in care homes. This includes the ‘enabling’ elements of
the EHCH model, which are not included in national contracts.

3.4.

The EHCH model has three principal aims:
a.
b.

c.

delivering high-quality personalised care within care homes;
providing, wherever possible, for individuals who (temporarily or
permanently), live in a care home access to the right care and the right
health services in the place of their choosing; and
enabling effective use of resources by reducing unnecessary
conveyances to hospitals, hospital admissions, and bed days whilst
ensuring the best care for people living in care homes.
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3.5.

In the EHCH model, care providers work in partnership with local GPs,
PCNs, community healthcare providers, hospitals, social care, individuals
and their families, and wider public services to deliver care in care homes.
Services are ‘wrapped around’ the individual and their family, who are
connected to and supported by their local community. Proactive,
personalised care and support becomes the norm.

3.6.

Table 1 sets out the care elements and sub-elements which comprise the
refreshed EHCH model.

Table 1
Care element
1. Enhanced primary care
support

2. Multi-disciplinary team
(MDT) support
including coordinated
health and social care

3. Falls prevention,
Reablement, and
rehabilitation including
strength and balance
4. High quality palliative
and end-of-life care,
Mental health, and
dementia care
5. Joined-up
commissioning and
collaboration between
health and social care

Sub-element
Each care home aligned to a named PCN, which
leads a weekly multidisciplinary ‘home round’
Medicine reviews
Hydration and nutrition support
Oral health care
Access to out-of-hours/urgent care when needed
Expert advice and care for those with the most
complex needs
Continence promotion and management
Flu prevention and management
Wound care – leg and foot ulcers
Helping professionals, carers, and individuals with
needs navigate the health and care system
Rehabilitation/reablement services
Falls, strength, and balance
Developing community assets to support resilience
and independence
Palliative and end-of-life care
Mental health care
Dementia care

Co-production with providers and networked care
homes
Shared contractual mechanisms to promote
integration (including Continuing Healthcare)
Access to appropriate housing options
6. Workforce development Training and development for social care provider
staff
Joint workforce planning across all sectors
7. Data, IT and
Linked health and social care data sets
technology
Access to the care record and secure email
Better use of technology in care homes
3.7.

Appendix 1 contains a table showing the contractual requirements for EHCH
that fall to PCNs through the Network Contract DES and providers of
community physical and mental health services through the NHS Standard
Contract, together with the corresponding care elements in the framework.
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3.8.

This framework will reference these contractual requirements under relevant
care elements, and describe good practice in implementing and enhancing
the core EHCH service.

4.

Care Element One: Enhanced primary and community
care support

4.1

Aligning care homes with PCNs

4.1.1.

The contractual requirements for aligning care homes with PCNs and
community services providers are covered in Appendix 1.

4.1.2.

Under the Network Contract DES, each care home will be aligned to a single
PCN (and its MDT), which will deliver the EHCH service for that home. This
will enable consistency of care for people living in that home, and help care
homes, PCNs and providers of community services to build the strong
working relationships and integrated care arrangements that are crucial to
the success of the model.

4.1.3.

Commissioners have overall responsibility for aligning each care home to a
single PCN. Where possible, this alignment should be defined and agreed
jointly with the care home and the PCN. In aligning homes to practices,
PCNs and CCGs are expected to consider:
a.
b.
c.
d.

where the home is located in relation to practices/PCNs;
the existing GP registration of people living in the home;
what contracts are already held between CCG and practices to provide
support to the home, or directly between the home and practices; and
existing relationships between care homes and practices.

4.1.4.

In supporting patients to re-register with a practice in the aligned PCN, care
homes, PCNs and CCGs should describe the benefits offered under the
enhanced service, and consider the use of advocacy services to support this
transition.

4.1.5.

Commissioners should seek to reach agreement with care homes and PCNs
on which PCN will be aligned to which home. In instances where agreeing
alignment proves difficult, CCGs should try to broker an agreement with the
home, PCN, and other interested groups (such as LMCs) before allocating
alignment.

4.2

The “home round”

4.2.1.

The contractual requirements for delivery of the home round for PCN and
providers of community physical and mental health services are covered in
Appendix 1.

4.2.2.

It is best practice:
a.

for the home round to be led by a clinician with advanced assessment
and clinical decision-making skills;
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b.

c.

d.

e.

4.3

to agree in advance of the home round the individuals who will be
discussed and reviewed. Identification could be through use of
validated tools, clinical judgement and feedback from care home staff;
to collate relevant information pertaining to those individuals from a
number of sources/records of care (e.g. GP, community services, care
homes, the individual and their family) to be ready for review within the
home round;
for the MDT to individually appraise their home round patients to
determine if they need to physically review the person(s), or can make
a clinical judgement based on the information provided within the
meeting; and
to set review dates for each person for follow up.

Personalised Care and Support Plans (PCSPs)

4.3.1

The contractual requirements for delivery of the personalised care and
support plan for PCN and community services providers are covered in
Appendix 1.

4.3.2

The plan will be delivered based on the principles and domains of a
Comprehensive Geriatric Assessment (CGA). A structured medication
review (SMR) will form part of this assessment.

4.3.3

The plan will also be developed with the person and/or their carer(s). It is
good practice to include family members in the assessment when this is
appropriate, taking into consideration issues such as mental capacity,
vulnerability or coercion. Including family members helps where there may
be cognitive impairment and also helps to give a holistic picture of a person’s
preferences and goals, rather than simply their medical needs.

4.3.4

In developing the personalised care and support plan, it is good practice to
follow the standard model of personalised care and support planning set out
in Universal Personalised Care.

4.3.5

Where people living in care homes are identified as likely to die within the
next twelve months, it is good practice to ensure that the personalised care
and support plan includes information on the person’s priorities and
preferences for end of life care, advance care planning and treatment
escalation plans or emergency care and treatment plans and that
arrangements are in place to coordinate across multiple providers (see also
section 7.1).

4.3.6

Where people living in care homes are likely to die within the next few days
or hours, it is good practice to ensure that appropriate communication with
the family is taking place, that food and fluid support and anticipatory
prescribing have been considered, and that the personalised care and
support plan has been checked so that, where possible:
a.
b.

the person dies in their preferred place; and
arrangements for timely verification and certification of death and
signposting to bereavement support are in place.
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4.3.7

4.4

Providers of primary care and community services are also required to make
all reasonable efforts to support delivery of relevant clinical activity described
in the personalised care and support plans. In establishing the EHCH
service, providers should work with commissioners to understand likely
divisions of responsibility for this delivery, and should use the MDT to
allocate and monitor the delivery of tasks. CCGs should support PCNs and
providers of community services to agree their responsibilities in delivering
the EHCH service, with reference to existing contracts and arrangements,
when it is established from April 2020.

Structured Medication Reviews (SMR)

4.4.1

A structured medication review forms part of the CGA-based holistic
assessment process and, as with CGA, the resident and/or their family or
carers should be involved in the review. Thereafter, the MDT should agree
the frequency of SMRs, with safety being the most important factor. SMR
should be no longer than one year apart and are best tied into regular care
and support planning reviews. It is good practice for every person admitted
to a care home to receive a SMR alongside their CGA-based assessment.

4.4.2

Best practice includes:
a.

b.

c.

4.5

In a structured medicine review, each medication should be reviewed
according to national care homes, SMR guidance, and any relevant
local prescribing guidance issued by the area prescribing committee.
Care home providers should be supported to have an effective ‘care
home medicines policy’ that aims to avoid unnecessary harm, reduce
medication errors, optimise the choice and use of medicines with care
home residents, and reduce medication waste.
Agreeing what medicines the person will take after the SMR and
making sure they can use the medicines as prescribed.

Hydration and nutrition support

4.5.1

Poor hydration and poor nutrition can often lead to confusion, falls, and poor
health; therefore, good practice in primary care support to a care home is to
enable effective management of each resident’s hydration and nutrition.

4.4.3

Best practice includes:
a.

b.
c.

Every person’s hydration and nutrition should be reviewed regularly
and included in their care plan. Where clinically appropriate, they
should have access to specialist dietetic and speech and language
professionals, who should form part of the extended MDT in line with
best practice for hydration and nutrition.
The care home should have a nutritional screening policy in place with
one staff member taking responsibility for this policy within the home.
Staff employed by social care providers should undertake clinical
training and professional development, which is critical in promoting
good nutrition for older people. Technology can also provide innovative
solutions. Several areas have connected clinicians with care homes
using high-definition cameras. The system enables clinicians to
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d.

observe an individual’s ability to feed themselves unaided, without
requiring a call-out. They can then work with the home and person
involved to ensure they are supported to eat and drink well.
When appropriate, and in line with local policy, community nursing
teams should provide supporting services for staff employed by social
care providers. This could include, for example, administering
subcutaneous and intravenous fluids to maintain optimum hydration
status.

4.6. Oral health
4.6.1

Good oral health is important for general health and wellbeing and an
essential part of active ageing. Older people living in care homes are more
likely to have experienced tooth decay and the majority of residents with one
or more natural teeth will have untreated tooth decay3.

4.6.2

Evidence shows that poor oral health can lead to pain and discomfort,
leading to mood and behaviour changes, particularly in those who cannot
communicate their experience. There can also be problems with chewing
and swallowing, which limit food choices and can lead to impaired nutritional
status. Care staff can find it difficult at times to provide good mouth care,
particularly when there are challenges such as advanced dementia or
complex dental conditions.

4.6.3

The Care Quality Commission (CQC) 20194 report indicated that too many
people living in care homes are not being supported to maintain and improve
their oral health.

4.6.4

Best practice includes:
a.

b.

c.

d.

Every person’s oral health should be assessed as part of the holistic
assessment of needs and personalised care and support planning
process.
Care homes should have an oral health policy in place with one staff
member taking responsibility for this policy within the home. This
should be clearly aligned to NICE guidance 48 Oral Health for adults in
care homes.
Every person’s oral health should be enquired after and/or observed
regularly by care home staff as part of their usual hygiene routine, and
they should have access to routine dental checks and specialist dental
professionals as appropriate. Local systems should work collaboratively
to provide access to appropriate clinical dental services for people
living in care homes.
Staff employed by care home providers should undertake training in
oral healthcare to support delivery of oral health assessments and daily
mouthcare for individuals, and maintain this knowledge and skill
through ongoing professional development.

3

Public Health England, (2015) What is Known About the Oral Health of Older People in England and
Wales
4 CQC (2019) Smiling Matters: oral healthcare in care homes
https://www.cqc.org.uk/publications/major-report/smiling-matters-oral-health-care-care-homes

125

4.7. Access to “out of hours”/urgent care when needed
4.7.1

People living in care homes should have equity of access to the urgent and
emergency care system with people living in their own homes. Every care
home should be linked to these teams through single points of access and
through sharing care plans and protocols with these teams, including: GP inhours services; GP extended access services; GP out-of-hours services:
NHS 111; Urgent Community Response, and the local ambulance service.
When hospital admission is indicated, this should be facilitated promptly.

4.7.2

Urgent Community Response teams will respond to people with complex
health needs who have a very urgent care need, including the risk of being
hospitalised, and will be able to access a response from a skilled team of
professionals within two hours to provide the care they need to remain
independent.

4.7.3

A two-day standard will also apply for teams to put in place reablement
support for individuals in their own homes, with the aim of restoring
independence and confidence after a hospital stay.

4.7.4

Both the two hour and two-day standards will be in place across England by
April 2023, and seven accelerator sites will be working at pace towards
delivery of these targets in 2020/21.

5.

Care Element Two: MDT support including
coordinated health and social care

5.1.

Under the requirements in the Network Contract DES, each care home will
be supported by a multidisciplinary team in its aligned PCN. Members of this
MDT will deliver the weekly home round, as described in section 2.2, will be
responsible for the development and maintenance of personalised care and
support plans for care home residents, and will make every reasonable effort
to support delivery of these plans.

5.2.

The MDT approach provides individuals living in care homes with care and
support needs with access to the right care when they need it. It improves
the care of people with complex conditions by making full use of the
knowledge and skills of team members from multiple disciplines and service
providers. Good practice in establishing and managing the MDT is described
below.

5.3.

Best practice includes:
a.

The MDT should use risk stratification tools and clinical judgement to
ensure it focuses attention on those individuals with the greatest
potential to benefit, in particular when identifying people who should be
seen during the home round. This could involve, for example, using a
risk stratification tool to identify those people who are at high risk of
unplanned hospital admission, and the insight of the care home staff
who are experts in knowing the individual’s usual presentation(s) and
any deviations from this.
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b.

c.

d.

e.

f.

g.

The MDT should meet weekly. The function and format of this meeting
should be locally determined dependent upon the needs of those
people resident in the care home, and those individuals identified as
requiring MDT input.
People who might be part of the MDT include (but are not limited) to;
i.
PCN staff
ii.
community services provider staff
iii.
local authority staff
iv.
care home staff
v.
VCSE representatives/workers
The MDT should review the information available to them prior to the
meeting taking place, and work together to determine the appropriate
response to needs identified e.g. clinical input from the MDT; onward
referral to a co-opted MDT member or other; maintenance of current
personalised care and support plan. (This list is not intended to be
exhaustive, and other responses will also be appropriate).
The home round usually follows the MDT meeting, with all MDT
members agreeing the most appropriate clinician to assess the person
on each occasion (this will be determined by clinical need and the skills
within the MDT, noting that skills are likely to be enhanced and change
over time).
The MDT provides a proactive and preventative approach to support
people living in a care home. The MDT uses a partnership approach to
clinical governance and decision making with social care staff being
core team members. Membership of the MDT outside of the core team
will vary depending on the local expertise and resources available and
the needs of the care home population.
All members of the MDT should have access to shared care planning
and shared care records through information sharing protocols
established across all system partners (see Appendix 1).

5.4. Continence promotion and management
5.4.1.

Urinary and/or faecal incontinence is often embarrassing and is likely to be
under-reported. Urinary incontinence is estimated to affect up to a third of
women. The figure for men is largely unknown. Prevalence rises with age
and is higher in people with dementia (NICE quality standard 77). Faecal
incontinence prevalence is between one per cent and 10 per cent of the
population (NICE Clinical Guidance 49).

5.4.2.

Best practice includes:
a.

b.

Every person should have an assessment of their continence
completed as part of their holistic assessment of needs on admission to
the care home, and as part of a regular re-assessment of needs.
All relevant staff employed by health or social care providers should
undertake training and development relevant to their role on the
promotion and management of incontinence in adults, which should
include adults with dementia, and also address the functional causes of
incontinence.
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c.

Every person should have access to community nursing teams who
can support bladder and bowel management, and to specialist bladder
and/or bowel care within community or acute services as appropriate.

5.5. Flu prevention and management
5.5.1.

Flu can be a serious illness, particularly for older people or those with other
health conditions. Care workers look after some of the most vulnerable
people in our communities, so it is important that they help protect
themselves and those receiving care against flu. The flu vaccine is safe and
effective and, as it is inactivated, it cannot cause flu.

5.5.2.

Every year there are flu outbreaks in care homes despite high flu vaccination
rates for residents. This is partly because, as people age, they do not
produce as good an immune response to vaccination. This makes
vaccination of staff caring for these people even more important.

5.5.3.

Vaccination has shown to be effective in reducing disease spread and
person mortality in the residential care setting5. It can also help to ensure
business continuity by reducing staff flu related illness, and the need to
provide agency cover.

5.5.4.

Best practice includes:
a.

b.
c.

Each care home should identify a member of staff with the
responsibility for running the flu immunisation campaign. The campaign
should not only focus on staff and residents but on family members and
visitors too (who may not routinely be vaccinated but could carry the
virus unknowingly).
Record the number of staff with direct resident contact and the number
receiving the flu vaccine so uptake can be measured.
Use resources such as posters, leaflets, and digital tools, which can be
downloaded from the Public Health England Campaign Resource
Centre.

5.6. Leg and foot ulcers
5.6.1.

Effective wound care can support people to live in good health for longer.
Leg and foot ulcers are wounds that fail to heal within a few weeks and are
common in older, less mobile people6. They can have a profound negative
impact on quality of life in terms of pain, malodour and leakage, impaired
mobility, anxiety, sleep disturbance, and social isolation7.

5

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/82
4680/PHE_flu_immunisation_social_care_staff_leaflet.pdf
6 Guest JF, Fuller GW, Vowden P. Venous leg ulcer management in clinical practice in the UK: costs
and outcomes. International Wound Journal. 2018 Feb;15(1):29-37
7 Briggs, M. & Closs, J. 2006. Patients' perceptions of the impact of treatments and products on their
experience of leg ulcer pain. Journal of Wound Care, 15, 333-337.
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5.6.2.

Most leg ulcers are due to poor venous return and can be healed if people
receive an accurate diagnosis and appropriate treatment. Therefore, it is
important that anyone who has a wound on their leg or foot that is not
healing or not likely to heal should receive an assessment from a clinician
with expertise in leg and foot ulcer management.

5.6.3.

Best practice includes:
a.

b.

c.

d.

e.

The care home should have an up to date leg and foot ulcer policy,
either as a stand-alone document or as part of another policy such as
wound care. Such policies should reflect national guidance where it
exists.
Care home staff should be offered training and support to ensure the
appropriate care of a resident with a leg or foot ulcer by undertaking
initial wound care, and referring to the local service that undertakes leg
and foot ulcer assessment and care planning.
Care home staff should be supported to continue to ensure that the
resident receives appropriate individualised care while awaiting the
outcome of the leg and foot ulcer service recommendations.
Care home staff should be supported to implement the recommended
care plan of the leg and foot ulcer service in partnership with local NHS
services.
The care plan should focus on enabling and empowering the resident
to keep active and undertake activities and interventions that promote
wound healing.

5.7. Helping professionals, carers, and individuals with needs
navigate the health and care system
5.7.1.

The EHCH framework is designed to ensure that care and support is coordinated and consistent, and that interventions are offered as early as
possible to meet each individual’s needs. The Care Act (2014)8 introduces
rights for carers to get the support they need and the EHCH care model also
aspires to emulate this parity of esteem and support.

5.7.2.

Best practice includes:
a.

6.
6.1

8

Care coordinators can build on services already provided in the
community through social care provision or creating these afresh. Care
coordinators provide dedicated support to residents and their carers
who are having multiple simultaneous interactions with different health,
care, and voluntary sector services.

Care Element Three: Falls prevention, reablement and
rehabilitation including strength and balance
The aims of reablement and rehabilitation are fourfold to:
a.
promote independence at home;

http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted

129

b.
c.
d.

decrease the length of hospital stays;
reduce the chance of readmission to hospital; and
reduce the risk of admission to a care home.

6.2. Reablement and rehabilitation services
6.2.1.

Reablement and rehabilitation provide specialist assessment and treatment.
Their purpose is to restore independent functioning, thereby improving
health and wellbeing. These services should be available to people living in
care homes in the same way as they could expect within their own home.
Access to these services will be available as part of the Ageing Well model
and delivered under the remit of Urgent Community Response (UCR) 2-day
response as clinically appropriate. It is best practice for activity coordinators
to form an important part of a reablement team. They help facilitate and
support exercise and other activities for the individual.

6.3. Falls, strength and balance
6.3.1.

Each year around one third of people aged over 65 experiences one or more
falls, this figure rises to 50 per cent for those over 80 years old. Falls rates
among care home residents are much higher than among older people living
in their own homes. A fall can result in suffering, disability, loss of
independence, and decline in quality of life.

6.3.2.

Falls and fracture prevention and management is not the preserve of one
profession, service or organisation, and everyone can help with falls
prevention. The consequences of a fall or fracture cuts across all agencies
working with older people, and with support to understand their contribution
all agencies can be part of the solution.

6.3.3.

Physical activity is a primary determinant of bone, muscle and joint strength,
as well as functionality. NICE guidance identifies low muscle strength and
poor balance in later life as the most common preventable risk factors for
falls. Regular physical activity is associated with up to 40 per cent risk
reduction of fall-related injuries and up to 66 per cent risk reduction of bone
fractures. However less than 1 in 3 of men (31 per cent) and 1 in 4 (24 per
cent) of women meet the guidelines for muscle-strengthening exercises; with
even lower proportions in those aged over 65 years.

6.3.4.

Many falls and fractures can be prevented and managed by well organised
services and organisations working in partnership with the individual
residents and their carers. Effective falls prevention and management can
make a significant contribution to improving quality and outcomes and
supporting people to live in good health for longer.

6.3.5.

Best practice includes:
a.

b.

Falls risk assessments should, where relevant, form part of the CGAbased holistic assessment process which is included in the nationally
commissioned EHCH model.
Care homes should have a policy in place to determine how falls risks
will be assessed and managed. This should include how to get the
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c.

d.

e.

f.

resident from the floor when they have fallen, and when to call for
additional support/advice e.g. via 111/999.
Care home staff should be offered training and support on how to
undertake a physical activity assessment with an individual and
develop a personalised physical activity plan on admission to the home.
Care home staff should be offered training on falls prevention and
management and physical activities (including advice on muscle
strengthening and balance activities) and be supported to use this
knowledge by the MDT.
Care home staff should be supported to ensure the safety of the
individual by providing an appropriate individualised falls prevention
plan which is linked to their personalised care and support plan.
People living in a care home should have access to local falls specialist
services as clinically necessary.

6.4. Developing community assets to support resilience and
independence
6.4.1.

In aspiring to best practice, care homes, with their MDTs, should work
collaboratively with local community groups and other VCSE organisations to
develop existing and new community assets to support local people to
improve their health and wellbeing. This includes people living in care
homes, their families and carers, as well as people in the wider community,
through for example, volunteering opportunities.
a.

b.

c.

d.

The EHCH framework encourages self-management and the provision
of informal care. It does so by supporting networks such as friends and
families to ensure families and carers are involved and that volunteers
are provided with ongoing support.
People are supported to be involved with, and feel part of, the wider
community, particularly through ‘community anchor’ organisations. This
helps build people’s confidence and independence and can reduce
social isolation and loneliness. Community involvement has also been
shown to improve adherence to national screening programmes and
can help with primary prevention, such as encouraging people to stop
smoking, reduce excessive alcohol consumption, and tackle obesity.
Volunteers can help address social isolation by providing a personcentred approach to activities, such as 1-1 befriending services and
exercise, thereby facilitating the development of friendships and social
interaction. These schemes can build on the network of care homes
they serve to extend the offer to also help address loneliness and
isolation amongst those at risk of loss of independence in the wider
community.
Professionals in care homes, health services and the community can
embrace tools which help to ensure that the care planning process
identifies the outcomes that are important to individuals, and then
supports them to have as fulfilling a life as possible, whilst also meeting
their health and care needs in a personalised way.
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7.

Care element four: High quality palliative and end-oflife, mental health, and dementia care

1.1. Palliative and end-of-life care
7.1.1

Individuals who are approaching the end of their life often experience
profound physical and emotional changes. Palliative care and end-of-life
care is therefore seen as a priority for every care home, and this should
address the needs not only of the individual themselves but also of their
family, their carers, and their community.

7.1.2

The Mental Capacity Act 20059 provides formalised outcomes of advance
care planning, which may include the individual appointing somebody to
make decisions for them as Lasting Power of Attorney.

7.1.3

Where possible, the use of integrated IT systems and digital tools such as
the electronic palliative care coordination system (EPaCCS) or equivalent to
enhance the coordination and quality of end-of-life care should be prioritised
to share information e.g. personalised care and support planning.

7.1.4

The person’s family and those important to them should be kept informed of
what is going on and involved in decisions to the extent that the person
wishes.

7.1.5

Best practice includes:
a.

b.

c.

d.

Each care home working in partnership with their MDT and using a
systematic, proactive approach to identify individuals who are likely to
be in the last 12 months of their life.
Effective end-of-life care being provided in a variety of settings
including care homes, ensuring everyone identified on the GPs
palliative care register has the opportunity to develop a personalised
care and support plan (including advance care planning, treatment and
escalation plans etc).
The MDT providing access to adequate and timely medication and
equipment that may be required to enable palliative and end-of-life care
to be effective. When appropriate, the care home should seek support
in delivering end-of-life care from its MDT and partner organisations,
including secondary care, hospice, and specialist palliative care
services.
Supporting care home staff with education and training on palliative
care knowledge and skills, delivered in partnership and collaboration
between health and care providers and the VCSE sector.

1.2. Mental health
7.2.1

9

Mental health conditions are common in people living in care homes. For
example, depression is the most common mental health problem in older

http://www.legislation.gov.uk/ukpga/2005/9/contents
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people, affecting up to 40 per cent of older individuals in a care home
setting. For those living with a learning disability, mental health conditions
are almost double that of the general population. However, those conditions
are often under-identified, under-diagnosed, and under-treated in residential
care. Simple steps can be taken to enhance the identification and
management of mental health issues of people living in a care home, reduce
their risk of self-harm and suicide, and to support their overall mental
wellbeing. Providers of mental health should form part of the MDT described
in 2.1.7, and relevant EHCH requirements in the Standard Contract apply
equally to providers of community mental health as they do to providers of
community physical health services.
7.2.2

Best practice includes:
a.

b.

c.

d.

e.

Daily opportunities for people to maintain their mental wellbeing
through a healthy lifestyle, meaningful activities (e.g. music, arts,
gardening, animal-assisted therapy, and physical activity) and a
welcoming social environment for all individuals and visitors, drawing
on community assets and the VCSE sector as appropriate.
The initial holistic assessment and personalised care and support
planning undertaken on admission to the care home should include a
systematic, proactive approach to identifying and recording mental
health needs, in keeping with the principles of a CGA. This should be
repeated in a timely manner upon first/new presentation of signs and
symptoms. Assessment should include screening for common mental
health conditions such as depression and anxiety, as well as severe
mental illnesses and delirium. Further support can be accessed through
the PCN MDT and community mental health services. For people with
significant language or communication difficulties, for example people
with sensory impairments or a learning disability, consider using tools
such as the Distress Thermometer and/or asking a family member of
carer about the person’s symptoms to identify a possible common
mental health disorder.
The biopsychosocial needs of individuals should be recorded in the
person’s personalised care plan as part of an integrated care record,
accessible to all involved in the person’s care.
People should have access to specialist mental health services for
assessment and management of complex mental health need,
including management of mental health medications and response to
complex mental health crisis needs. This can be achieved through
regular support from the MDT. In some cases, those services may also
provide support for dementia and cognitive needs e.g. older people’s
mental health services (see dementia section). They can also provide
direct support to care home staff, helping to identify and manage their
mental health needs as well as upskilling them in mental health care.
People with mental health needs should have access to a wide range
of therapies and specialist support services for their psychological
needs. This may include psychological therapies through Improving
Access to Psychological Therapies (IAPT) services for people with
common mental health problems including co-existing long-term
physical health conditions and medically unexplained symptoms e.g.
group or individual cognitive behavioural therapy and/or community
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f.

mental health services which provide NICE recommended therapies for
people with severe mental illnesses.
Education, training, and professional development should be made
available to help ensure that carers, families, and care home staff feel
supported and confident in identifying and managing the mental health
needs of individuals and helping them to prevent self-harm and suicide.

1.3. Dementia care
7.3.1

Today, around 70 per cent of people living in care homes have dementia, a
prevalence which has risen from 56 per cent in 2002. Most care home
residents who live with dementia are at the latter stages of the condition and
may struggle to communicate on their needs and preferences. This may
cause them to act in ways that are seen as challenging, including
aggression. They may also experience other physical and mental health
conditions, e.g. frailty, diabetes, depression, and delirium. However, despite
a growing prevalence, dementia and cognitive impairment remain underdiagnosed in care homes, and too many people living with the condition are
admitted to hospital due to a lack of appropriate support in residential care
and the community.

7.3.2

A number of steps can be taken to enhance the identification and
management of dementia in care homes, and to support the maintenance of
cognitive skills.

7.3.3

Best practice includes:
a.

b.

c.

There should be daily opportunities for residents to maintain their brain
health and cognitive skills through a healthy lifestyle, meaningful
activities (e.g. music, arts, gardening, animal-assisted therapy, and
physical activity) and a welcoming, dementia-friendly, social
environment for all residents and visitors, drawing on community assets
and the VCSE sector as appropriate (See resources on dementiafriendly environments).
There should be a systematic and proactive approach to identifying,
diagnosing and recording dementia and cognitive needs in a timely
manner, following admission to the care home and upon first
presentation of signs and symptoms. This can be achieved through
support from the local GP and community dementia/mental health
services. Tools such as DiADeM and DeAR-GP can help GPs with
dementia case finding and diagnosis in residential settings, and confirm
whether residents have dementia or delirium or both.
The dementia diagnosis and holistic needs of individuals should be
recorded in a single personalised care plan as part of an integrated
care record, accessible to all involved in the person’s care (primary
care, secondary care, social care, VCSE, and relatives, etc), in line with
principles outlined in the Dementia Good Care Planning Guide. The
care plan should be developed in partnership with the resident where
this is possible, with input from the family/carer where appropriate, and
include advance care planning/end of life care needs and preferences,
as well as timescales for review. Care home staff should consider
using personalised support tools such as the “This is Me” document
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d.

e.

f.

g.

8.
8.1.

and memory boxes to enable person-centred care and avoid potential
distress.
Residents should have access to specialist dementia/mental health
services for assessment and management of complex dementia needs,
including management of mental health medications (see section 4.4)
and behavioural and psychological symptoms of dementia (BPSD),
such as depression, agitation, aggression, distress, and psychosis.
This can be achieved through regular support from an integrated MDT.
These specialist mental health and dementia staff can help train care
home staff in managing BPSD and reducing inappropriate use of
antipsychotics, and in ensuring appropriate use of the Mental Capacity
Act 2005.
Care home staff should consider following the Newcastle Support
Model and using tools such as ‘ABC’ (Antecedent, Behaviour,
Consequence) charts to understand and manage behaviours that
challenge.
Residents living with dementia and cognitive impairment should have
access to a wide range of NICE-recommended therapies and postdiagnostic services, including cognitive stimulation therapy, cognitive
rehabilitation therapy, reminiscence therapy, and music therapy.
Consideration should also be given to therapies that can support the
functional mental health needs of residents living with dementia,
including depression and anxiety (see section 7.2).
Education, training, and professional development should be made
available to help ensure that carers, families, and care home staff feel
supported and confident in identifying, assessing, and managing
dementia and cognitive needs in care home residents.

Care element five: Joined-up commissioning and
collaboration between health and social care
The Network Contract DES and Standard Contract place complementary
requirements on PCNs and providers of community and mental health to
deliver a nationally consistent, core EHCH service. Commissioners should
work collaboratively with these providers to agree roles and responsibilities
for the service, support the maintenance of these arrangements, and assist
in solving the challenges in delivery as they arise. The nationally
commissioned EHCH model is detailed in Appendix 1. Good practice in
implementing this model, and enhancements to it, are described below.

8.2. Co-production with providers of care homes
8.2.1.

Working closely and collaboratively with care homes, the EHCH model can
improve the way organisations work together and share information. Best
practice includes:
a.

Commissioners work together with care homes and other local health
and care service providers, including PCNs, either through a local care
home forum or through online networks. Doing so supports
commissioners and providers to co-develop and co-produce solutions
to problems that they have in common. For example, the EHCH

135

b.

vanguards used such forums to help understand the local issues faced
and to explore what specific support and training is needed.
An active, well-attended care provider forum helps strengthen
relationships between CCG and local authority commissioners,
providers, care home owners and managers. Likewise, online
communications or regular engagement between commissioners and a
care home association can achieve the same goals. Online
engagement is particularly helpful for providers who are not members
of a forum and for regional managers who work across large areas and
may therefore be unable to attend meetings in person. National care
home associations can also promote better engagement, facilitate
discussions, and disseminate messages to the care home sector.

8.3. Shared contractual mechanisms
8.3.1.

The EHCH model commissioned through the Network Contract DES and
Standard Contract represents a minimum national standard, and local
commissioners may want to make more progress towards the framework.
Commissioners may also want to consider how other contracts/providers,
including local authority commissioned services, may need to support the
model.

8.3.2.

In best practice EHCH models:
a.

b.

c.

CCGs and local authorities may develop risk-sharing and gain-sharing
mechanisms to ensure that any savings from reductions in hospital
admissions or in unplanned GP callouts that are associated with the
EHCH model are shared by those health and care providers that were
responsible for this improvement. Such arrangements should improve
the financial sustainability of the social care providers, thereby leading
to further improvement in quality of care.
The contracting process for dual-registered providers is simplified; it
reduces the burden of quality inspection and information requests on
care homes; and it enables joint quality monitoring and benchmarking
by social care and health commissioners. As a result, local authorities
are also better able to fulfil their market-shaping responsibilities under
the Care Act because they have a fuller picture of the quality of all
providers, whether care is funded by a CCG, the local authority or selffunders.
An important lesson from the EHCH vanguards’ is that truly
collaborative commissioning involves far more than simply transferring
budgets or contracting providers jointly. Rather, it involves shared
system leadership and the development of a shared culture of working
and trust at operational level, regardless of the formal health and local
authority commissioning structures that are in place.

8.4. Access to appropriate housing options
8.4.1.

An individual’s quality of life depends partly on having access to a range of
housing options that suit their particular health and care needs. Whilst the
EHCH contract and guidance is aimed at care homes, the wider EHCH
framework could be extended to support people living in extra care housing

136

and in supported living arrangements, or to those who require support in
their own home. Depending on the need identified and personal
circumstances, these options might include adaptations to their home,
assisted living arrangements, or access to a range of residential or nursing
homes.
8.4.2.

Best practice includes:
a.

b.

9.

In support of an EHCH model, NHS commissioners and providers
should work with local authorities and housing providers to facilitate a
range of supported housing options which enable people to live as
independently as possible.
Longer term, public, and private sector partners could use planning,
funding and policy levers to work toward a mix of specialised housing
which meets the requirements of those with care and support needs,
and general purpose housing which works better for an ageing and
diverse population.

Care element six: Workforce Development

9.1. Workforce development
9.1.1.

Underpinning the success of the EHCH model is a skilled and confident
workforce that is committed to partnership working. Workforce development
within the care home builds upon the existing learning and training
opportunities to help staff who are employed by social care providers receive
a wide range of training and development opportunities.

9.1.2.

For successful rollout of a good practice EHCH model, joint workforce
planning should be undertaken at STP/ICS level with independent adult
social care representation in order to ensure a sustainable supply of
appropriately skilled staff. Together, these two endeavours help ensure that
people living in a care home receive the best available care within the home.

9.2. Training and development for social care provider staff
9.2.1.

Although many care homes and local NHS services will have training and
development programmes in place that reflect good practice, they may not
always be delivered consistently across a local area. For consistency,
STP/ICS workforce planners should collaboratively develop a
comprehensive training and development plan for all health and social care
providers.

9.2.2.

Best practice includes:
a.

Investment in professional development for care home managers,
nurses and care practitioners to maximise the training and professional
development opportunities available. Training and development can be
delivered through collaborative and contractual arrangements, and
indications from EHCH vanguard sites showed improvement in the
recruitment and retention of staff.
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b.

c.

To increase the confidence and proficiency of staff employed by social
care providers in caring for the people who live in care homes,
particularly those with complex needs.
Care practitioners should be trained in competencies such as wound
management, nutrition, and falls and all of the care elements and subelements of this framework. All staff should be offered training in other
complex conditions such as dementia and end-of-life care.

9.3. Joint workforce planning across all sectors
9.3.1.

Within the footprint of PCNs, and at a STP/ICS level, NHS and social care
commissioners and providers should consider how best to plan for the
workforce they will need, given that the pressures faced in social care occur
across all types of care home. Common solutions can often be developed to
respond to local needs. This remains an area of rapid development,
especially with the investment in out-of-hospital care from the Long-Term
Plan.

9.3.2.

Best practice includes:
a.

b.

c.

d.

Developing and testing new roles within primary care, establishing
nursing banks across an area, making changes to training pathways for
pre-registration nursing (both Registered Nurse and Nursing Associate)
students to expose them to the care setting.
A ‘care coordinator’ role in the care home could help improve the
continuity of care by acting as a point of contact for residents, families
and professionals who visit the care home, such as MDT members and
in-reach specialists. They could also support the MDT with the weekly
home round through identification of people in need of review, or
collation of information on people requiring an MDT review.
Working in integrated teams can reduce duplication and improve
integration between NHS and staff employed by social care providers.
Technology can also improve the safety and efficiency of care, for
example, through e-triage, which helps ensure that individuals are seen
by the most appropriate professional and that all the necessary
information is at hand.
When undertaking workforce planning in support of the EHCH model,
the NHS needs to take into consideration the local workforce drivers
around recruitment and retention of staff (such as Registered Nurses)
in the social care sector.

10. Care Element seven: Data, IT and Technology
10.1. Harnessing data and technology
10.1.1. To fully realise the EHCH model, a digital infrastructure is required for staff
and commissioners that is fit-for-purpose. It must permit appropriate access
to care records, allow data sharing for planning of provision and support he
use of assistive technology and telemedicine in care homes. The
components necessary for such a system are linked health and social care
data sets, access to the care record and secure email, and better use of
technology in care homes.
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10.1.2. In this document the following definitions are used:
a.
b.

c.

Telecare - is technology that is used to support independent living
(e.g. falls monitoring);
Telehealth - is technology that is used to exchange information about
health and wellbeing between residents and professionals (e.g.
notification of changes to observations such as heart rate or weight);
and
Telemedicine - is technology that is used to exchange decisionmaking information between professionals and residents (e.g. video
links between homes and clinical hubs).

10.2. Linked health and social care data sets
10.2.1. The ultimate aim of linking health and social care data is to ensure that
people receive joined-up care (I.e. to reduce unnecessary duplications or
gaps in care).
10.2.2. Best practice includes:
a.

b.

The care homes’ supporting partners from health and social care
should begin by conducting a privacy impact assessment and consider
what information they require to assess the needs of their diverse care
homes population, and to identify opportunities to either reduce
unwarranted variation or to improve the quality, equity, and efficiency of
the care being delivered.
Business intelligence and population health analytics should be used to
identify which people living in a care home are at high risk of unplanned
hospital admission, and which people in the wider population are at risk
of losing their independence. These analyses are necessary to allow
commissioners to understand patient flows, to risk-stratify the
population, and to understand the impact of different services on
admissions.

10.3. Access to the care record and secure email
10.3.1. It is essential to establish secure information sharing arrangements between
care homes, general practice, other community providers, and acute settings
(including through NHSMail), as well as the MDTs operating in PCNs.
NHSMail has been made available for care homes, and all care homes
should be ensuring their staff have access to it or alternatives and are
complying with the Data Security and Protection toolkit.

10.4. Better use of technology in care homes
10.4.1. Clinical teams can be supported to make use of technology to improve how
they work with staff employed by social care providers to make joint
decisions about the care of individuals. For example, they may be able to
assess some residents remotely, thereby avoiding unnecessary trips to
hospitals or call-outs of NHS staff to care homes.
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10.4.2. Care homes are able to use the Capacity Tracker to share their live bed
state and enable hospital discharge teams and other stakeholders to rapidly
find available nursing and residential beds, which significantly improves the
speed and efficiency of finding capacity at the time it’s needed.
10.4.3. Technology can also help avoid uncoordinated care by ensuring that health
and care staff have appropriate access to all of the information they need.
Sensors, apps, and assistive technology can all help to support
independence by identifying problems early.
10.4.4. Best practice includes:
a.

b.

c.
d.

e.

Telemedicine has the potential to improve the quality and efficiency of
care delivered by care homes, community health services, specialist
services, and local government partners. It can be used to support
virtual ward models of care and for triage, assessment, and even direct
supervision of treatment. Secure video links can be particularly useful
in care homes where a high proportion of the staff are not medically
trained. Such systems offer the potential to enhance the quality of care,
and to reduce inappropriate GP call outs, ambulance calls and
admissions from care homes to hospital. They can also help palliative
care residents die in the place of their choosing as has been
demonstrated in the Airedale EHCH vanguard and in other vanguard
areas.
The appropriate use of sensors and monitoring technology can help
reduce the incidence of falls and the prevalence of poor nutrition. It can
also help alert care home staff and staff working in the wider health
system about the deteriorating health of an individual, before a crisis
occurs. In Airedale for example, the digital care hub provides multidisciplinary support 24 hours a day, throughout the year.
Assistive technology can help improve the quality of life for people who
are frail or who have dementia or mobility-limiting conditions.
To fully realise the EHCH model, digital infrastructure in a care home
should include Wi-Fi connectivity that is sufficient to enable
telemedicine systems, sensors and monitors to work; to support mobile
working with staff; and to improve people’s leisure and self-care
opportunities. Mobile devices such as laptops, tablets and phones
should also be made available to provide health and care professionals
with mobile read-and-write access to care records, thereby helping to
avoid unnecessary repetition of assessments and delays or errors in
treatment. These devices, which are often standard consumer devices,
also enable telemedicine and telecare for care home residents.
Finally, local areas should consider how best to develop the IT skills of
the staff employed by social care providers. In particular, they should
build confidence around using these IT systems to reduce unnecessary
admissions and callouts.
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Appendix 1
Table showing Network Contract DES and Standard Contract requirements for
EHCH relevant to providers of community physical and mental health, mapped to
corresponding care elements in the framework.
Network Contract DES
requirement

By 31 July 2020, a PCN is required
to:
a. have agreed with the
commissioner the care homes
for which the PCN will have
responsibility (referred to as the
“PCN’s Aligned Care Homes”
in this Network Contract DES
Specification). The
commissioner will hold ongoing
responsibility for ensuring that
care homes within their
geographical area are aligned to
a single PCN and may, acting
reasonably, allocate a care
home to a PCN if agreement
cannot be reached. Where the
commissioner allocates a care
home to a PCN, that PCN must
deliver the Enhanced Health in
Care Homes service
requirements in respect of that
care home in accordance with
this Network Contract DES
Specification;
b. have in place with local partners
(including community services
providers) a simple plan about
how the Enhanced Health in
Care Homes service
requirements set out in this
Network Contract DES
Specification will operate;
c. support people entering, or
already resident in the PCN’s
Aligned Care Home, to register
with a practice in the aligned
PCN if this is not already the
case; and

Standard Contract
requirement
The Provider must:
By 31 July 2020, agree the care
homes for which it has
responsibility with the CCG, and
have agreed with the PCN and
other providers a simple plan
about how the service will
operate.
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EHCH
care
element
1

Network Contract DES
requirement

Standard Contract
requirement

EHCH
care
element

The Provider must:
d. ensure a lead GP (or GPs) with
responsibility for these
Enhanced Health in Care
Homes service requirements is
agreed for each of the PCN’s
Aligned Care Homes.
By 30 September 2020, a PCN
must:
a. work with community service
providers (whose contracts will
describe their responsibility in
this respect) and other relevant
partners to establish and
coordinate a multidisciplinary
team (“MDT”) to deliver these
Enhanced Health in Care
Homes service requirements;
and
b. have established arrangements
for the MDT to enable the
development of personalised
care and support plans with
people living in the PCN’s
Aligned Care Homes.

Work with the PCN and other
relevant providers to establish,
by 30 September 2020, a
multidisciplinary team (MDT) to
deliver relevant services to the
care homes.

1 and 2

As soon as is practicable, and by
no later than 31 March 2021, a
PCN must establish protocols
between the care home and with
system partners for information
sharing, shared care planning, use
of shared care records and clear
clinical governance.

Work with the PCN to establish,
as soon as is practicable, and by
no later than 31 March 2021,
protocols between the care
home and with system partners
for information sharing, shared
care planning, use of shared
care records, and clear clinical
governance.

5 and 7

From 1 October 2020, a PCN must:
a. deliver a weekly ‘home round’
for the PCN’s Patients who are
living in the PCN’s Aligned Care
Home(s). In providing the
weekly home round a PCN:
i. must prioritise residents for
review according to need
based on MDT clinical
judgement and care home

From 30 September 2020,
participate in and support ‘home
rounds’ as agreed with the PCN
as part of an MDT.

1, 2 and 6

Work with the PCN to establish,
by 30 September 2020,
arrangements for the MDT to
develop and refresh as required
a personalised care and support
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Network Contract DES
requirement

advice (a PCN is not
required to deliver a weekly
review for all residents);
ii. must have consistency of
staff in the MDT, save in
exceptional circumstances;
iii. must include appropriate and
consistent medical input from
a GP or geriatrician, with the
frequency and form of this
input determined on the
basis of clinical judgement;
and
iv. may use digital technology to
support the weekly home
round and facilitate the
medical input;
b. using the MDT arrangements,
develop and refresh as required
a personalised care and support
plan with the PCN’s Patients
who are resident in the PCN’s
Aligned Care Home(s). A PCN
must:
i. aim for the plan to be
developed and agreed with
each new patient within
seven working days of
admission to the home and
within seven working days of
readmission following a
hospital episode (unless
there is good reason for a
different timescale);
ii. develop plans with the
patient and/or their carer;
iii. base plans on the principles
and domains of a
Comprehensive Geriatric
Assessment10 including
assessment of the physical,
psychological, functional,

Standard Contract
requirement
The Provider must:
plan with people living in care
homes.
Through these arrangements,
the MDT will:
a. aim for the plan to be
developed and agreed with
each new resident within
seven working days of
admission to the home and
within seven working days of
readmission following a
hospital episode (unless
there is good reason for a
different timescale);
b. develop plans with the
person and/or their carer;
c. base plans on the principles
and domains of a
Comprehensive Geriatric
Assessment including
assessment of the physical,
psychological, functional,
social and environmental
needs of the person including
end of life care needs where
appropriate
d. draw, where practicable, on
existing assessments that
have taken place outside of
the home and reflecting their
goals;
e. make all reasonable efforts to
support delivery of the plan
From 30 September 2020, work
with the PCN to identify and/or
engage in locally organised

10

https://www.bgs.org.uk/sites/default/files/content/resources/files/2019-0312/CGA%20Toolkit%20for%20Primary%20Care%20Practitioners_0.pdf
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Network Contract DES
requirement

social and environmental
needs of the patient
including end of life care
needs where appropriate;
iv. draw, where practicable, on
existing assessments that
have taken place outside of
the home and reflecting their
goals; and
v. make all reasonable efforts
to support delivery of the
plan;
c. identify and/or engage in locally
organised shared learning
opportunities as appropriate and
as capacity allows; and
d. support with a patient’s
discharge from hospital and
transfers of care between
settings, including giving due
regard to NICE Guideline 2711

11

Standard Contract
requirement
The Provider must:
shared learning opportunities as
appropriate and as capacity
allows.
From 30 September 2020, work
with the PCN to support
discharge from hospital and
transfers of care between
settings, including giving due
regard to NICE Guideline 27.

https://www.nice.org.uk/guidance/ng27
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ENCLOSURE: 7

Greenwich Borough Based Board
DATE: 12 November 2020
Title

Covid-19 Update

This paper is for information

Executive
Summary
Recommended
action for the
Committee
Potential
Conflicts of
Interest

Impacts of this
proposal

Wider support for
this proposal

Public Health will provide a presentation at the meeting on the latest
position in relation to the Covid-19 epidemic.
The slides shall not be available until the day in order that the latest
figures are reported, as they are changing constantly.
The Board is asked to note the report.
None arise from this report.
Key risks &
mitigations

None arise directly from this report

Equality impact

None arise directly from this report

Financial impact

None arise directly from this report

Public
Engagement
Other Committee
Discussion/
Internal
Engagement

None arise directly from this report
None arise directly from this report
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ENCLOSURE: 8

Greenwich Borough Based Board
DATE: 12 November 2020
Title

Greenwich Recovery and Reset Plan

This paper is for information
Executive
Summary
Recommended
action for the
Committee
Potential
Conflicts of
Interest

The Greenwich Recovery and Reset Plan, which was developed in
conjunction with partners and sets forth local system priorities as we plan
the emergence from the Covid-19 pandemic, was approved by the
Greenwich Health and Wellbeing Board on 8 October 2020.
The Board is asked to NOTE the Greenwich Reset and Recovery Plan
None arising directly from this report
Key risks &
mitigations

Impacts of this
proposal

Wider support for
this proposal

Detailed within the report

Equality impact

Racial and other inequalities exacerbated and
reaffirmed by the Covid-19 pandemic are highlighted
in the report

Financial impact

None arising directly from this report

Public
Engagement
Other Committee
Discussion/
Internal
Engagement

Local residents were engaged via an online survey
The plan received wide engagement and input from
CCG forums and from partners and other
stakeholders
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Greenwich Covid-19
Recovery & Reset Plan
2020-2022
‘Working together to tackle health
inequalities and improve outcomes for all’
a partnership between
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Health and social care partners working together
Our Local Care Partnership is called Healthier Greenwich Alliance, which formally
reports in to the Health & Wellbeing Board. It brings together Greenwich partners in
health and social care including:
•
NHS South East London CCG – Greenwich
•
Royal Borough of Greenwich – Public Health, Adults, Children & Young People
•
Oxleas NHS Foundation Trust – Community Services and Mental Health provider
•
Greenwich Health – GP Federation
•
Primary Care Network Clinical Directors
•
Healthwatch Greenwich
•
Lewisham and Greenwich NHS Trust
•
METRO GAVS – voluntary sector
Working together in a joined-up way means we can coordinate services better. This will help residents to get the help they need when
they need it.
We aim to:
•
Improve health and care services which meet local needs.
•
Empower people to take better care of their own health and reduce their dependency on services.
•
Provide support from health and care professionals who act as one team and work for organisations that behave as one system.
•
Improve performance of local services.
•
Reduce duplication. Enable more people to be cared for in the community.
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1. Introduction and summary
We have seen that Covid-19 has exacerbated health inequalities and had a disproportionate impact on our Black, Asian and Minority
Ethnic (BAME) communities and older men in particular. At the same time, through the pandemic we have learnt to work differently with
our communities to rapidly develop new ways of working and delivery models. Our collective innovation and agility during Covid-19 has
shown our combined capacity to work flexibly during the crisis as a group of partner organisations.
We have strong agreement from all senior leaders and partners to work together as a system to work to improve the health and
wellbeing of all our communities and to use our resources to address health inequalities and to keep people safe and well.
Our outline recovery plan sets out set out some key messages about how we will do this, building on our Health and Wellbeing
Strategy:
•

Listening to, understanding and acting on what our communities tell us

•

Developing neighbourhood working and delivery

•

Developing a ‘Home First’ approach (See policy link)

•

Redirecting resources to address health inequalities

•

Building community and staff resilience.

Over the coming months, we will continue to engage and involve people across our communities to make this a reality – including
individuals, community groups, church and faith groups and businesses. We are committed to responding as a system to the issues of
structural racism highlighted by Black Lives Matter and ensure we work actively to look at our own policies and practice.
We have agreed a joint set of principles for our approach which are set out on the next page.
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1. 2. Principles for how we plan to work in Greenwich
We have co-designed the following guiding principles to inform our joint decision-making and ways of
working, within the wider context of our Placed Based Board principles

1. Drawing on the assets and experiences of our
people and diverse communities to inform how
we work and invest our resources

2. Integrated ways of working that focus on quality
outcomes for people and attend to all aspects of
wellbeing (social, physical and mental) – Strengths &
Assets based approach

3. Collaborative working, with equity of voice for all
our system(s) partners (commissioners, service
providers, voluntary sector, communities and
service users)

4. Better focus on prevention, safety and quality of
provision

5.Virtual by default where it enhances care, safety
and outcomes in NHS services

6. Locally led and shaping the South East London
framework

7. Strengthening relationships and partnerships at
every level to provide holistic responses to improve
health and wellbeing

8. A shared culture of learning and continuous
improvement, ensuring flexibility and agility in the
way we work together
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1. 3. Our commitment to eradicating racism, discrimination and inequalities
Our health and care system was founded on the principles of fairness and equity yet these principles are not a reality for many of our
communities or staff.

The brutal death of George Floyd at the hands of a police officer in America has shown inequality, racism and discrimination still scar black
peoples’ lives across the world. For the black community it is a painful reminder of the parallels in the systemic racism here in the UK and
for our communities in Greenwich, black lives matter.
Health inequalities are all too visible in the impact COVID-19 is having on Black,Asian and Minority Ethnic (BAME) communities in the UK.

As a system we state our commitment to bringing about the change needed to eradicate racism and discrimination in our organisations
and will work with communities to develop community capacity and resilience to create a fairer borough that our communities have trust
and confidence in.
The health and care system in Greenwich is made up of some of the largest employers in the borough and we will work to redress the
structural underrepresentation of BAME people in leadership in our organisations and address the concerns of black staff.
We also provide key services to our communities and will work to improve access to and redesign our services so they better meet the
needs and requirements of our BAME communities. We will:
• Actively seek, listen to and act on community feedback
• Refine our funding and commissioning practice to ensure that services we commission better meet the needs of our BAME
communities
• Work with our communities to reshape our information services to be more accessible and relevant
• Co-create new models of delivery with our BAME communities.
We will develop ways to measure our progress and share these with our communities.
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2. 1. Demographics of Greenwich
• Greenwich has a population of over 280,000 and is characterised as a
“densely-populated” borough with 11% of households classed as
overcrowded.

NHS Greenwich CCG Population Pyramid

• Greenwich has an ethnically diverse population made up of 59%
White, 23% from a Black/African/Caribbean/Black British communities and
12% from White Asian/Asian British communities. This differs across age
groups with over 50% of our younger population being from BAME
backgrounds.

80-84

• There are big variations in life expectancy throughout the
borough: men in Shooters Hill can expect to live for 6. 6 years longer than
those in Woolwich Common, and women in Thamesmead Mooring can be
expected to live 8. 3 years less than women in Middle Park and Sutcliffe.
Women in particular have poor healthy life expectancy with on average
women living for 21 years in poor health compared to 18 years for men.
This is higher than London and England.
• Greenwich currently has nearly 9,000 shielded people living in the borough.

Greenwich Females

70-74

60-64
Age Band

• Nearly 1 in 4 of our Greenwich population is under 25 years and
1 in 10 is over 65. Recent research by the British Medical Association
(BMA) shows that 50% over 65s already live with a degree of frailty.

Greenwich Males

50-54
40-44
30-34
20-24
10-14
0-4
6

5

4 3 2 1 0 1 2 3 4
Percentage of total population (%)

5

Data from March 2020. Source: NHS Digital 2020

• Employment in Greenwich has been affected by Covid-19 At the end of May, 37 % of our economically active population were furloughed, that is
over 31,000 people.
• Smoking and obesity contribute significantly to premature mortality and morbidity. These health risks are also strongly linked with poor Covid-19
outcomes and Greenwich has a higher proportion of smokers and higher levels of obesity than most areas in London.

• 50% of our population with type 2 diabetes are of ethnic minority origin. Greenwich also has a higher proportion of the population with
cardiovascular and respiratory diseases which are significant risk factors for poor
152 outcomes of Covid-19.
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2. 2. Impact of Covid-19
• There have been 1,186 confirmed cases of Covid-19 in Greenwich
residents (up to 20th September). Greenwich Public Health are creating a
demographic profile of the entire cohort of residents who were diagnosed with
Covid-19. Information on ethnicity isn’t currently available at a local level and we
seek to address this.
• Partners in SE London Integrated Care System (ICS) and King’s Health Partners
are working on more granular analysis of the cohort of people in Greenwich
who received hospital treatment for Covid-19. This analysis will include a
breakdown by ethnicity, previous health status/risk factors. This analysis is due
for completion prior to September 2020.
• There have been 228 deaths associated with Covid-19 in Greenwich
(up to 4th September) including deaths in the community and care homes.
• Demographic analysis of deaths registered in Greenwich up to 15th May
confirms that mortality from Covid-19 impacts population groups in Greenwich
disproportionately, matching the patterns that have been identified nationally
and internationally
• Men and women aged 50 and above have an increased risk of mortality and the gender difference in mortality risk increases with age.
• Greenwich residents born in the Caribbean, Africa or the Middle East and Asia have a significantly higher death rate than people born in either the UK or
Europe.
• Those living in the most deprived areas of Greenwich have considerably higher rates of death from Covid-19 than those living in the least deprived areas.
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2. 3. Areas of focus exacerbated by Covid-19
We have built on the recent Public Health England (PHE) review of disparities in risks and outcomes for Covid-19. PHE examined the effects of age, sex, deprivation, region and ethnicity, but did not take into account
comorbidities which are associated with the risk of death from Covid-19. Our priorities include improving the management of long term conditions and addressing the broader determinants of health and wellbeing
including those exacerbated by the pandemic. As an area with a diverse population and workforce, we recognise our shared responsibility to address disparities in risks and outcomes.
Age and Gender

Deprivation

Ethnicity

Occupation

Settings

Comorbidities

Those 80 or over were
seventy times more likely to
die than those under 40.
Males had a statistically
significantly higher rate of
death (9. 9 deaths per
100,000) compared to
females

Covid-19 has had a
proportionally higher impact in
the most deprived areas when
compared to all deaths.
Austerity has had a negative
impact and some groups are
particularly disadvantaged
including; migrants; those
without recourse to public
funds; homeless; children and
young people

The risk of dying is higher for
those BAME groups than in
White ethnic groups.

Caring occupations including
social care and nursing
auxiliaries and assistants.
Those employed driving private
and public vehicles including taxi
and minicab drivers and
chauffeurs.
Security guards and related
occupations; including those in
care homes.

Care Homes: 2.3 times
more deaths in care
homes than expected in
the same period

Hypertension
Cardiovascular diseases
Diabetes mellitus
Obesity
Smoking
COPD
Chronic kidney disease
Mental health

Potential
Impact on
Greenwich
Population

Analysis of social care data
demonstrates younger
BAME population in poorer
health.
Higher proportions of men
in front line occupations
increases risk
More women with poor
healthy life expectancy may
change this risk for
Greenwich

Estimated 70% of employed
work in front line occupations

BAME population living in areas
of deprivation.

70% of the employment in
Greenwich is linked to negative
impact by Covid-19, either by
staff working on the front line
or due to furlough or job losses

16% of deaths from Covid19 were to residents who
normally live in care
homes compared to
London (26%)

High proportion of BAME with
Diabetes (Type 2)

Priorities for
our
Recovery
Plan

Integrated support to our
shielded population.
Development of Covid-19
protected and risk-managed
pathways co-ordinated
through our six primary
Care Networks (PCNs)
Focus on improving long
term condition management
particularly diabetes

Mitigating social determinants
by improved housing, reducing
overcrowding, improving
nutrition.
Targeted investment in
prevention to support
population health and wellbeing
(social prescribing)

A focus on staff mental and
physical heath and wellbeing
across all agencies.
Ensuring ongoing availability of
PPE and testing, and effective
“zoning” and management of
patients and service users
across all care settings

A named clinical lead per
home. Weekly reviews
and 24x7 support.
Weekend GP cover to
homes,. On-call geriatric
consultant available in
support.
Co-ordinated PPE and
testing for staff and
residents.

Reducing smoking prevalence,
Improving proportion with
healthy weight and access to
good nutrition and activity.
Improved management of LTC
Increasing uptake of seasonal flu
vaccination in over 65 years and
at risk supported by the
childhood programme

Risk Factors
National
Analysis

BAME groups present in
hospital with more severe
disease leading to poorer
outcomes. Late access to
support may have influenced
poor outcomes

High use of Community Hub
for essential support from
BAME groups (Food, Medicines
and Welfare support).

A focus on BAME support coordinated across mental and
physical health services.
Effective communication and
engagement across all of our
communities to ensure that
equal access to advice,
guidance, services and support.
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Smoking and obesity contribute
significantly to premature
mortality and morbidity.
Greenwich has a higher
proportion of smokers and
higher levels of obesity than
most areas in London.

3. 1. How we coordinated our response
Working together
• As a system and as individual organisations, we brought things together quickly and experienced greater levels of joint working and integration.We have
developed a better collective understanding of the interdependencies across services and organisations.

• The Royal Borough of Greenwich have played a leading role in the response, through formal incident structure, working in partnership with other NHS
organisations, linking effectively with the neighbouring boroughs.
• Strong partnership working across statutory and voluntary providers to identify issues/gaps and put support in place effectively, linking in with the NHS incident
control team at south east London.
• This way of working resulting in a significant number of achievements including the development of the Community Hub, simplified discharge from hospital
pathways, accelerated out of hospital offers and community support and an integrated Covid-19 surge capacity model for Greenwich.
Interpersonal behaviours
• Significant development in relationships with people talking and seeing more of each other on a regular basis (online). Real sense of people and working together
with our daily silver calls were very effective at cementing existing relationships and enabling an agile response.

• Liberated from bureaucracy, people just getting on and trying things. Plan Do Study Act (PDSA) type approaches.
Digital innovation
• Whilst we recognise there is more we need to do, there has been significant investment in a very short time frame in IT and digital across the system. Digital
technology has been pivotal in enabling our agile response to managing the pandemic both in terms of leadership and service delivery, protecting both the
residents and our staff.
Enabled by
• Much greater interaction with colleagues, resulting in strengthened relationships across provider services and enabled work to happen at pace.
• Decreased bureaucracy and individual organisational governance enabled people to do the right thing.
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3. 2. Lessons learnt and way forward
• Covid-19 has shone a light on health inequalities and residents needs. We need to redouble our collective efforts to tackle these
inequalities.
• Much of Covid-19 has been focused on acute and we were too late in understanding care homes and community need. As we look to
reconfigure services, we need to move forward as a whole system with equality in order for us to succeed.
• We need to address the balance between promoting resilience vs. supporting fragility.
• Designing ways of all system partners to work more closely and regularly together is important to facilitate joint decision-making.
Moving forward, we need:
• Resident experience to be central, with active representation within workstreams in order to shape delivery plans.
• Clarity of neighbourhood/borough/Integrated Care System (ICS) level work is needed to allow programmes of work to be pulled from
the centre while ensuring local decision making and collective understanding of what decisions have been made. This will enable the right
level of conversation regarding delivering at the different levels
• A joint focus across the system regarding our people and relationships that will ensure our staff are effectively supported and trained to
be actively involved with any changes.
• More agile governance is needed to allow new ways of working with more action and less bureaucracy while still providing
accountability and assurance. The development of system metrics to inform joint decision-making will facilitate shared accountability.
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3. 3. Case Study1: Community Hub – working in neighbourhoods
As part of the Council Covid-19 response, the community hub was established to meet the needs of those self isolating
with no support networks.
A couple contacted us, a male methadone user and a woman with poor mental health, both with suspected Covid-19. They phoned us from
the streets in despair with no access to food. We said we could help, and asked them to return home as they needed to self-isolate.
On visiting they didn’t have food, or cooking facilities other than a microwave, nor a fridge. Both were in poor health and lived in a council
property in squalid conditions. They had no gas/electricity. Housing had previously arranged a clean up of the house but they had refused
entry.
The hub met their immediate needs – they worked with the Emergency Support Scheme to top up gas and electricity and arranged for daily prepared
meals to be delivered.
They contacted the WDP (drug and alcohol services) and participated in three subsequent case conferences to discuss and agree a multi-agency care
plan. They identified that the lady was known historically to Oxleas and were able to reconnect her to mental health support through the Primary Care
Plus Programme.
The Live Well Coach supported the couple to engage back with Council services, they have now allowed entry to a team who have performed a clean,
declutter and hoard disposal.
Following the success of the community hub, going forward, partners across Greenwich have committed to working towards a neighbourhood model
designed around the community hub model.
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3. 4. Case Study 2: Langton Way – housing-based support
Langton Way was a vacant RBG sheltered housing provision refurbished to respond to the need for discharges where
residents need additional care and support. 28 Teams and 90 staff across the council and private sector collaborated to set it up and
open it within 4 weeks in May 2020. Therapy and reablement was provided. The model shows joint working across directorates delivering a
model which supports our principle not to make long-term decisions in a short-term crisis.
Key information

Average use:

Average
length of stay:

Reason for delays

New Roles

4 bed occupation

25 days

Residents to date have in the main been awaiting
blitz cleans and suitable accommodation

New Discharge Navigator roles were developed with Housing
Services and have been redeployed to support residents to move
on from Langton and other provision.

Mrs A, a 71 year old partially sighted woman was admitted to QEH on the 30th April, following a collapse at home and head injury secondary to
dizziness. She has a history of hoarding/self-neglect.
The original plan was for discharge home with Reablement, however the house was not in a fit state for her to be discharged home. Mrs A moved to
Langton Way on the 6th May. During her stay there, Reablement accepted her referral, and her case was allocated to a social care assessor and discharge
navigator. The main focus was liaison with Housing to arrange the deep clean and rubbish removal. They also arranged for stair lift repair and liaised with
pest control to clear the property of vermin. Mrs A was discharged home on the 27th May with reablement and a referral to District Nurses to give her
insulin from the 28th May. Mrs A finished reablement with no on-going support. Contact with Mrs A on the 17th June confirmed she was paying a friend
to clean her flat and food was being delivered to her via the local temple.
Without Langton Way Mrs A would have either remained in hospital or had to have a temporary placement in a Care Home.
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3. 5. New ways of working 1: Covid -19 surge capacity in primary care
Greenwich Primary Care team worked in partnership with the Covid-19 Primary Care Leadership Group, GHL (GP
Federation), and Greenbrook to develop surge capacity while maintaining a ‘practice first’ model.
We designed two pathways to manage patients with suspected Covid-19;
1. Patients accessing support via their local GPs were triaged virtually/by telephone and then offered a face to face assessment at their local
surgery. Where GP practices were unable to offer face to face assessments due to limitations in zoning, PPE or staff, they were redirected to a central face to face Covid-19 surge site by Lewisham and Greenwich NHS Trust (LGT).
2. Patients accessing support via NHS 111 were triaged and managed virtually and/or face to face by the Greenwich Covid Management
Service (CMS) led by Greenbrook via the Urgent Treatment Centre at Queen Elizabeth Hospital (QEH). Additional in-hours home
visiting capacity was commissioned though Greenbrook to support Covid-19 positive patients requiring GP assessment at home.

Covid-19 service activity has been monitored on a weekly basis, with capacity amended dependent on demand. Due to the fall in activity the
surge site is now closed (10th July) and all Covid-19 referrals (GP, NHS 111, LGT Emergency Department and ward discharges are managed
via a Greenwich system.
A mobilisation plan is in place to reopen the surge site within 72 hours if needed.
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3. 6. New ways of working 2: Digital working in Oxleas
During the Covid-19 pandemic, Oxleas has significantly accelerated the move to digital technologies – for both clinical and
non-clinical services.

For example:
•

IAPT is now 100% digital using video consultations

•

Videos filmed by families being used for OT assessments

•

Patient Group work has been happening over WebEx/MS teams environment

•

A large proportion of staff are working from home, and MS Teams is being widely used for innovative ways of working (sharing
documents, chats during video calls etc. )

The move to remote working has allowed us to see more patients, involve more carers and family members in care planning and will enable
improved access with greater choice in terms of appointments and evening/weekend working.
While this has largely been successful, we know that it has not worked for all our patients; face to face work will continue and we are
working to establish the right balance. Part of our work as a Greenwich system is to reach out to people to understand their experience of
accessing and engaging with our services virtually, to be able to ensure any future virtual offer meets individuals’ needs, addresses digital
exclusion and leads to better health and wellbeing.
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4. Recovery Planning
We have collectively agreed that…

Our model for
recovery and future
working is at a local
neighbourhood level

Building upon the
successful
implementation of the
Community Hub, we
will support local
residents in a
multiagency initiative
as has taken place
during the Covid-19
pandemic
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Through our Health
Protection Board,
chaired by the Leader
of the Council, we
have our strategic
planning approach for
Covid-19 management
led by the Director of
Public Health

Our Recovery Plan Priorities
Addressing Health Inequalities
proactively tackling health inequalities, including working with our BAME communities, to improve outcomes for all

Improving
Mental Health &
Wellbeing
Where individuals and
communities take the
lead: a borough with a
happy, healthy and
productive workforce,
free from mental health
stigma & discrimination,
one that maximises the
potential of children and
young people, and where
services are there for
people when and where
needed. A zero-suicide
Greenwich.

Healthy Weight and Start Well
Active Lives
Delivering for all of our
Creating environments,
activities and opportunities
for people to enjoy healthy
food cultures, be active in
their everyday lives and
maintain a healthy weight.
Tackling food poverty,
developing cooking skills and
confidence. Supporting active
lives through travel, leisure,
sport and daily living.
Working with workplaces,
shops, the hospitality
industry, schools, health
services and others.
Improving weight
management services for
children and adults.

children & young people:
improving physical and
mental health, providing
for well-supported Special
Educational Needs and
Disabilities (SEND),
supporting achievement at
Key Stage 4 and 5 and
being well prepared for
adulthood.Working with
families to ensure children
& young people are safe
from harm in their home,
online, in schools and in
the community.

Prevention &
Live Well

Age Well

Support to live long,
healthy, active and
Helping to prevent illindependent lives: with
health including through
care and effective
immunisations, health
treatment for both sudden
checks including for
people with learning
and unexpected, and
disabilities, early cancer
longer term health
detection and screening,
problems or disabilities;
and working with the
support from “Home
voluntary & community
First” help to recover
sector to improve overall from periods of ill-health;
population health and
and access to safe and
wellbeing including
high-quality home,
housing and education;
residential and nursing
whilst providing joined-up
care when needed.
support for those living
Support co-designed with
with Long Term
individuals and carers
Conditions. Providing
modern, co-ordinated care themselves.
for people with learning
disabilities and autism that
offers choice and builds
on people’s interests.

Developing our
Health & Care
System
Joining-up the way in
which we plan, deliver and
fund services: bringing
together prevention,
primary care, community
support, acute, mental
health, social care, care
providers and VCSE
partners; and building on
our community hub to
establish effective and
sustainable neighbourhood
models of working.

Working with our communities to keep each other safe
developing our Community Hub, Infection Prevention & Control,
“Covid-19 Secure” services and support for shielding
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4. 2. Recovery Planning: Supporting those most at risk
Covid-19 does not affect all population groups equally. The risk of infection, the severity of symptoms and likelihood of death, as well
as the wider social and economic impacts of Covid-19 disproportionately affect some groups more than others. For many, their lives are
adjusting so that we remain safe and well, for others this will not be the case. It is important that we pay attention to the ongoing needs of
our most vulnerable residents. This requires an understanding of need and the whole system working together to address this.
Key areas of work include:
Supporting ‘Shielded’ residents - the national shielding programme is paused from 31 July 2020. We are providing support for people who are shielded
to return to a new normal life and to plan in the event for further lockdowns. This is set out in our Health and Social Care Shielding Plan and includes:
• Run by walk leader/lived experience volunteers, the development of a new “walk and talk” service for those experiencing anxiety in leaving their
homes
• Access to psychological and other mental health support through the mental health and wellbeing pathway
• Expanding money management support to help prepare for when the national food box scheme stops
• Access to welfare support/community food response for those with no means to pay for food
• Development of key messaging and communications plan for those shielding

Supporting people in need - The Hub will continue to identify and support those in most need. This includes:
• A financial inclusion group focusing on the financial impact of Covid-19 on individuals and families aims to develop a strategic approach ensuring
strong links with business development and adult learning to support employment
• Development of pathways to respond to emerging need including employment, digital inclusion and carer support
• Support the transition of the hub into a new resilience based model – Live Well Greenwich
• Working with voluntary and community support to develop a hub and spoke model
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4. 3. Recovery Planning: Supporting those most at risk
Are we helping all the people we can help in all the ways we can help them, both now and in the future?
What does this mean practically?

How does this question breakdown?
Known resident with a need
• Are we helping this resident in all the ways
we can help them?

Known resident with a need
• Are we getting a holistic understanding of
the needs of residents accessing our
services?
• Are we acting in a joined up way to best
meet these needs?

Unknown resident with a need
• Are we helping all the residents we can
help?

Unknown resident with a need
• Are we identifying residents who have a
need but are not yet known to us?

Examples
• Someone receiving food package
deliveries from the Community Hub
• Someone requesting an ESS grant

Resident at risk in the future
• Are we identifying future risks?
• Are we identifying the impacted residents?
• Are we monitoring this and mitigating risk?
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Resident at risk in the future
• Are we developing evidence based
hypotheses of how we think need will
change?
• Are we identifying those residents who
might experience this change?
• Are we developing interventions for this
need?

4. 4. Recovery Planning: Infection prevention and control (IPC ) and Local Recovery Cell
(LCRC)
The priorities in the Greenwich Coronavirus Outbreak Control Plan are to work with the NHS Test and Trace system including:
•
•
•
•

•

Focus on prevention of transmission as well as the management of outbreaks
Build on good practice, working closely with partners, communities and building on our learning and assets.
Ensure the rapid flow of information between all local and national partners for the efficient exchange, management and
interpretation of intelligence and other epidemiological evidence
Work with our communities to inform, build trust and protect them, recognising the inequitable impact of the pandemic on BAME
communities and disadvantaged groups
Further develop our local testing to complement the national test and trace system, instituting local control measures when needed

Greenwich, along with all London boroughs, has an agreement with the LCRC to jointly work on managing Covid-19 outbreaks, complex
settings and community clusters. The purpose of the joint agreement is:

•
•

•
•

To have a joint collaborative and co-ordinated approach to supporting settings including care homes, extra care housing and
supported housing, local hospitals, workplaces, prisons, primary care settings, schools, nurseries and homeless hostels in managing
Covid-19 outbreaks
To improve understanding and access to services, reduce transmission, protect the vulnerable and prevent increased demand on
healthcare services
To share outbreak information to facilitate appropriate measures
To have a Single Point of Contact (SPoC) in LCRC and in Greenwich to facilitate data flow, communication and follow up
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4. 5. Recovery Planning: Plans for future waves of Covid-19

Greenwich public health has been given £2.2m to support local measures to prevent, control and manage the spread of Covid-19. This
will be used to prevent and respond to outbreaks and build capacity

We have implemented local policies to control and manage the spread of Covid-19 infections in the community, care homes and other
supported accommodation.
Strong local leadership led to initiatives that include arrangements with Lewisham and Greenwich NHS Trust (LGT) laboratories to
establish regular Covid-19 testing of staff and residents in care homes and other supported accommodation facilities; securing PPE; staff
training in infection control, PCR swab testing, root cause analysis of positive cases and quality improvement methods to prevent and
reduce further Covid-19 transmission.
We will implement a capacity and skills building programme for care homes, other supported accommodation and high risk settings in
the borough.
A mobilisation plan to manage future waves of Covid-19 in primary care, with the ability to open the surge site within 72 hours if
needed.
Across primary, community and acute sites, services have been redesigned in line with infection prevention and control guidelines.
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4. 6. Recovery Planning: Engaging with our residents and partners – overarching
approach
Greenwich is committed to community engagement that is a purposeful process which develops a working relationship between
communities, community organisations and public and private bodies to help them to identify and act on community needs and
ambitions. Each of the five stages along the spectrum set out below are essential for building capacity for community collaboration and
governance. Communities must be informed, consulted, and involved; but through deeper collaboration, we can unleash unprecedented
capacity to develop and implement solutions to our biggest challenges. To achieve racial equity and environmental justice, we must
build from a culture of collaboration to a culture of whole governance in which decisions are driven by the common good. The stages
allow us to recognise where we are and set goals for where we can go together through conscious and collective practice - so key to
transforming systems.

Community Engagement Stages
(International association for public participation)

INFORM

CONSULT

INVOLVE

COLLABORATE

Increasing levels of trust, community167involvement, communication and impact

SHARE
LEADERSHIP

4. 7. Recovery Planning: Engaging with residents (continued)
During August and September we engaged with residents widely on a draft version of this plan. We have made a number of changes to this
plan as a result of this feedback. What residents have told us will also be used to inform the delivery plans for each of the priority areas,
including how we will work in partnership with residents and communities.
Activities so far have included:
• 24 July: Healthwatch Greenwich-hosted Black Lives Matter/BAME open listening digital event
• 28 July: Healthwatch Greenwich-hosted PPG meeting to hear how PPGs may want to network around PCN footprints.
• August-September: Resident survey on the key themes of this plan
• August-September: Primary Care patient survey
• August-September: collation and analysis of insights collected by partners

A full communications and engagement plan will be developed with partners to support this plan. This will include:
• Reflecting further on what we know from previous engagement work
• Understanding further what partners have learned from people’s experiences of receiving care during the pandemic and the impact this has
had on them
• Identifying gaps in knowledge and implementing plans to address this
• Considering how this intelligence will inform our recovery planning going forward
• Working collaboratively across partners in a coordinated way, using our collective engagement resources for the good of our residents
Given the disproportionate effect that Covid-19 has had on older people and those from BAME communities – alongside the
disproportionate impact it has had on men, lower paid workers, people with long term conditions, people with a learning disability and/or
autism, people with mental health needs and people with a hearing impairment – we need to work with people from these communities and
groups in particular to understand the impact. This information will inform how recovery planning can address these issues, as well as
supporting how people can help shape our delivery plans.
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4. 8. Recovery planning: developing networks
Through the Healthier Greenwich Alliance we have brought our local partners together to share learning and shape our response both
within and across our organisations. This collaborative partnership working must continue, with real agility to respond to the evolving
nature of the pandemic.
Covid-19 has shown the importance of the voluntary sector and local community response. We now need to:
1. Develop networks, communications processes and local capacity so that local community members and the
voluntary and community sector support the health and social care recovery
2. Put in place a whole new way of commissioning/funding to support local networks with the local community
and local organisations
3. Engage with local businesses to support networking and local capacity
4. Invest in local communities particularly around digital capacity of local organisations
5. Ensure that small and BAME led organisations are supported to engage and deliver

We continue to map intelligence gathered by partner organisations including the CCG, local authority, acute, community and mental health
trusts, Healthwatch organisations and voluntary and community sector organisations. This insight has informed this plan and will inform
delivery plans and our future engagement.
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5. 1. System plans refined by Covid-19 learning

As a Greenwich System,
we have committed to
work together and have
agreed a number of
system priorities (set
out in slide15)

All providers are
seeking to reduce
inequalities in health
and social care. Given
our interdependency,
all parts of the system
will require multiagency working
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However, each provider
will have their own
plans, which need to
interlink. The following
section outlines the
main ways of working
and activities across
these areas.

5. 2. Neighbourhood care and support
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5. 2. Neighbourhood care & support continued
The Community Hub was established as part of the emergency response to COVID-19 and was part of a wider community response
through the Voluntary and Community Sector. Building on the success of the Community Hub and the lessons learned, we will be
developing new ways of working that better connect us all, including people, communities, organisations, local businesses, charities and
community groups to improve support within local neighbourhoods.

To achieve this we will:
•

Support the Hub to focus on building skills and confidence in both people and communities, enabling them to be more in control
through mapping existing resources, developing local networks that connect people and expanding the Live Well Coach programme

•

Build partnerships with local communities by improving the way the hub and local communities and organisations work together with
the NHS and the Council to improve services closer to where people live

•

Work with residents and local communities to better understand what is needed now and how this is changing (for instance addressing
mental health and wellbeing, employment and skills development and carer support); working together to develop local support, that
links into the hub and other organisations.

•

Change the way we engage with small and BAME led organisations so they are fully supported in their work with local communities

•

Expand the Hub’s Live Well Coach service (this service helps GPs, nurses and other professionals to refer people to local services and
support that are better placed to help with problems that aren’t medical). This will help improve the links between GP practices and
local communities

•

Explore how home care support led by service users and local communities can be developed within local neighbourhood

•

Develop training to support and improve the skills of health and social care workers.
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5. 2. Neighbourhood care & support continued
Building on the success of the Community Hub, we will be developing new ways of working that better connect individuals, communities,
organisations and the voluntary and community sector to support neighbourhood care. This will place the person at the centre of care,
will encourage multi-disciplinary team working that is reflective of local need and context, and will provide holistic care in order to
improve outcomes for people. It will focus on asset based approaches that builds resilience both in individual and communities enabling
residents to do more themselves.
To build this way of working we will:
• Develop networks across the community to facilitate better health and social care outcomes
• Ensure the Live Well infrastructure develops hub and spoke approaches connected to communities
• Identify emerging need and build support so local communities and the voluntary sector can work together to find local
solutions
• Develop new ways of commissioning/funding to support local networks with the local community and organisations
• Engage with local businesses to support networking and local capacity
• Investing in local communities particularly around the digital capacity of local organisations
• Ensure that small and BAME led organisations are supported to deliver
• Expand social prescribing and improve links between GP practices and communities.
• Explore home care commissioning and delivery on a neighbourhood model
• Develop training to support strength based approaches across health and social care
When we engaged with residents on this plan there was significant support for this approach. There was also a real appetite to
work with us to develop community support networks. We will ensure that we work in partnership with local residents and
community organisations to develop and implement detailed plans.
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5. 3. Voluntary sector
Key changes made as part of COVID-19: response:
The voluntary sector has played a key role locally in response to the pandemic. The community hub has been co-managed with Charlton Athletic Community Hub
and the Council supporting vulnerable people throughout the lockdown. Greenwich Co-operative Development Agency with local foodbanks and in partnership
with public health has led the emergency food response bringing together a range of local voluntary groups. Alongside this, the sector with the NHS and social
care has developed a new mental health pathway and a pathway for bereavement which harnesses local voluntary sector provision. Extended mental health crisis
support from within the sector has also been developed. A recent survey showed that over 80% of the local sector have adapted their services, providing
telephone, web resources and video support and activities. The establishment of mutual aid groups supporting people at a hyper local level has been key in the
borough.
Key elements of recovery plan:
The sector needs to:
• Ensure we can provide services safely as most service users want to return to face to face
interactions
• Continue to develop our e-offer - There is a digital divide in the community and between
different organisations
• Build networks, voice and capacity – the sector has a huge appetite to engage with the
prevention agenda and needs to be supported to develop
• Make fundamental changes to the way we deliver – BAME disparity, addressing inequalities. The
BLM agenda is a key concern across all parts of the sector
Ways of working:
Where possible the sector needs to have in place clear safe processes for face to face working for
its staff, volunteers and service users.
We need to continue to develop our digital offer so that service users have a range of ways of
contacting us to support/ enhance their lives. This will be particularly important considering the
inevitable concerns around deteriorating mental health and increases in unemployment.

174

We need to improve the way the sector networks and
develops at neighbourhood level to make the most effective
use of community assets and develop these further.
Engagement with statutory agencies and in communities
needs to be more effective so local people thrive. This
means finding resources that support local groups including
informal organisations so that they can provide high quality
services, trusted by the statutory sector and local people.
We also need to review how we support communities and
the voluntary sector so that funding and other resources
supports capacity building and promotes equity. This means
looking at commissioning, capacity building, grant making,
business support, back office services, volunteering, buildings,
IT etc using an asset based approach.

5. 4. Primary care
Greenwich primary care recovery plan (submitted alongside this plan) builds on the experience so far, what we have
learned and addresses the continuing challenges.
The plan is to ensure that those most vulnerable to Covid-19 are identified and that their needs are prioritised, whilst maintaining good
access to primary care core services for all.
We propose to deliver our aims in the following areas:
•

Governance, leadership and finance

•

Building fully ‘joined up’ system wide working and effective partnerships

•

Continuing to build our digital infrastructure and capacity, and addressing the issue of the ‘digital divide’

•

Promoting clinical effectiveness, patient safety and innovation

Covid-19 management in the community, including pro-active, planned and urgent care
including for future outbreaks

Protecting non-Covid-19
primary care services,
including:

•

Working with the RBG on shielded patients and residents of care homes

•

Building local care network services with our PCNs working with ‘the community hub’ and ‘live
well’ social prescribing services and the voluntary sector

•

Urgent and unplanned care

•

Routine and planned care

•

Managing the challenges of demand, including future spikes in demand for Covid-19 services, and
its impact on capacity and workforce planning

•

Pro-active monitoring of long
term conditions

•

Ensuring system wide partnerships
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5. 5. Supporting children and families
The recovery plan for supporting our children and families will align to our 2020-2024 partnership vision that children and young people in
Greenwich will Start Well, Develop Well and Move into Adulthood Well. We want all children and young people in Greenwich to experience a safe, healthy
and happy childhood where they enjoy family life and school and feel a part of the community.
Our recovery work will be underpinned by our partnership principles, importantly strengthening local services and communities alongside promoting equality
and combating disadvantage and discrimination.
Our focus will align with our partnership priorities that children and young people will:
•
Have Good Physical Health and Active Lifestyle
•
Have Positive Mental Health and Wellbeing
•
Be Well Supported where they have SEND and/or Behaviour that Challenges
•
Achieve Well at Key Stage 4 and 5 and be Well Prepared for Adulthood
•
Be Safe from Harm in their Home, Online and Community
Key changes made as part of Covid-19
• Implementation of national guidance to prioritise essential Covid-19 related community services, pause or reduce others
• Weekly contacts with Shielded CYP receiving Continuing Care
• Weekly meetings with Oxleas, CCG and RGB to review complex cases and provide immediate support
• Continued to offer CAMHS face to face interventions for crisis and intensive pathways, high risk CYP and where risks could not be managed remotely
• Increased staffing capacity for quicker response times for crisis presentations in A&E 9am – 10pm 7 days a week
Ways of working
• Sharing of innovation across SEL
• Integrated delivery model as part of Young Greenwich, alongside Charlton Athletic Community Trust and Metro Charity.
• Continuation of joint working practices making decisions swiftly to improve care pathways – removal of traditional boundaries
• Continue to collaborate with the SLP partners and stakeholders with regard to crisis care, the intensive treatment pathway and inpatient care
176

5. 4. Supporting children and families (continued)
Key elements of the recovery plan:
Digital and Telehealth – reviewing where digital delivery and Telehealth have been effective (e. g. engaging those previously struggled to express themselves
face to face) and rolling this out to enable choice to service users in how services are accessed.
Tackling Inequalities – extending our engagement with groups in particular BAME communities in recovery planning and strengthening services in Greenwich
to do more to tackle health inequalities.
Start Well – re-starting the expanded set of health visitor checks. Mobilising a new fully integrated Children’s Centre and Health Visiting delivery model in
partnership with Start Well Trust and the voluntary sector. Further strengthening Community Hub links. Expanding our parenting programme.
Young Greenwich – expanding face to face delivery for Young Greenwich (integrated Universal Youth Service and School Nursing) over the summer and
reviewing the potential to re-start in-school work from the new academic year.

Immunisations – increasing immunisation take up and bringing levels back up and over pre- Covid-19 levels.
Educational Settings – continuing to support our educational settings to expand the number of pupils safely attending.
Social Care – expanding face to face delivery and continuing to monitor, assess and respond to increases in contacts and referrals.
Specialist Community Health – building on the flexibility of health provision including personal health budgets. Increase online training programmes for
parents and education staff. Reviewing and managing pathways and waiting lists for ASD/ADHD assessments.
Integrated Therapies – continue to expand the range of face to face and in-school delivery. Strengthening the delivery of self-help support for families and
whole school approaches to speech, language communication needs.
Mental Health and Wellbeing – reviewing our whole system approach to mental health and wellbeing support for children and young people, including
CAMHS. Increase face to face appointments, establish clinics, stagger appointments times in CAMHS. Fully mobilise our Mental Health in Schools Teams across
the two School clusters. Planning for staff and patients returning to clinics in integrated health hub. This will be coordinated across physical and mental health
care. Develop multi-agency protocols regarding the emergency and crisis care pathway with system partners.
Maternity – expanding on the delivery of antenatal and postnatal clinics within the community and providing services at home such as blood pressure
monitors to pregnant women.
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5. 6. Adult community services
Key changes made as part of Covid-19 response:
•
•
•
•
•

Implementation of national guidance to prioritise essential Covid-19 related community services, pause or reduce others
Implementation of national discharge planning guidance
District Nursing: DNs teams took on referrals from GPs whose patients are currently shielding and vulnerable and require a DN
intervention for example wound dressings.
Temporarily changed model of care in intermediate care unit to support stroke and neuro pathways.
Redeployed staff to support in patient units and district nursing

Key elements of the recovery plan:
•
•
•
•
•
•
•
•

Any borough specific aspects of recovery plans

Enhance community response to be able to support residents in their
home with quality interventions to support early
discharge/ hospital avoidance
Improve ‘home as a priority’ offer – progress with accelerator work
(2 hour/2 day crisis response)
Prepare for an increase in referrals in the next few months and
review staffing levels to ensure there is availability to meet any
increase in demand (e. g. District Nursing and capacity to support end of life
care, flu campaign)

• Moving staff back to substantive posts (Sexual Health,
Musculoskeletal) as services remobilised
• Mobilise new services that were put on hold: frailty
pilot and falls project
• Review model of care at Eltham Community Hospital

Ways of working:
Key partner in Greenwich Home First - Programme Board
Community Provider Network in place across SEL to deliver and support Covid-19 recovery and long term
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5. 7. Adult mental health services
Highlights from our Covid-19 response:
•
•
•
•
•
•

Delayed transfers of care have been low
The Community Hub has provided preventative mental health support
Older Adults Mental Health Team has continued to visit and support care homes
Our speed of response , for example in closing wards
Positive use of virtual meetings
Setting up our Covid-19 Mental Well-being network focusing on our crisis response and planning for beyond the lockdown period.

Key elements of recovery plan:

Ways of working:

Borough specific aspects of the recovery plan:

• Improved partnership working
• Importance of planning for the next 6 months
and beyond
• Building upon work discussed at the Mental
Health Reference Group
• Quicker and easier progression of ideas
• Importance of making the VCS sustainable and
drawing on knowledge and services
• Focus on solutions, not problems
• New ways of working e. g. digital over face to
face

The recovery plan for supporting
people with Mental Health and
wellbeing issues aligns to our Mental
Health Alliance. The Alliance will be
underpinned by the principles of trust,
collaboration and shared vision with a
focus on user voice, change in practice
and partnership alongside promoting
equality and addressing health and
social care inequalities and
discrimination.

• Risk assessments: Acknowledging the disproportionate effect
on BAME workers and those with underlying health
conditions. Consideration of PPE, social distancing, home
working etc.

The crisis has confirmed that residents and the
workforce are:
• Resilient
• Able to use their strengths and assets
• Can change behaviour quickly
• Can identify and focus on vulnerability

We will continue to work in
Partnership with all stakeholders
through the Greenwich Mental Health
Development Collaborative and the
Mental Health Alliance in developing
new local models of care and pathways.
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• Acknowledging the financial picture – people still spending
longer in more restrictive and costly settings. Many short
term moves made during Covid-19 could become long term
placements without review and attention.
• Restarting projects paused - Oxleas Reviewing Team, Section
75 formal sign off, Use of Newton consultants and the CMHT
improvement plan triggered by our PING providers pre
Covid-19.
• Addressing the mental health needs and demand in the
community as a result of Covid-19.

5. 8. Learning disability & autism services
Highlights from our Covid-19 response:
•
•
•
•
•

During Covid-19 the LDA programme focused on activities to reduce admission to hospital and on Care, Education and Treatment Reviews (CETRs) to support discharge from hospital
Work has continued to support residents with welfare calls in all settings including residential and supported living
As residents have not been able to access traditional day services, other ways of supporting residents and carers have been found
Residents with a Learning Disability have shown resilience over this period and some of those residents with autism
Transitions has proven difficult to manage

Key elements of recovery plan:

Borough specific aspects of recovery plans:

• Define our strategy for day opportunities
• Develop our strategy for directly-managed care home/supported living services
• Support people with the potential to live more independently to move into less intensive care and
support services build on what is already in place promote prevention, self-care and social prescribing
• Managing the anticipated surge in demand for known patients
• Promote advice & consultation to non-LD/ASD specialist services to ensure reasonable adjustments are
made
• Promote the Framework for Enhanced Health in Care Homes
• Prepare for any backlog in Learning Disability Eligibility & Autism Diagnostic assessment

• Maximising people's independence through more outcome-focussed
practice, enabling people to live in more independent settings and
through supporting them to have greater freedom in choosing how they
spend their time in meaningful activity
• Accelerate the thinking about how we support people with Learning
Disabilities who have previously accessed Day Services. This is an
opportunity to invest in provision that supports a strength-based
approach, recent months have seen that people and their families are
more independent and resilient than they may have thought.
• Move away from a reliance on buildings , reinvest in provision that can
flexibly support new needs and outcomes so those who have the most
complex needs and need access to space to undertake activities in
support of their independence; resilience and wellbeing.
• The opportunities of having this provision on a site that offers access to
employment and volunteering opportunities is part of a strategy that is
focused on improving our offer to residents in respect of employment
outcomes

Ways of working:
The recovery plan for supporting people with Learning Disability and/or Autism will align with the Learning
Disability Autism (LDA) programme. The LDA priority actions within South East London are:
• Early Intervention and admission prevention
• Delivering co-ordinated care for people with Learning Disability and Autism
• Commissioning to improve community capacity
Place-based boards with the alliance between health, local authority and providers are ideally positioned to
support improving the outcomes for people with learning disabilities and autism by developing and
strengthening links within the wider ICS. There will a borough focus on transforming day services and other
support and accommodation models
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5. 9. Care homes
RBG has 38 CQC-registered care homes providing care for just under 900 residents. 11 homes provide residential, nursing and dementia
care for 689 older people. The remaining homes provide care for people with learning disabilities or mental health problems.
The recovery plan will have a particular focus on homes for older people, where Covid-19 has had the greatest impact nationally, although
there will be cross-cutting areas for all CQC registered homes and will include:
• Modelling the future demand for care homes including from self funders and how will this impact on business viability and a resilient social
care market
• Considering if we have the right funding model and capacity
• Assuring quality of care and a skilled and compassionate workforce
Key elements of the recovery plan

Approach to Covid-19 response:

Coordinated partnership response to care
homes

Strong partnership between health and social care has been central to our response. An
oversight group comprising a group of health and social care commissioning, community
health, primary care and safeguarding and providers.

Participation from providers in coproducing the areas of priority focus
Healthwatch Greenwich is fully engaged,
providing insights from families of care
home residents.
Focus on business resilience
Strong infection prevention and control
offer; support with testing provided by
public health

Future areas for development:
Workforce and use of technology to support care
Note: On 29th May 2020, Royal Borough of Greenwich and its partners published our local care
home support plans in response to a request from Helen Whately MP, Minister for Care.
Full details of the response can be found at:
https://www. royalgreenwich. gov. uk/info/200275/residential_care/2227/care_homes
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5. 10. Acute care – how our local hospitals are responding
Key changes made as part of Covid-19 response:
• Routine elective surgery and routine diagnostic activity was stood down across all providers for around 13 weeks – backlogs have therefore increased significantly. Additional infection
prevention and control measures were introduced including Covid-19 protected pathways, additional PPE for staff and patients and additional cleaning / air changes between patients.
• Digital by default, in particular the use of telephone/video for outpatient appointments.
• Significant surge capacity for critical care opened, including the use of theatres and recovery areas, with very successful networked approaches to critical care provision across the three
SEL providers.
Key elements of recovery plan:
• Restarting activity via a phased approach, with additional precautions in place, such as patients isolating
before admission, to ensure patient and staff safety.

Borough interfaces:
• Ensuring effective and timely access to swabbing for patients ahead of
admission.

• Redesigning services, in line with infection prevention and control guidelines – e. g. spacing in Emergency
Departments – and in response to evaluation of trialling new ways of working introduced in the response
phase. Key initiatives include:

• Three diagnostic community hubs offering a range of investigative tests, e.
g. MRI scans, will be established in SEL by April 2023. Locations are to be
determined but likely to include Queen Mary’s Sidcup with plans to
develop from April 2021.

o Trialling Urgent and Emergency pathway transformation schemes driven through the system wide
Help Us Help You programmes, including Same Day Emergency Care
o Building from the rapid expansion of virtual by default models during the pandemic to drive our
outpatient transformation programme at pace and scale.

• Establishing a programme of work to be progressed via the Acute Provider Collaborative (see below),
including:

• Maintaining discharge arrangements to ensure that patients do not spend
longer than necessary in hospital.
• Supporting virtual by default access to acute services and referral
support to primary care e. g. using Consultant Connect.

o Elective surgery – orthopaedics, urology and ophthalmology as initial priorities, to be followed by
ENT, general surgery and gynaecology.
o Specialised services – critical care as a top priority.
o Clinical support – pathology (GSTT/KCH only) and endoscopy as initial priorities, to be followed
by radiology/imaging and pharmacy.
Ways of working:
• To ensure the safe and effective recovery of clinical services post Covid-19 and to address the ongoing variation within the acute system in terms of access and outcome, SEL’s three
Hospital Trust Board have formed an Acute Provider Collaborative (APC), a mutually beneficial model of collaboration between the three Trust Boards, enabled through transparent
governance and decision making.
• To support delivery the APC will continue to work in collaboration with other organisations / partnerships across SEL via both informal discussions, borough partnerships and ICS
arrangements, for example through the SEL ICS Recovery Leadership Group.
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6. Planning for recovery: Infrastructure and enablers
Whole system demand and capacity planning
• During the Covid-19 pandemic the SEL system has worked collaboratively to understand and plan for expected demand.
• We are now building from this work to develop a SEL demand and capacity model, that will support both scenario planning
related to recovery and a potential second wave, plus future strategic and operational planning across our system.
• Our demand and capacity modelling will be utilised to underpin our service strategies and plans and will help us identify,
understand and address capacity gaps in a consistent and systematic way.
• This will include securing plans to address gaps, inclusive of an agreed approach to demonstrably maximising productivity and
efficiency and pathway transformation opportunities and a collaborative utilisation of available resource on a system rather than
organisational basis, to secure our objective of equity of access and outcome.
Workforce
Covid-19 has fostered greater collaboration and flexibility in how we make best use of our existing work force within and across
organisations. Our priorities of valuing and investing in our people and working collaboratively to improve working lives, workloads
and wellbeing are more critical than ever. Our workforce plans include a focus on:
•
•
•
•

Staff health and well being as we recover from the pandemic – with a specific focus on the psychological impact of the pandemic
and ensuring embedded safety and learning cultures.
At risk and vulnerable staff, including clear risk assessments and support for BAME staff
Optimising innovative workforce models that support flexibility and resilience across staff groups - multi disciplinary team
working, integrated workforce development and fellowship/employer models that embed integrated working in the delivery of
care, development of non clinical workforce and volunteer models.
A refreshed workforce strategy that builds from our LTP response and incorporates learning from Covid-19 and the workforce
implications of our planning for recovery.
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6. Planning for Recovery: Infrastructure and enablers (continued)
Digital
Our objective is a digital strategy that drives our population health management and care pathway transformation, maximising the
opportunities offered by digital to improve health outcomes.
The Covid-19 pandemic has seen a rapid digitalisation across the NHS – we are committed to building from this to secure our Longterm Plan (LTP) objective of securing ubiquitous access to digital care services.

Our objective is a virtual by default model across the NHS - converting primary care and outpatients to virtual wherever
appropriate, securing digitally augmented integrated primary and unscheduled care pathways, extending digital solutions to a wider
range of care pathways, including mental health, diagnostics, care home support and self care approaches
We need to develop a much deeper understand people’s experience of accessing and engaging with our services virtually, to be able
to ensure any future virtual offer increases access, and addresses digital exclusion
This will be underpinned by work to secure collaboration and system leadership for digital transformation and accelerating digital
maturity, enhanced capacity and capability to support system transformation, agreed long term funding, interoperability, and access to
patient records and data services to deploy Population Health Management solutions to identify the areas of greatest health need
and match services to meet them whilst also supporting our wider pathway transformation objectives.
Locally we will set out clearly what this means and ensure that this supports our central aim to tackle health inequalities.
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7. 1. Finance: Context
Financial context – pre Covid-19
• Pre Covid-19 ICS partners across the NHS and local authorities had been working to establish agreed financial plans for 2020/21.
• These plans included significant savings programmes for the year, including the assumed impact of our pathway transformation and productivity improvement programmes,
required to support the delivery of 2020/21 budgets and financial targets.
• The plans also included a number of agreed investments, including targeted NHS investment in our out of hospital care system across primary care, community and mental health
services, alongside investment in acute services to support underlying demand and improvements in access. For local authorities plans reflected the very significant pressure that
social care and other budgets have been under for a number of years.
• Our plans included a continued commitment to pooled and delegated budgets across health and care to support integrated out of hospital service provision and to incentivise
the development of integrated models of care, risk and gain share approaches.

NHS Financial context – Covid-19
• The pandemic resulted in significant changes to the funding and payments regime for months 1-4 of 2020/21. Block payments to cover core costs were implemented nationally,
alongside mechanisms to recover additional Covid-19 related costs. As part of these new arrangements discharge costs were borne by the NHS on behalf of the system.
• Guidance is now expected for the rest of 2020/21 and as a system we will work to implement the national guidance with a key priority of providing financial certainty and stability
across the system and to ensuring agreed system approaches to the management of risks or funding shortfalls. This will ensure that we are able to secure best value from available
resource and support a funding approach that puts the needs and care of our residents at its centre.

NHS 2020/21 in year issues and implications
While the overall implications of the funding regime for 2020/21 are unclear at this point, it is clear that we face a very challenging financial position across both the health and care
sector:
•
We have experienced an Increased year to date run rate associated with managing the pandemic – this means that in underlying terms we are spending more money than we
expect to have available to us on a recurrent basis
•
Our 2020/21 plans are on hold or delayed – resulting in efficiency programmes and the expected return on investment also being delayed during this year, meaning a bigger
resulting financial challenge to address going forward
•
Recovery will require investment in some areas and/or result in increased inefficiencies – to meet national/regional requirements (critical care, infection prevention and
control), meet increased demand (mental health, waiting list backlogs) or to support on going delivery of benefits seen in the pandemic response (discharge, hubs for vulnerable
people) – we will need to understand these requirements and reflect them in our financial plans
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7. 2. Finance: Health & care – planning together (1 of 2)
1. Principles
Whilst recongising the financial uncertainty that we are currently operating under we are committed as NHS partners to managing our financial challenges and future investments in
line with the following principled approach:
• Commitment to our existing strategic investment plan – differentiated by area of investment to support agreed strategic priorities and the development of community based care
• A commitment to local oversight of allocation of resources, including community and mental health services
• Recognition that we will need to transition back towards our existing strategic plan as in the short term (20/21 and 21/22) there will be additional recovery priorities that we will
need to fund
• Commitment to work collaboratively and with collective responsibility across system partners to ensure that we make ends meet over this period
• Commitment to securing demonstrable best value and to maximising available efficiencies to secure the lowest possible run rate - at organisation and system level
• Commitment to ensuring that the recovery commitments we make are cost neutral overall e. g. they can be managed within the total resource available to the system, recognising
that this may require stringent prioritisation
• Commitment to ensuring that there are no adverse consequences of our recovery (and wider) actions - where there is either an intended or unintended consequence by
organisation we will collectively work to mitigate the risk for that organisation
2. Funding recovery
• We will need to review our recovery commitments for the reminder of 2020/21 in the context of the national funding approach and the above principles, with a focus on ensuring
that we can fund prioritised recovery commitments whilst also seeking to reduce our run rate wherever possible.
• For 2021/22 we will need to adopt a systematic approach to our financial planning that also reflects our principles, takes due account of our pre Covid-19 strategic investment
plans and our identified recovery priorities. We are developing a planned approach for doing so and will develop this further over the coming weeks as national guidance and our
own recovery implementation plans provide greater certainty in terms of the ask and available resources. Our work will include a collective review of:
o
o
o
o

The investments and savings that we had planned for 2020/21 - to determine those that remain important (strategically or as a vital component of our planned recovery)
and those that we would deprioritise as not feasible/no longer a priority in the current circumstances - this will give us a ‘carry forward’ proposition as a first step
Our original 2021/22 LTP commitments, our recovery commitments and requirements and the scope for new savings for 2021/22 - this will give us a ‘new requirement’
proposition as a second step
An assessment of the carry forward and new funding requirements against available resource and in the context of our pre Covid-19 investment strategy.
The development of options for managing the expected gap between aspiration and available resource to support an agreed within borough and system wide
prioritisation to enable us to set plans that match available resources.
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7. 3. Finance: Health & care – planning together (2 of 2)
3. Ensuring our financial planning and investment approaches support integrated delivery and optimised utilisation of
available resource

• If we want to deliver on health inequalities as a system we need to disproportionately invest and shift our resources to address this.
To do this we need to move away from the pre-Covid-19 funding approaches if we are to support our objectives of downstream
strategic investment shifts, the development of our prevention and community based care offer, integrated service delivery
underpinned by genuinely pooled budgets, system approaches to risk and gain share to incentivise innovation and financial
sustainability plus collective responsibility for managing the system finances. This will include our Long Term plan commitment to
move away from the Payment by Results funding model.
• There are a number of key pathways or service areas that we will need to work through to determine approaches that best meet
these objectives.
o Doing so will secure a system proof of concept in terms of demonstrating our principles and ensuring a collective agreement on
the way forward for these areas that embed the benefits seen during the pandemic whilst also providing a sustainable funding
approach for recovery/the future.
o Potential areas that we will consider are: discharge, continuing health care, community services 2 hour rapid response/48 hour
discharge models, shielding/vulnerable hubs, urgent and emergency new access models and digital by default. All will require
agreed resourcing and resourcing shifts, alongside securing appropriate system incentives and risk/gain share approaches, to
secure a sustainable financial delivery model
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7. 4. Finance: SEL NHS overview (1 of 2)
Charts (next slide) explanation
•

The charts on the following slide show the planned allocation of resource / investment by area related to CCG commissioned services

•

These reflect increased investment agreed across the system which was aligned to the national Long-Term Plan funding uplifts

•

The charts exclude non-CCG sources of funding for SEL providers, noting these are significant for areas like specialised services

•

The charts are provided to illustrate our planned investment for 20/21, to support expected demand and to support our service and
investment priorities for the year

•

The Covid-19 impact we have seen year-to-date, the financial implications of our recovery plans for the rest of the year, plus the
NHS/LAs funding regime for months 7-12, will result in a balance of spend / investment that differs from that planned

•

It will, however, be important to understand these differences as we plan for the future and re-assess out investment priorities, whilst
seeking to remain true to the overall objective set out in our Long Term Plan response of shifting investment to community-based care
and from treatment to prevention
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7. 5. Finance: SEL NHS overview (2 of 2)
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7. 6. Finance: Royal Borough of Greenwich (RBG)
•

RBG’s Medium Term Financial Strategy was published in February 2020 and highlighted a budget gap of £12m in 21/22, rising to
£37m by 23/24, however, the impact of significant government funding changes is not reflected in these estimates. RBG is
currently looking at ways of reducing the

•

The impact of the Covid-19 pandemic represents an additional and severe financial challenge, not only increasing the Council’s
expenditure above normal levels but also impacting significantly on its income

•

After allowing for income from the NHS to support hospital discharge services and grants announced so far by the Ministry of
Housing, Communities and Local Government, the Council anticipates a funding gap of over £20m in 2020/2021.

•

Looking ahead to the medium-term, financial recovery will not just be about containing expenditure at sustainable levels but also,
crucially, on the recovery of key income streams – for the Council, this includes not only fees and charges for services such as
parking, trade waste and leisure, but also Council Tax and Business Rates.

•

We continue to operate in a climate of financial uncertainty as we continue to await a multi-year spending review for Council
funding and a long-term solution to the sustainable funding of adult social care support.

•

the chart below shows ….
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7. 6. Finance: Royal Borough of Greenwich
Average monthly spend by service type

Average Spend by Client Group

Supported
Living
17%

Physical Disability
17%
Learning
Disability
29%

Older People
Mental Health
6%

Shared Lives Client Support Day
2%
1%
Service…

Direct Payments
12%

Home Care
26%
Residential
27%
Mental Health
11%
Older People
37%

Nursing
14%

Average monthly spend by Service Type

Average monthly spend by Client Group
Learning
Disability

Mental
Health

Older
People

18,403,594

6,769,283

23,201,803

Older People
Mental Health
3,467,911

Physical
Disability

Grand Total

10,745,720 62,588,311

Client
Day
Direct
Support Services Payments

Home
Care

Nursing Residential

Supported Shared
Living
Lives

Grand
Total

1,125,519 782,504 7,636,835 16,067,222 8,615,734 16,988,719 10,556,260 815,518 62,588,311
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8. 1. How we will deliver this: Leadership
Overall responsibility for this local plan sits with Greenwich Health & Wellbeing Board. Delivery will be through the Greenwich Borough
Based Board and Healthier Greenwich Alliance. This is to ensure we have the depth and breadth of local engagement with all local
organisations.

We are moving to a more integrated commissioning and delivery arrangement across health and care together with NHS system
development work with colleagues in Bexley, Lewisham and Greenwich NHS Trust and Oxleas NHS Foundation Trust. In order to deliver
at pace and continue to manage with Covid–19 within our population we will also make use of the following operational groups:
•

RBG Health and Adults Services directorate management team (DMT)

•

RBG Children's DMT

•

SEL CCG in Greenwich senior management team (SMT)

•

Greenwich and Bexley system group (Resplendent)

•

A&E Delivery Board

•

SEL Planned Care Board

•

SEL Acute Based Care Board

•

Our Healthier South East London Partnership (ICS)

Our governance structure for delivery is set out in the next slide.
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8. 2. How we will deliver this: Governance structure for delivery
Greenwich Health and Care System
Royal Borough of
Greenwich
Cabinet

GOVERNANCE

Range of Children
and Adult JCGs

PARTNERSHIPS

DELIVERY

Greenwich
Mental Health
Alliance

Greenwich
Integrated
Commissioning

Health and
Wellbeing
Board

Children’s Services
Strategic
Partnership
Joint
Commissioning
Groups

Bexley and
Greenwich Systems
Groups
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Greenwich
Borough
Based Board

South East
London CCG
Governing Body

Healthier
Greenwich
Alliance

H&WB Strategy
Groups

SEL Delivery
Groups

Live Well, Thrive,
Healthy Weight

A&E Delivery Board

8. 3. How will we deliver this – milestones for delivery: July-Dec 2020
Jul-Aug

Sept

Oct

Nov

Dec

Covid-19 Needs and Inequalities Analysis SEL

Understandi
ng the
impact of
Covid-19 for
our residents

Note: Further milestones to be
worked for 2021 onwards

Understand the impact of increased use of digital, and
access for explored through resident engagement
Understand how people experienced care through Covid19 through resident engagement, specifically for BAME/
vulnerable communities
Further develop recovery plan with residents and local
partners

Workforce

Robust plans to support workforce returning to work safely and well incl. risk assessment, employment resources, workshops
Develop a shared culture of learning including a mechanism to do so

Public
Health

Develop Neighbourhood model through engagement events
Test and trace programme implemented
Build back resilience of residents particularly vulnerable and shielded groups
Promote patient confidence to use services, targeted approach to those disproportionately affected

Primary &
community
care

Plan in place for future waves, incl. surge sites
Defined community home first offer (Mental & Physical
Health) Implemented

Flu immunization & other winter plans implemented

Refocus on proactive care including immunisations, cancer screening, LTC management, postnatal checks, SMI/LD/NHS
Health checks
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ENCLOSURE: 9

Greenwich Borough Based Board
DATE: 9/11/20
Title

Royal Greenwich Health and Adults Services Vision

This paper is for information
We are developing a new vision to provide a framework for how we support
adults to live their lives to the full in Greenwich. This is being created together
with people who may need support, staff and partners through:
•
•
•
•

Executive
Summary

Carrying-out in-depth analysis of data and the types of health and care
challenges we know our residents are facing and using up-to-theminute public health trends, forecasts and insights
Engaging with practitioners staff through our ‘Forward Thinking’
programme
Getting direct input from partners and providers
Engaging with people about what matters to them and how we can
support them differently; hearing the voices of different parts of our
communities, not just those who already use adult social care services

We want to set a high level vision that will inspire everyone to work towards
and a roadmap/approach upon which we will build our strategies and plans to
achieve it.
The vision supports the Council’s ‘Healthier Greenwich’ high-level objectives,
as well as the Greenwich Health and Wellbeing Strategy priorities and the
more recent Greenwich Covid-19 Recovery and Reset Plan.
Greenwich is a growing and densely populated borough, with people living
longer but in poorer health e.g. 50% of over 65s already live with a degree of
frailty. The numbers of people living with multiple long-term conditions is
increasing in the borough, with both younger, disabled people and older
people living with more complex needs.
The impact of the pandemic is exacerbating health inequalities and impacting
on all aspects of health and wellbeing e.g. increasing rates of mental ill health.
The year on year increasing spend in Health and Adults Services to address
these key challenges is not necessarily translating to better outcomes for our
residents.
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We need to work together, towards an approach that leads to better outcomes
for people, including more independent outcomes for older adults, disabled
people, those with disabilities and those with mental health needs. A more
creative approach with more effective use of our resources is required.
Our approach – building on our strengths
We want to work with people and their support networks to support them to
live the best possible life they can; whatever their circumstances.
Our strengths based approach puts individuals, families and communities at
the heart of care and wellbeing, supporting independence, building resilience
and better connecting people with communities, activities and opportunities.
We will take the best of what we are doing already in Greenwich to develop
and embed a consistent, shared way of working with people to achieve the
best outcomes and value for money.
We will use key principles to deliver consistent and effective strength-based
practice across services. To further support this way of working we will also
commit to:
•
•
•
•
•

Cultural change across Health and Adults Services and wider services
Valuing and supporting staff through continuing professional
development and career progression
Joint and collaborative working with statutory and community partners
Working together with residents at an individual level to help them find
the right solutions and working with local people and people who use
our services to design and develop service improvements
A focus on prevention, including more people getting early help to
support their physical and mental health, wellbeing and independence

Recommended
action for the The Board is asked to NOTE the report.
Committee
Potential
N/A
Conflicts of
Interest
Key risks &
mitigations
Impacts of this
proposal

Equality impact
Financial impact

Wider support for
this proposal

Public
Engagement

A range of partnership forums, resident survey and focus
groups have been engaged as part of this process.
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Author:
Clinical lead:
Executive
sponsor:

Other Committee Healthier Greenwich Alliance
Discussion/
LIM and Cabinet
Internal
Health and Adults Staff via the Forward Thinking
Engagement
Programme
Alexia Fergus, Forward Thinking Delivery Lead, Royal Greenwich
Sarah McClinton, Director of Health and Adults Services, Royal Greenwich
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Supporting the delivery of our ‘Healthier Greenwich’ priority for Royal Greenwich, our
vision for Health and Adults Services is as follows:
Forward Thinking: working together to help you live the best life you
can in Royal Greenwich – healthier, happier and more connected.
Our ambition is for us all to focus on what we can - or could - do,
rather than what we can’t, to help us live well.
We all have our part to play in this. Together we will build modern options for adult
health and social care, that help our residents and workforce to thrive and where we
make the best of our resources, based on our shared ethos:
1.

Strength in people: making the most of everyone’s ability and potential to be as
active, independent and resilient as possible. Where we can overcome challenges, get
support when we need it and be proud of our own achievements – no matter how
big or small.

2.

Strength in communities: making the most of connections, valuing the
contributions of family, friends, colleagues, communities and local services – to help
include and support us all.

3.

Strength in diversity: treating everyone fairly and with respect, addressing
inequalities and working to stamp-out discrimination - actively supporting each other
to become even stronger.
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Visual used and developed as engagement tool with residents and partners

WHY A NEW VISION?

PEOPLE’S WORLDS ARE CHANGING. OURS MUST TOO.

Impact on our resources
and our work

Growing and
denselypopulated
borough

Increasingly
diverse
community
facing structural
inequality

•
•
•

More physical &
mental health
issues, people
living longer but
in poorer health

In the last five years, cost per capita has
grown by approx. 10%
60% of total spend is accounted for by
only 1,000 of residents
We know that our residents could be
living more independent lives including
60% of adults with learning disabilities
would benefit from an enablement
opportunity; and about 470 additional
people every year who would benefit
from Reablement.
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The Digital Age
influencing
communication
and service
delivery

Global
pandemic with
at least 9,000
shielding in
Greenwich

Greenwich is changing. Health and Adults
Services must respond.
COVID-19 has shown the power of community connections,
independence and resilience.
Through Forward Thinking we are developing a new strengths
based approach focussed on better, more independent outcomes
for residents and more effective use of our resources.

Our approach – building on our strengths
We want to work with people and their support networks to support them to live the best possible life they can;
whatever their circumstances, by:
•
•
•

Asking people what matters to them and what they want to achieve
Identifying what they have and what’s around them
Building on what they can do (rather than what they can't)

Our approach puts individuals, families and communities at the heart of care and wellbeing, supporting independence,
building resilience and better connecting people with communities, activities and opportunities. There are many excellent
examples of this way of working already in Greenwich. We will take the best of what we are doing to develop and embed
a consistent, shared way of working with people to achieve the best outcomes. We will use the following principles to
guide our practice:
Key Practice Principles
1

2

3

4

5

Always seek
opportunities to help
residents
live as
independently
as possible, through
focusing on their
strengths and
opportunities

Have real
conversations
where we listen to
our residents,
building
understanding and
trust.

Focus on best
practice. For
example, seeking to
offer solutions to
the person in front
of us and not
making long term
decisions during
a short term crisis.

Helping our residents
to build resilience and
interdependence
building on
the resources available
in their community and
wider support
networks.

Collaborate with
partners and
really understand
what each other
can offer.
Promoting local
working together
with our
communities.
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To support this way of working for the future we commit to:
Cultural change across Health and Adults Services and wider services
Valuing and supporting staff through continuing professional development and career progression
Joint and collaborative working with statutory and community partners
Working together with residents at an individual level to help them find the right solutions and working with local
people and people who use our services to design and develop service improvements
 Focus on prevention, including more people getting early help to support their physical and mental heath,
wellbeing and independence.






Over the next 3 years step by step we will develop, deliver and embed our approach using our
‘Forward Thinking’ model:
STEP ONE
Understanding local need
and what matters to
people

STEP TWO
Co-designing and testing
solutions

STEP THREE
Co-delivering and
evaluating the solutions
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STEP FOUR
Embedding and sustaining
what delivers the best
outcomes and value for
money

We could be delivering improved outcomes for many of our residents
These challenges are creating increasing demand on health and social care services. In Greenwich, spend in Health and Adults Services is increasing
year on year but this does not necessarily lead to better outcomes for our residents.

We carried out a series of
workshops to understand if
our residents were achieving
the best possible outcomes in
terms of what mattered to
them.
After reviewing over 160
cases of adults currently
receiving social care support
with 35 of our practitioners
across 12 disciplines, it was
identified that over half of the
residents we work with could
have achieved a better
outcome.

We need to work together, towards an approach that leads to better
outcomes for people, with more creative and effective use of our resources.
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What words do you use when talking to teams and residents
about strengths-based practice and independence?

What do our staff say about working in this way
Our staff are ambitious and aspirational in terms of what
life should be like for the residents they work with. What
they want for residents:
“Promoting independence, dignity, living well and upholding
human rights.”
“Not reliant on Adult Social Care but on the right support at
the right time.”
“Being truly part of the wider community engaging with a
range of people and cultures and participating in activities
they enjoy.”
“That we have a community that sees the wealth of
experience and talent that someone with a learning disability
can contribute, just like anyone else.”
“A life in which self-determination and choice are treated as
priorities.”
“No one-size fits all – true diversity means not treating
everyone the same because we’re not the same - we are
working with human beings – individuals.”
“Being able to access the same opportunities in respect of
housing; employment and community as other residents in the
borough.”

When asked what we need to do to help staff further develop and embed consistent strengthsbased practice across the board, they said:








Cultural change across the service and organisation to support this approach, including trust and
supporting positive risk taking
Good, open communication and supportive management
Collaborative, multi-disciplinary team working with an understanding of everyone’s roles
Better knowledge and access to information, support and services based within the wider
council and community
Relevant training, professional development and career opportunities
Resourcing
Clear effective processes and pathways enabled by technology
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What local people who live and work in Greenwich are saying about what is important
Barriers to accessing technology worsening
isolation.

Improving access to help and support
through simplified pathways and clear
information in a range of formats e.g.
one stop-shop, one phoneline, one
leaflet.

Family, friendships,
companions

People’s experience of and
access to health and social
care services during 2020 has
been mixed.
Looking after my
mental health

Looking after my
physical health

People want and need very practical and
emotional support for their wellbeing e.g.
help with accessing food through to a
phone call to check in on people.

Need for a range of safe activities (faceto-face and virtual) to support physical
and mental health, wellbeing and
connection. Also to offer respite to
carers. But lots of complex challenges
in terms of provision and access in
relation to covid.
Better access and support
for getting out and about.

Access to outdoor space particularly important
for those in housing without gardens or nearby
open spaces but they also need to feel safe to
leave their homes.

The response from the community has been incredible
but concerns the most vulnerable are becoming invisible
again as more people resume ‘normal’ life.
Key themes identified through recent workforce and resident
engagement (surveys, focus groups, partnership forums)

Prior to the pandemic 31% of
respondents reported in the
Greenwich Adult Social Care Survey
2019/20 feeling socially isolated. The
pandemic has further isolated people,
significantly impacting on mental
health and wellbeing.

Having a purpose/
achieving something

Being able to do
things for myself

The pandemic has exposed and exacerbated health
inequalities; we are not all at the same starting
point therefore we need to make extra special
effort to bridge gaps for those disproportionately
affected.

Mutual benefits of
volunteering
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Increasing demand for welfare advice, financial and employment support in relation
to the long-term impacts on the economy and reducing employment opportunities.

What residents have said so far about our approach

People highlighted through the survey, partnership
forums and focus groups:
• That although independence was important, we all
have interdependencies and the need for help and
support, whoever we are.
• That to build trust with residents staff had to get
the communication right, develop relationships and
follow through on actions, as well as being
respectful of residents and carers as experts in their
own lives.

The xx respondents that answered our survey were a mix of users and non-users of health and social care services.

“Some people feel like they haven’t got anything to offer. Everyone’s got a skill, everyone’s got something. If
people can be engaged in a skill or interest it can give them a purpose”
“Recognising that things are difficult for people. Listening is a big part of what is necessary –it’s the biggest tool
you have.”
“Being able to engage in the community, to be an active part. Not to be marginalised and seen as a burden on
society.To be given the support to lead a normal, active and fulfilling life.”
“Having the control over my own life and self determination - with the appropriate support.”
“I'm very aware of my heritage and culture and its important that staff are trained to understand cultural
differences.”
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• Staff needed the permission, the time and the right
training and support to carry out this approach.
• That there needed to be continued investment in
the voluntary and community sector and prevention
generally if this approach was to be successful.
• Concerns that an increased focus on promoting
independence and community support was a way of
cutting services, personal budgets, and using
volunteers rather than paid staff.
• The importance of service user involvement in the
design of services and that representation is diverse.
That proactively reaching out to people using
accessible formats was needed to support this.

With special thanks to:
•
•
•
•
•
•
•
•

The Mental Health Development Collaborative
Learning Disability Partnership Board
The Direct payments/GAD group
METRO GAVS and members of the Voluntary Sector Forum
Volunteers Centre Greenwich and their focus group participants
Charlton Athletic Community Trust walking football group – pilot survey
The Dementia Reference Group and their focus group participants
Royal Greenwich Community Participation and Diversity Team and
members of their housing panels focus group participants
• The Carers Centre and their focus group participants
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Putting a strengths-based approach into practice
Local examples and stories
Royal Greenwich’s ‘Reablement Service’ and
Nancy’s story
The Reablement Service offers short-term support (up to six
weeks) for people in their homes, or wherever they're living.
Reablement means 'learning or re-learning the day-to-day skills
needed to encourage self-confidence, support independence and
promote healthy living’.
After a spell in hospital, Nancy was struggling with tasks involving
mobility and was having three visits a day from carers. The
reablement service were able to reduce this through tailored
independence training, and a change in the way she used her
assistive equipment.
Previously, the reablement service only took on cases where
residents would be able to leave the service fully independent.
Now, however, they are taking on more complex cases like
Nancy’s with the potential for at least some reablement and level
of independence.

Royal Greenwich’s ‘Shared Lives Scheme’ and
Kathy’s story
Shared Lives is a scheme that recruits, trains and supports carers to
provide accommodation and support in their own homes. Residents
who access the scheme are treated as part of the family and
supported to maintain and/or develop skills and independence and
take part in community life.
Kathy became a Looked After Child and transitioned into Shared
Lives as an adult. She has a range of diagnosis of which include
learning disabilities, hearing and visual impairment, and mental health
issues.
Kathy wanted to be able to live independently, so her carer, Sharon
supported her with many skills, including cooking, cleaning, hygiene,
budgeting, and home security to prepare her for this.
She then helped Kathy with registering for the housing list and
bidding on properties and worked with her to understand the
meaning of a tenancy.
As a result, Kathy has just moved out of the Shared Lives scheme and
is now living independently in a flat.
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Charlton Athletic Community Trust’s’ Extra Time
Hub’ and Emile’s story

Volunteers Greenwich and Unity Works ‘Supported
Volunteering Programme’ and a local resident’s story

CACT’s Extra Time Hub is a chance for those aged 55+ to get
together to take part in a wide range of activities, from curling to
singing for health and exercise to music.

Supporting people with a range of needs, including disability and mental
health issues, this project enhances people’s employment prospects by
increasing their confidence, skills and experience, with the tailored
support of a trained mentor.

After the passing of his wife, Emile started to attend a regular
Bereavement Walk run in partnership with Cruse, where he formed
a friendship that would see him open up about his life.

One of our local residents with a learning disability had spent a long
time in further education and carrying out work experience but had not
progressed into employment. On joining the scheme she worked with
her mentor on focusing on tasks and on becoming more independent.
She was able to start travelling on a bus to meet her mentor alone and
then found a volunteering placement in retail, whilst she continued to
look for paid work.

Emile was then encouraged to join CACT's Extra Time Hub.
Attending regularly and taking part in various activities.
A lifelong football fan, he also started to attend the Walking
Football sessions held at Eltham Goals every Tuesday.

With support she improved her CV, adding the additional skills she had
gained and after five months was successful in gaining a job working in a
local cinema.

Emile says:
"I love coming to all the sessions that I do with Charlton; I really,
really enjoy it. I have met so many good people and made some
great friends, and to be honest it has given me a purpose in life
once again.“

Not wanting to undo the progress made, during lockdown whilst the
cinema was closed, her mentor supported her to volunteer to walk dogs
for people who were isolating.

The Extra Time Hub is taking steps to open in a safe way for the future.

She is looking forward to returning to her role in the cinema, although
her dream job would be to work in a vets.
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‘Age UK Bromley and Greenwich’s ‘Men in Sheds’ and
Terry’ story

Royal Greenwich’s ‘Community Hub’ and Eileen’s story
The Royal Greenwich Community Hub/Live Well Greenwich offers a range
of practical and emotional information and support for residents,
particularly those that have no support around them.

Men in Sheds provides a space with workshop facilities for men to feel at
home, socialise, share/learn skills or simply chat over a cup of tea. It aims
to support the independence and wellbeing of older people in later life.

Eileen, a former Eltham South councillor, accessed the hub following
lockdown in March. Eileen, who is blind, found the shopping service
provided by the Hub very useful, as she described not being able to order
online through supermarkets at the time.

Terry, 73 got in touch with them to see what it was all about. A retired
carpenter, Terry’s own Shed was full, and he wanted to keep his hand in.
Since retiring, Terry had lost touch with most of his friends who he knew
through work and thought that the Shed might be a way of making new
mates.

“That was a lifesaver. They did my shopping - I found that the shopping list
was absolutely excellent, the volunteers were really good.”
During lockdown, the Hub helped give her independence, meaning she
didn’t have to rely on neighbours or friends to do her shopping for her.
Now, she is able to order her shopping online through a supermarket which
has developed an audio system allowing her to place an order.

Terry has made many bespoke commissions and supported on various
community projects over the years. He’s also made friends, joining in with
Shed socials and sometimes meeting up with other Shedders for nights
out. Terry says that the Shed gives him something to talk about with his
wife and family so that he can now contribute to conversations, whereas
before he would sit and listen.

Eileen has also used the Hub to get to and from hospital appointments,
being driven by CACT staff in the Rivervale minibus.

“Before I came here I had nothing to do apart from sit around and wonder
what to do. I look forward to coming in on a Monday after the weekend”.

“They’ve been very caring, very attentive, very helpful and I felt really
supported.”

The Shed has reopened at one of its venues in the borough but is running at
reduced hours and capacity.
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Age UK Bromley and Greenwich’s ‘Okey Cokey Club’ and
Ganga’s story
The“Okey Cokey Club” is a club for Gurkha veterans, their wives and
widows to support them to integrate, address loneliness and isolation, enjoy
life and access any help they need. Members of the non- Nepalese
Community are also welcomed.
The Club’s programme of activities is varied and encompasses social
activities and education in a fun and welcoming space, including arts and
crafts, sporting activities and dance to English lessons, cooking, health talks
and shopping trips to build confidence. Age UK Bromley and Greenwich also
offer welfare, housing and benefits advice, as well as help with navigating the
NHS and social care systems.
Ten months ago, Ganga and his wife came to settle in the UK and, despite a
relative helping them with the move, initially struggled to adapt and integrate
with the local community.
Since finding the Okey Cokey club life has improved dramatically. Ganga
now volunteers for the project; interpreting, helping settle in new members
and assisting at events. Sashi, his wife also now runs the very popular sewing
session with the ladies “Sewing with Sashi.”
“Nepalese people say they have found it very difficult to open up themselves
into this society,” Ganga says.“So this activity and creativity helps them to
talk to other people. Now, when they go to the market or the hospital or
bank, they have more confidence, even if they have a language problem. It's
not only helping, now they're enjoying life.”
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ENCLOSURE: 10

Greenwich Borough Based Board
DATE: 12th November 2020
Title

M6 Finance Report

This paper is for discussion.
M6 Greenwich Borough Financial Position
At M6, Greenwich is reporting a £128k over-spend against its proportion of
the agreed financial allocation, which is largely driven by:
•
•

an over-spend of £476k in relation to Continuing Healthcare (CHC)
over-spend of £95k in relation to Prescribing

YTD, Greenwich has incurred £8.961m of Covid-related expenditure, which
includes the amount incurred by RBG in respect of the Hospital Discharge
Programme (HDP) and which the CCG will reimbursing the Council for once
the s75 variation agreement is signed-off – the breakdown of £8.961m is as
follows:
•
Executive
Summary

•

•

£1.2m of direct CCG additional expenditure (staff over-time, “hot”
hubs, increased placement costs)
£7.3m of claims relating to HDP, with work underway to agree a
variation to the existing s75 agreement that will need to be finalised
and signed in order for funding to flow between the CCG and RBG
(anticipated during September)
£401k of expenditure by GP practices on items such as PPE, staff
back-fill costs and work undertaken within practices to make them
safe for patients and staff

Financial arrangements for M7-12 will change, moving away from the
current system of retrospective top-ups so we will receive all the allocations
up-front, including an allocation for Covid-19 part for the SEL ICS which will
need to be divided between the key providers (GSTT, KCH, LGT, Oxleas &
SLAM) and SEL CCG.
The central Finance Team have re-set CCG budgets for the remainder of
the financial year and will confirm the revised values with each of the CCG
Borough teams imminently; these revised budgets will then form the basis
for reporting and financial control for the remainder of the year.

211

1. Discuss and note the M6 (September 2020) financial position and
forecast out-turn financial positions for both NHS SE London CCG and
Greenwich Borough

Recommended
action for the
2. Note the details of the Covid-19 expenditure to-date for both NHS SE
London CCG and Greenwich Borough
Committee

3. Discuss & note the key risks identified for NHS SE London CCG and
the associated mitigation activities
Potential
Conflicts of
Interest

None
Equality
impact

None
The main financial risks / implications are as follows:
•

Impacts of this
proposal

Key risks &
mitigations

•

The CCG is operating at £3.3m over-spend each month
against its confirmed allocation. Whilst there is
reasonable certainty about the M1-6 position, the
approach from M7 in particular remains unconfirmed. If
there is any risk to funding, the CCG will need to make
decision about addressing its cost base.
During the Covid-19 response, the CCG committed the
equivalent of 2.3% of its expected allocation to meet the
demands placed on the system. As the NHS moves on
to the next stage of the Covid-19 response, appropriate
exit strategies and / or funding sources will need to be
identified.

Wider support
for this
proposal

Public
Engagement
Other
Committee
Discussion/
Internal
Engagement

Author:

Annie Norton, Assistant Director of Finance (Greenwich)
NHS SE London
07880 – 370073

N/A

N/A
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Borough-Based Board Meeting
M6 Finance Report – GREENWICH

Annie Norton, Assistant Director of Finance
4th November 2020
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SE London M6 Financial Position: Key Messages (1 of 2)
• The CCG has continued to operate within the temporary financial regime that NHSEI put in place in
response to the Covid-19 situation, which seeks to ensure that funding is not an impediment to the
pandemic response and with a commitment to funding reasonable variances on a retrospective basis
to cover the costs of Covid-19 expenditure and other reasonable over-spends
• The CCG has now received all requested retrospective funding for M1-5, therefore all variances to
budget shown represent the in-month movement
• Within this context, the CCG is reporting an in-month over-spend of £12.18m, which is made up of
Covid expenditure of £8.99m and a further £3.18m over-spend against non-Covid budgets, against
the CCG’s agreed allocation
• The CCG’s non-Covid position includes expenditure for Hospices of £0.4m, following a request from
NHSEI to show this as non-Covid expenditure in M6 - whilst this position is sustainable in a system of
retrospective top-ups, the future funding arrangements for Hospice financial short-falls remain
unclear and the CCG has approached the regional NHSEI team for clarity
• Due to NHSEI’s commitment to fund reasonable variances, the CCG is reporting breakeven for the
period M1-6, with additional funding to cover the over-spend to be received through the
retrospective allocation process
• M6 is the final period of the temporary financial regime and from M7 things move back to a more
normal fixed budget approach. The CCG now has a confirmed financial allocation for M7-12 and
work has been completed to set individual budgets for the remainder of the year - the aim is to
ensure that changes from a roll-forward of the M1-6 budget are limited, with adjustments made only
where necessary due to the impact of the present environment
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SE London M6 Financial Position: Key Messages (2 of 2)
• Of £12.18m YTD over-spend, Covid-19 continues to represent the main area of over-spend
(the full break-down can be seen on the next slide):
– a further £8.99m incurred in M6 (YTD expenditure is therefore £42.6m), driven by council hospital discharge
costs
– the CCG has received an additional allocation to fully cover the 33.6m spent in M1-5
– whilst funding is expected against these costs for M1-6, the CCG needs to have a clear strategy to exit from
its present expenditure commitments given that current funding arrangements are anticipated to change
and it is important that any recurrent commitments are identified and appropriate decisions taken to
prevent unfunded cost pressures emerging

• Continuation of price pressure during the Covid-19 period for Prescribing:
– The M6 prescribing position is based on July PPA data and demonstrates the expenditure changes seen
during the Covid-19 period (PPA information is provided two months in arrears)

– Cumulatively, a 6.1% price year-on-year price change due to short stock items, being partially offset by an inyear 3.6% activity reduction (related to the activity spike in March 2020 linked to Covid-19) – the position
continues to be closely monitored and there is a current expectations that activity will “normalise” from
October 2020
– the position is being discussed on a on-going basis with Medicine Management Teams to better understand
the position and to identify appropriate mitigations to reduce the current level of expenditure

• CHC is £404k over-spent YTD:
– the Continuing Healthcare overspend is driven by the recurrent impact of the 2019/20 exit run rate
– whilst there are signs that this cost is coming down, further work is required to understand the drivers to this
position
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SE London M6 Financial Position: Key Figures (1 of 2)
In-month
Variance
£’m

Comment

Prior Month
Comparator
£’m

Covid-19

8.99

The CCG has spent a further £8.99m on Covid-19 related expenditure, which brings the total YTD spend to £42.59m. The
£33.60 incurred in Months 1-5 has attracted an allocation in full from NHSEI. This funding relates to the CCG’s local
spend plus funding for hospital discharge costs incurred by the six local boroughs. The expenditure increase in Month 6
is driven by council hospital discharge costs.

6.76

Hospice
Funding

0.44

Following changes in the national funding arrangements for Hospices, an additional £0.4m has been included in the
Month 6 position. This reflects a change in responsibility for funding financial shortfalls with Months 1-4 being centrally
managed by Hospice UK, with from Month 5 onwards CCGs being responsible for covering financial pressures on an
open book basis. The arrangements for Hospice funding arrangements were agreed across London CCGs. Further work is
on-going with providers and the value of the payments reflects the fact that we are the host commissioner for 3
Hospices. As mentioned above, funding arrangements for Month 7 are unclear.

-

Prescribing

0.09

The prescribing run rate has been adversely impact by price and activity changes during the Covid-19 period; the CCG is
presently forecasting a 6.0% price increase on the 2019/20 outturn.

0.70

Allocations
Changes

1.29

The CCG has a monthly shortfall in its allocation of £1.29m due to the adverse impact of the changes made to its
allocation. This includes the impact of the funding adjustment for GP@Hand.

1.29

CHC
Expenditure

0.40

The CCG’s CHC spend represents a pressure to the CCG but there are indications that the impact of the present
environment is reducing the CCG’s current monthly run-rate. This is as a result of the impact of the hospital discharge
programme and other factors.

0.21

-

NHSEI have asked for all CCGs to reflect the impact of the 9% retrospective FNC price change within their 2021 position.
This was reported in Month 3, and represents a non recurrent charge.

0.28

Running
Costs

0.39

The CCG’s running cost allocation was reduced as part of the revised funding arrangements. The impact of this running
cost adjustment is circa £0.38m per month

0.30

Other

0.33

Further overspends due to commitments made against the MHIS (£0.12m), the impact of the present contracting
arrangements (£0.27m) and the CCG’s initial planning gap (£0.25m).

0.38

Mental
Health

0.25

The CCG’s position is driven by NCA expenditure predominantly on complex care patients. Work is underway to transfer
relevant budgets to providers from Month 7 which should enable a more co-ordinate approach in managing financial
risks.

0.20

Total

12.18

The CCG has received £50.61m of retrospective funding for the Month 1 to 5 period (i.e. a run-rate of around £10.0m
per month)

10.12

Area

FNC 19/20
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SE London M6 Financial Position: Key Figures (2 of 2)
Headline Financial Performance

Year to Date Expenditure Position
YTD Total Budget
YTD Total Expenditure
YTD In Year Total Surplus/ (Deficit)
YTD Expected Retrospective Allocation
YTD In Year Revised Surplus/ (Deficit)
YTD Planned In Year Surplus
YTD Variance against planned in year Surplus/ Control Total
YTD Variance against planned in year Surplus/ Control Total %
Previous Month YTD Variance before adjustment

Bexley

Bromley

Greenwich

Lambeth

Lewisham

Southwark

South East
London

Covid-19

Total SEL
CCGs

£'000s

Total SEL
CCGs (Non
Covid)
£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

56,099
57,040

99,832
100,019

76,733
76,862

82,496
83,784

66,423
67,478

65,516
66,871

1,073,112
1,071,342

1,520,211
1,523,396

33,595
42,589

1,553,806
1,565,984

(942)

(187)

(129)

(1,287)

(1,055)

(1,354)

1,770

(3,185)

(8,994)

(12,178)
(12,178)
0.0%

(1,384)

30

(155)

(2,126)

(356)

(547)

1,401

(3,138)

(7,382)

(10,520)

• For M6, the CCG is reporting a £3.18m over-spend against its normal programme budgets, together with Covid-19
related costs of £8.99m, i.e. the overall position is £12.2m over-spent, before the receipt of the retrospective
allocation
• In line with previous months, the CCG is expecting that this position will be funded in full to generate a
break-even financial position
• It should be noted that the M6 YTD position reflects the impact of the retrospective allocations received to date (both
the £33.60m Covid allocation and a further £17.01m for non-Covid funding) and therefore this needs to be
considered when comparing to the Month 5 position.
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SE London M6 Financial Position: Risks & Recovery Plan
Risk Position
There are two main risks facing SEL CCG in delivering its financial position - following in-depth
review work undertaken in-year, these risks are mitigated within the year-end forecast
position:
Issue/Risk

Summary of Issue/Risk

SRO

Mitigation

Month
Identified

Expected
Date for
Completion

£’m

BAF Rating
Likelihood

Severity

Score

CCG Financial
Regime

The CCG is operating at £3.3m over-spend
each month against its confirmed
allocation. Whilst there is reasonable
certainty about the M1-6 position, the
approach from M7 in particular remains
unconfirmed. If there is any risk to
funding, the CCG will need to make
decision about addressing its cost base.

Usman Niazi

The CCG is in discussion with NHSEI
to understand how the revised
financial regime will operate and
how the CCG can secure additional
funding where appropriate.

M2

M6

£3.2m

2

4

8

Impact of
Covid-19 on
Cost Base

During the Covid-19 response, the CCG
committed the equivalent of 2.3% of its
expected allocation to meet the demands
placed on the system. As the NHS moves
on to the next stage of the Covid-19
response, appropriate exit strategies and /
or funding sources will need to be
identified.

Usman Niazi

The CCG will undertake a review of
Covid-19 expenditure commitments
to ensure that appropriate exit
arrangements and / or future
funding arrangements are in place.

M3

M6

£6.2m

2

4

8

Recovery Plan
Each borough has produced a Borough-based Recovery Plan, feeding into an over-arching SE
London CCG Plan – Greenwich borough has engaged with a wide range of stakeholders about
its plan and is continues to develop its delivery plans for each of the key priorities, together
with partners and wider stakeholders
7
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Greenwich Borough: M6 Financial Position
Key Messages
• Financial arrangements for M5 and M6 have very largely replicated those for M1-4
• At M6, Greenwich is reporting a £128k over-spend against its proportion of the agreed financial allocation,
which is largely driven by:
– an over-spend of £476k in relation to Continuing Healthcare (CHC)
– an over-spend of £95k in relation to Prescribing

• YTD, Greenwich has incurred £8.961m of Covid-related expenditure, which includes the amount incurred
by RBG in respect of the Hospital Discharge Programme (HDP) and which the CCG will reimbursing the
Council for once the s75 variation agreement is signed-off – the breakdown of £8.961m is as follows:
– £1.2m of direct CCG additional expenditure (staff over-time, “hot” hubs, increased placement costs)
– £7.3m of claims relating to HDP, with work now concluding to agree a variation to the existing s75 agreement
that will need to signed in order for funding to flow between the CCG and RBG (anticipated early October)
– £401k of expenditure by GP practices on items such as PPE, staff back-fill costs and work undertaken within
practices to make them safe for patients and staff

• Financial arrangements for M7-12 will change, moving away from the current system of retrospective topups so we will receive all the allocations up-front, including an allocation for Covid-19 part for the SEL ICS
which will need to be divided between the key providers (GSTT, KCH, LGT, Oxleas & SLAM) and SEL CCG
• The central Finance Team have re-set CCG budgets for the remainder of the financial year and will confirm
the revised values with each of the CCG Borough teams imminently; these revised budgets will then form
the basis for reporting and financial control for the remainder of the year
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Greenwich Borough: Variances by Function
Budget by Function
Contracts
Team

Other Acute
Services

Other
Mental Health Continuing
Community
Services
Care Services
Health
Services
£'000s
£'000s
£'000s

£'000s

£'000s

Year to Date
Budget
Actual
Variance

-

10,798
10,798
-

6,308
6,287
21

4,025
4,015
9

Budget (M1-6)
Budget
Actual
Variance

-

10,798
10,798
-

6,308
6,287
21

4,025
4,015
9

Prescribing

Other Primary
Other
Care Services Programme
Services

Delegated
Corporate
Primary Care Budgets Non
Services
Running Cost

Corporate
Budgets

Total
(M1-6 ONLY)

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

9,865
10,340
(476)

16,027
16,122
(95)

1,147
1,147
-

6,246
6,251
(6)

20,215
20,214
-

722
515
207

1,382
1,171
211

76,734
76,862
(128)

9,865
10,340
(476)

16,027
16,122
(95)

1,147
1,147
-

6,246
6,251
(6)

20,215
20,214
-

722
515
207

1,382
1,171
211

76,734
76,862
(128)

As can be seen above, the main adverse variances are in relation to:
• CHC
 work continues to understand the on-going position
 the focus is on planning and undertaking Phase 1 (uncompleted assessments for discharges prior to 19/3/20 &
discharges during Covid-19 wave 1 i.e. from 19/3 – 31/8/20) and Phase 2 (discharges 1/9/20 onwards)
 All Phase 1 assessments need to be completed before 31/3/21 (currently c 100)
 For Phase 2, the aim is to complete all assessments within 6 weeks of the date of discharge, otherwise the cost
of care “transfers” from central government to SEL CCG and becomes a financial risk (number TBC)

•

Prescribing – the position to-date continues to be affected by: price increases, with an activity increase
during the Covid-19 period, and Cat M changes that commenced in June and continues to be closely
monitored
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Greenwich Borough: Covid-19 Expenditure
•
Total Covid-19 Expenditure: Greenwich
Hospital Discharge Programme RBG
CCG
Gallions View / Duncan
HDP Total
CCG Revenue
IT & Telephony
PPE
Surge Hubs
Patient Care
Medical Equipment
Staff Cover
Other:
Communication
Infection Control & Cleaning
Other
Prescribing & Pharmacy
Testing
Doctaly
Transport
JET + GPs
CCG Revenue Total
60p/head:
Primary care
IT and Telephony
Medical equipment
Other
PPE
Staff Cover
Surge/Hot Hubs
Infection Control
Communications
Social Distancing
Bank holiday cover
Primary Care Total
Total Covid-19 Expenditure

£ YTD M6
4,385,806
2,008,634
932,830
7,327,270

•
•
•
•
•
•

190,716
445,286

422,145

Total Covid-related expenditure claimed YTD £8.961m,
split as follows:

•

M1 £1.127m
M2 £1.181m
M3 £1.278m
M4 £2.082m
M5 £1.123m
M6 £2.170m

£8.961m YTD expenditure is made up of:
– £1.2m of direct CCG additional expenditure (staff
over-time, “surge” hubs, increased placement costs)

175,000

– £7.3m of claims relating to HDP, split as follows:
•
•

1,233,147

RBG £4.4m (nett of contributions to pooled fund)
Greenwich (CCG) £2.9m, including:
 £142k in relation to Gallions View which was
made ready as a non-acute “hot” site
 £791k for Duncan House which has been used
as a community discharge destination for
patients from acute settings, the vast majority
of whom tested positive for Covid-19

49,547
20,474
8,631
31,257
55,404
5,463
100,199
690
8,537
120,947
401,149
8,961,566

– £401k of expenditure by GP practices on items such
as PPE, staff back-fill costs and work undertaken
within practices to make them safe for patients / staff
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ENCLOSURE: 11

Greenwich Borough Based Board
DATE: 12 November 2020
Title

Developing our vision and values

This paper is for information
Executive
Summary
Recommended
action for the
Committee
Potential
Conflicts of
Interest

Impacts of this
proposal

Wider support for
this proposal

This slide deck summarises the engagement process followed in order to
agree with staff the appropriate values and associated behaviours for the
CCG.
The Board is asked to note the report.
None arising from this report.
Key risks &
mitigations

None arising from this report.

Equality impact

None arising from this report.

Financial impact

None arising from this report.

Public
Engagement
Other Committee
Discussion/
Internal
Engagement

Not required for this report.
Consultation with leadership (executive and non
executive), and staff members at organisation wide
briefings and 1:1s
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Engaging the organisation in the
development of a set of values
•

Governing Body seminars have focused on developing a set of values, for the
governing body and for the CCG.

•

To start the process of developing values, governing body members worked
together to discuss their personal values and those relevant to the governing body
and the wider CCG, as well as the expected behaviours associated with those
values. As a collective, they reviewed a list of values developed between them and
voted to establish six core values.

•

Throughout September and October, CCG staff were engaged in the process,
through the completion of a survey and at staff briefings, directorate meetings and
1:1 meetings, in order to determine the values they consider to be those which
should best reflect those of the organisation, before the final set were agreed
upon.
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Agreed Values and Associated
Behaviours
The values associated behaviours agreed through organisational development as follows:
Value
1. Integrity

Behaviours
We will be open and transparent in the way that we work

2. Collaboration

We are committed to working with others to achieve our goals

3. Respectful and
inclusive

We seek out a range of viewpoints and value everyone’s contribution

4. Compassionate
and fair

We respond with humanity and kindness to each person
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Next steps
The CCG will now be sharing the results of its away day as well as its plans to
embed the agreed values:
Activity

Date

Outcome of the away day to be shared with SEL
executives, via borough-based boards and with the
governing body.

October/November

Staff network meeting to reflect on the away day and
support the development of actions to embed the values.

Monday 16 November

Seeking virtual sign-off of the vision, mission and set of
values with the CCG’s membership.

Quarter three 2020/21

Part of the next away day agenda to reflect on how the
values are being upheld.

April
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