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ENCLOSURE: A
AGENDA ITEM: 3

Declaration of Interests

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

Dr Deshmukh, Sid

Dr Anggiansah, Clive

Position Held

GP Lead, Bexley
(Chair)

GP Lead, Bexley (Vice
Chair)

Date 29/04/2021
State the change
or
‘No Change’

Declaration of Interest

Sign

1. Senior Partner Sidcup Medical Centre PMS Contract - Personal Interest Materiality 50%
2. Shareholder Bexley Health Limited
3. Shareholder Frogmed Limited - Personal Interest (Dormant company)
4. Clinical Lead - Referral Management and Booking Service (RMBS) - Personal
Interest
5. Clinical Lead - Dementia
6. Shareholder, Bexley Health Neighbourhood Care
7. Wife (Dr Sonia Khanna-Deshmukh) is Frognal PCN Clinical Director
8. Non-financial personal interest in Inspire Community Trust; a) Wheelchair
service; b) Joint Equipment Store; c) Personal Health Budgets; d) Information
and service support for people with physical and sensory impairment.
1. GP Partner, Lyndhurst Medical Practice
2. Shareholder, Bexley Health Ltd
3. Shareholder, Bexley Health Neighbourhood Care
4. GP Trainer, Bexley
5. Director of Clocktower Healthcare Ltd.
6. Wife (Dr Lee) is a GP at Lyndhurst Medical Centre
7. Sister-in-law (Dr Kyei), is a GP in Bromley and Director of Versatile GP Ltd
8. Programme Director, Bexley GP Vocational Training Scheme (VTS), Health
Education England (HEE).

Braithwaite, Diana

Director of Borough
Operations (Bexley)

Nothing to declare

Rikki Garcia

Local Healthwatch
Representative

Nothing to declare
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ENCLOSURE: A
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State the change
or
‘No Change’

Name
(Last / First)

Position Held

Declaration of Interest

Dr Ghosh, Anjan

Director of Public
Health, LB Bexley

Director of Public Health, LB Bexley

Kitchman, Stephen

Director of Services for
Children and Young
People, LB Bexley

Nothing to declare

Yolanda Dennehy

Deputy Director. Adult
Social Care

Nothing to declare

Dr Money, Richard

Bexley LMC
Represesntative

1. GP Partner, Station Road Surgery
2. Director & Chair, Bexley Health Ltd
3. Director, Bexley Neighbourhood Care
4. Chair, Local Medical Committee (LMC)

Rogers, Alison

Director of Integrated
Commissioning

Nothing to declare

Rowbotham, Stuart

Borough Based
Director, Bexley

Director of Adult Social Care, LB Bexley

Shaw, Robert

Director of Systems
Development, Bexley &
Greenwich

Witherall, Julie

Associate Director of
Finance (Bexley)

Nothing to declare

Wood, Keith

Lay Member, Bexley

Nothing to declare

1.
2.

Sign

My youngest son's mum is a funding Director of Get it Right First Time (GIRFT)
Following my treatment for Head and Neck cancer, I am now fundraising for
charity and awaareness. This involves communications and working with NHS
organisations and private companies.
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ENCLOSURE: B
AGENDA ITEM: 3

Bexley Borough Based Board Meeting
DATE: 6th April 2021
Title

Month 11 – Finance Report

This paper is for information and discussion
The actual financial position being reported at month 11 is consistent
overall with the assessment made as to the impact of the revised
allocation. The Bexley Borough element of the allocation is £103,941k for
months 1-11.

Executive
Summary

As at month 11, Bexley Borough is reporting a £550k underspend against
its indicative financial allocation, this is an improvement in month based
upon the reported position as at month 10 being £262k underspent. This
position reflects the following elements:
• An underspend of £312k on Community Services and £256k on
Primary Care due to reduced levels of activity on Cost and Volume
contracts such as AQPs, Anti-Coagulation services, spot bed
purchases and other support for hospital discharge which falls
under the new Hospital Discharge Guidelines. This has been
identified as an ongoing issue for the rest of the year and so
underspends are being declared;
• An underspend of £66k on the Delegated Primary Care budgets
which is due to the anticipated list size increases not coming to
fruition. There is an additional underspend of £248k on the
corporate budgets which was due to some in year vacancies which
have taken some time to recruit to;
• An overspend of £228k arising from the pressures around the
Prescribing budgets taking into account that 75% of the QIPP ask
has been reversed for the period of months 7-12. This area was
the subject of a “deep dive” review in June 2020 and actions in
respect of QIPP delivery are being taken forward by the Medicines
Management Team, although due to the Wave COVID response, it
is felt unlikely that these savings will be delivered as staff are being
utilised for vaccination work;
• A small underspend of £53k on the other programme budgets is in
line with last month and this month the CHC position is being
reported as a £177k underspend which is a positive movement in
month. Due to COVID however, assessments have been paused
and this is expected to impact on this budget in due course. The
Mental Health budget is showing an over spend position of £252k
this month mainly due to the pressures around high cost
placements, additional work is required on this report before the

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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year end.
Bexley borough has incurred year to date, £10,759k of Covid related
expenditure an increase of £902k on the previous month. This includes
the amount incurred by LB Bexley in respect of the Hospital Discharge
Schemes 1 and 2 which the CCG will reimburse the council for upon
receipt of an allocation adjustment from NHS England. An allocation
adjustment for months 1 to 12 (estimate for month 12) COVID
expenditure has been received and the CCG has reimbursed the council
for months 1 to 12 with an estimate for month 12 as at the end of March
21. The breakdown of the £10,759k is as follows;
• £2,020k of direct CCG additional expenditure an increase of £104k
from previous month and includes ICT costs, staff overtime, hot
hubs, increased placement costs;
• £8,393k of claims relating to Hospital Discharge Schemes 1 and 2
an overall increase of £798k on the previous month which can be
explained by a reduction in the costs for Scheme 1 plus the
additional costs for Scheme 2:
• £346k of expenditure by GP practices, no movement from last
month, this figure includes the bank holiday cover plus additional
claims received from GPs on items such as PPE, staff backfill
costs and work in practices to make them safe for staff and
patients.
Bexley has been allocated an additional budget for Wave 2 COVID of
£1,000k against which there are robust plans which will be monitored and
reported upon going forward – to date the has been spend of circa £569k
against this allocation with robust plans for the whole allocation to be
spent by year end.
There is no forecast out-turn position being reported for Bexley Borough
at present although there is an expectation that the FOT should be
breakeven in order to ensure the CCG as a whole meets its statutory duty
to breakeven.
The high level principles for the 21/22 budget setting for the first part of
the financial year are also set out in the report and also in Appendix 2
which provides a greater level of detail on the approach recommended.
This has been agreed by the Chief Finance Officer and also the SE
London Planning and Delivery Group. Since this report, the planning
guidance has been received and this will be reviewed in detail and
compared with the approach set up.

Recommended
action for the
Committee

1. DISCUSS & NOTE the Month 11 (February 2021) financial position for
both NHS South East London CCG and Bexley Borough.
2. NOTE the details of the final annual 2020/21 allocation (programme
and running costs) received and expenditure to date for both NHS South
East London CCG and Bexley Borough.
3. DISCUSS & NOTE the key risks identified for NHS South East London
CCG and how they relate to Bexley Borough.

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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Potential
Conflicts of
Interest

Impacts of this
proposal

4. NOTE the details of the COVID-19 expenditure to date for both NHS
South East London CCG and Bexley Borough.
5. NOTE the proposed approach to budgets for 21/22 and Appendix 2
which provides additional detail.
None

Key risks &
mitigations

There are 2 main risks which need to be considered
both at SE London CCG level but also at Bexley
Borough level which are;
• CCG Financial Regime - The CCG is has
received a fixed allocation for Months 7-12 and
will be required to deliver against its budget
moving forward. This means that the CCG no
longer has the option of retrospective top ups,
so the pressures around CHC and prescribing
will require funding or operational solutions.
The CCG’s initial planning identified a potential
for a £15.2m gap. This will require local
borough budgets to review costs and deliver at
least a breakeven position for months 7-12
which will include QIPP delivery for quarter 4
on prescribing and CHC budgets. Mitigation:
The CCG has set a budget which is reflective
of its Months 1-6 expenditure and which should
mitigate the potential pressures within the
system, in particular within prescribing and
CHC. This position will require close
monitoring during Quarter 4 to ensure the CCG
can deliver its overall position. However
currently this risk is being mitigated and the
CCG is reporting a break-even position both
YTD and FOT against its BAU budget.
• Impact of COVID on cost base - The CCG’s
financial position assumed the implementation
in full of the HDP Scheme 2 within the CHC
position. Due to changes in the severity of the
Covid-19 pandemic, CHC staff are being
redeployed away from undertaking CHC
assessments. This is likely to impact on the
CCG’s costs base and locally there is a need
to continue to work with local authorities
around the assessment of the hospital
discharge clients over the next few weeks.
Also, boroughs have been allocated a Wave 2
COVID budget based on robust local plans
against which they will need to deliver.
Mitigation: The CCG has undertaken an initial
review of its cost base and financial

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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commitments, and indicatively is able to
mitigate this pressure from within its overall
financial allocation. Work is on-going with a
further update expected for Month 11.
A draft borough recovery plan has been submitted to
the central team and a final document for local use
will be developed as part of an iterative process. As
part of the SE London CCG Internal Audit Plan, each
borough has a local based audit which for Bexley will
be a review of our recovery plan. The scope of the
audit has been agreed and the document request
fulfilled and the work commenced w/c 18/01/21. The
initial findings of the audit have been discussed with
the borough ADoF and there are no major issues
arising to date. The outcome of the audit will be
communicated to the BBB in due course as a
consolidated report is being produced for SE London
which will also have an element relating to each
borough.
Equality impact

Financial impact

Wider support for
this proposal

Public
Engagement
Other Committee
Discussion/
Internal

None, all Bexley residents have the same levels of
access to healthcare
At present, the borough is reporting a small
underspend as the months 1-6 overspend has been
removed from the borough position due to top up
funding having been received from NHS England.
The revised budget for month 7-12 following
acceptance from the Borough Director will mean that
the borough is responsible for the delivery of at least
a breakeven position for months 7-12 to ensure the
CCG meets its financial duty and based upon the
month 11 position is on track to deliver this with the
caveat that due to the requirement to assist with the
COVID response, the QIPP delivery for prescribing
and CHC is now unlikely to come to fruition.
As part of the borough response to this requirement,
a focus has been made of the one of the overspend
areas each month at Borough Based Board and
subsequently at SMT meetings to demonstrate and
ensure that all parties are doing everything they can
to contain the financial position which will provide
good governance for the second half of the year.
Finance is reported to public borough based board
meetings and also the position is reported by SE
London CCG at the public Governing Body Meetings
The month 11 financial position is discussed at SE
London level at the Planning and Delivery Group,
locally, it has been discussed at Bexley SMT.

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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Author:
Clinical lead:
Executive
sponsor:

Engagement
Julie Witherall, Associate Director of Finance (Bexley)
Dr S Deshmukh, Chair
David Maloney, Director of Corporate Finance
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Bexley Borough Based Board Meeting
Month 11 Finance Report
6th April 2021
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1. Summary of Key Messages for SE London Financial Position as at Month 11 (Please
refer to detailed report Appendix 1)
•

Introduction
•

•

Month 11 represents the penultimate month of the revised financial arrangement that came into operation in October 2020, covering the final 6 months of 2020/21. This
follows the operation of temporary financial management processes during the first 6 months of the year as the NHS focused on its response to the first wave of the Covid19 pandemic. As previously reported the CCG received all requested retrospective funding in full for Months 1-6, generating an overall break-even position for this period.

Month 11 SE London CCG’s Financial Position
•

•

•

At Month 11 the CCG is reporting a break-even position against its Business as Usual (BAU) budgets, and is also reporting break-even against its Covid-19 budgets. The
Covid-19 position reflects a change from prior months with the CCG in receipt of retrospective allocation to cover its Months 9 and 10 costs (£11.59m) together with a
prospective top up allocation for Months 11 & 12, £7.55m, representing 80% of forecast expenditure (as at Month 10). NHSEI will adjust this prospective allocation in
Month 12 if required, following the receipt of Month 11 reports and forecasts. The CCG is therefore expecting to receive sufficient funding to deliver a break-even position
at year end.
The Covid-19 Hospital Discharge Programme (HDP) has incurred a further £3.07m of expenditure in Month 11 (compared to the £5.38m spent in Month 10). This relates to
the continuation of HDP expenditure, with spend of £1.42m on Scheme 1 (discharges from March to August) and £1.65m on Scheme 2 (which covers the cost of patients
for the first 6 weeks of discharge from September whilst assessments are undertaken). The position includes a correction to the prior months position following the receipt
of further information from Local Authority colleagues. The CCG is forecasting to spend a further £2.09m on Scheme 1 costs during Month 12 and a potential £2.28m on
operating the Scheme 2 discharge scheme. These costs will be covered through top up allocations from NHSEI for the rest of this financial year. There is a financial risk
relating to pausing CHC assessments during the final quarter of the year (to enable staff to be redeployed) which the CCG will mitigate from within its overall financial
position.
At Month 11 (based on Month 9 PPA) data, the prescribing price variance is stabilising at around 4.9% for the year, however the activity impact has moved sharply inmonth, with a 1.3% increase in the items prescribed (Year on Year, in-month comparison) compared to a cumulative reduction of 2.2% YTD. Whilst this position will require
further review, this volatility was built into the revised Month 7-12 budget, so the CCG is reporting only a slight adverse movement in-month, £0.4m, giving a £0.2m YTD
overspend. An assessment against future activity and price changes have been factored into this position.

3
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2. Summary of SE London Financial Position as at Month 11 (Please refer to detailed
report Appendix 1)
Please note that all COVID spend has been attributed to South East London rather than be shown at Borough Level. Also, please note at this stage, we are not forecasting forward a
position as further work is required to establish the impact of the system allocation for SE London CCG and then the individual boroughs.

4
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3. Summary of Key Messages for Bexley Borough’s Financial Position as at Month 11
(Please refer to detailed report Appendix 1)
•

Month 11 Bexley Borough Financial Position
The actual financial position being reported at month 11 is consistent overall with the assessment made as to the impact of the revised allocation. The Bexley Borough element
of the allocation is £103,941k for months 1-11.
As at month 11, Bexley Borough is reporting a £550k underspend against its indicative financial allocation, this is an improvement in month based upon the reported position as
at month 10 being £262k underspent. This position reflects the following elements:
• An underspend of £312k on Community Services and £256k on Primary Care due to reduced levels of activity on Cost and Volume contracts such as AQPs, Anti-Coagulation
services, spot bed purchases and other support for hospital discharge which falls under the new Hospital Discharge Guidelines. This has been identified as an ongoing issue
for the rest of the year and so underspends are being declared;
• An underspend of £66k on the Delegated Primary Care budgets which is due to the anticipated list size increases not coming to fruition. There is an additional underspend of
£248k on the corporate budgets which was due to some in year vacancies which have taken some time to recruit to;
• An overspend of £228k arising from the pressures around the Prescribing budgets taking into account that 75% of the QIPP ask has been reversed for the period of months
7-12. This area was the subject of a “deep dive” review in June 2020 and actions in respect of QIPP delivery are being taken forward by the Medicines Management Team,
although due to the Wave COVID response, it is felt unlikely that these savings will be delivered as staff are being utilised for vaccination work;
• A small underspend of £53k on the other programme budgets is in line with last month and this month the CHC position is being reported as a £177k underspend which is a
positive movement in month. Due to COVID however, assessments have been paused and this is expected to impact on this budget in due course. The Mental Health budget
is showing an over spend position of £252k this month mainly due to the pressures around high cost placements, additional work is required on this report before the year
end.
Bexley borough has incurred year to date, £10,759k of Covid related expenditure an increase of £902k on the previous month. This includes the amount incurred by LB Bexley in
respect of the Hospital Discharge Schemes 1 and 2 which the CCG will reimburse the council for upon receipt of an allocation adjustment from NHS England. An allocation
adjustment for months 1 to 12 (estimate for month 12) COVID expenditure has been received and the CCG has reimbursed the council for months 1 to 12 with an estimate for
month 12 as at the end of March 21. The breakdown of the £10,759k is as follows;
• £2,020k of direct CCG additional expenditure an increase of £104k from previous month and includes ICT costs, staff overtime, hot hubs, increased placement costs;
• £8,393k of claims relating to Hospital Discharge Schemes 1 and 2 an overall increase of £798k on the previous month which can be explained by a reduction in the costs for
Scheme 1 plus the additional costs for Scheme 2:
• £346k of expenditure by GP practices, no movement from last month, this figure includes the bank holiday cover plus additional claims received from GPs on items such as
PPE, staff backfill costs and work in practices to make them safe for staff and patients.
Bexley has been allocated an additional budget for Wave 2 COVID of £1,000k against which there are robust plans which will be monitored and reported upon going forward –
to date the has been spend of circa £569k against this allocation with robust plans for the whole allocation to be spent by year end.
There is no forecast out-turn position being reported for Bexley Borough at present although there is an expectation that the FOT should be breakeven in order to ensure the
5
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CCG as a whole meets its statutory duty to breakeven.

4. Summary of Bexley Borough Financial Position as at Month 11 (Please refer to
detailed report Appendix 1)
The table below summarises the reported financial position for Bexley borough as at Month 11.

Budget by Function

Year to Date
Budget
Actual
Variance

Contracts
Team

Other Acute
Services

£'000s

£'000s

-

1,262
1,225
37

Other
Mental Health Continuing
Community
Services
Care Services
Health
Services
£'000s
£'000s
£'000s
8,081
7,769
312

4,620
4,871
(252)

18,448
18,271
177

Prescribing

Other Primary
Other
Care Services Programme
Services

Delegated
Corporate
Primary Care Budgets Non
Services
Running Cost

Corporate
Budgets

Total

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

29,994
30,221
(228)

2,682
2,426
256

6,964
7,017
(53)

29,143
29,077
66

1,870
1,884
(14)

878
630
248

103,941
103,391
550

Delegated Budgets – Update for Borough Boards
As part of the budget setting process for 2020/21, all relevant budgets were shared and signed off with the local Borough teams. This was completed prior to the start
of the new financial year.
In response to the COVID pandemic, NHSEI issued temporary revised financial allocations and budget setting guidance for months 1 to 4 which was then extended to
months 5 and 6. The impact of this was set out in the Month 6 Finance Report but essentially has meant that all budgets (including those previously shared and
agreed with the Borough teams) have had to be re-calculated so that they are consistent with the CCG’s revised overall financial allocation for this period.
The month 7-12 budgets were presented to the December board and the Borough Director has following a deep dive meeting signed acceptance of these budgets
and to ensure that the Borough delivers at least a breakeven position against these budgets.

6
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5. Summary of Bexley Borough’s Financial Position as at Month 11 re: COVID-19
Spend (Please refer to detailed report Appendix 1)
Covid-19 expenditure is attributed as a SE London CCG rather than reported at a
Borough level but this slide shows the breakdown of the total spend for Bexley
and compares to the other boroughs.
As previously mentioned in this report, Bexley borough has incurred year to date,
£10,759k of Covid related expenditure an increase of £902k on the previous
month. This includes the amount incurred by LB Bexley in respect of the Hospital
Discharge Schemes 1 and 2 which the CCG will reimburse the council for upon
receipt of an allocation adjustment from NHS England. An allocation adjustment
for months 1 to 12 (an estimate has been made for month 12) COVID expenditure
has been received and the CCG has reimbursed the council for months 1 to 12,
with month 12 based on an estimate as at the end of March.
The breakdown of the £10,759k is as follows;
• £2,020k of direct CCG additional expenditure an increase of £104k from
previous month and includes ICT costs, staff overtime, hot hubs, increased
placement costs;
• £8,393k of claims relating to Hospital Discharge Schemes 1 and 2 an overall
increase of £798k on the previous month which can be explained by a
reduction in the costs for Scheme 1 plus the additional costs for Scheme 2:
• £346k of expenditure by GP practices, no movement from last month, this
figure includes the bank holiday cover plus additional claims received from GPs
on items such as PPE, staff backfill costs and work in practices to make them
safe for staff and patients.
Bexley has been allocated an additional budget for Wave 2 COVID of £1,000k
against which there are robust plans which will be monitored and reported upon
going forward – to date the has been spend of circa £569k against this allocation
but there are robust plans in place for the full allocation to be spent in year.

7
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6. Summary of Bexley Borough’s Financial Position as at Month 11 – Other Issues
(Please refer to detailed report Appendix 1)
•

Month 11 Bexley Borough Financial Position – Other Issues
There are a number of other issues which need to be considered at month 11, namely;

Risk Position
There are 2 main risks which need to be considered both at SE London CCG level but also at Bexley Borough level which are;
CCG Financial Regime - The CCG is has received a fixed allocation for Months 7-12 and will be required to deliver against its budget moving forward. This means that the CCG no
longer has the option of retrospective top ups, so the pressures around CHC and prescribing will require funding or operational solutions. The CCG’s initial planning identified a
potential for a £15.2m gap. This will require local borough budgets to review costs and deliver at least a breakeven position for months 7-12 which will include QIPP delivery for
quarter 4 on prescribing and CHC budgets. Mitigation: The CCG has set a budget which is reflective of its Months 1-6 expenditure and which should mitigate the potential
pressures within the system, in particular within prescribing and CHC. This position will require close monitoring during Quarter 4 to ensure the CCG can deliver its overall
position. However currently this risk is being mitigated and the CCG is reporting a break-even position both YTD and FOT against its BAU budget.
Impact of COVID on cost base - The CCG’s financial position assumed the implementation in full of the HDP Scheme 2 within the CHC position. Due to changes in the severity of
the Covid-19 pandemic, CHC staff are being redeployed away from undertaking CHC assessments. This is likely to impact on the CCG’s costs base and locally there is a need to
continue to work with local authorities around the assessment of the hospital discharge clients over the next few weeks. Also, boroughs have been allocated a Wave 2 COVID
budget based on robust local plans against which they will need to deliver. Mitigation: The CCG has undertaken an initial review of its cost base and financial commitments, and
indicatively is able to mitigate this pressure from within its overall financial allocation. Work is on-going at a borough level with a further update expected for Month 12.

Borough Based Recovery Plans
Each borough has been required to produce a borough based recovery plan which will feed into a NHS SE London plan, this was submitted as a first draft on 17th July. The local
finance elements of this document were approached in the same way by the ADoFs in each borough.
As part of the SE London CCG Internal Audit Plan, each borough has a local based audit which for Bexley will be a review of our recovery plan. The scope of the audit has been
agreed, the document request fulfilled and the work commenced w/c 18/01/21. The initial findings of the audit have been discussed with the borough ADoF and there are no
major issues arising to date. The outcome of the audit will be communicated to the BBB in due course as a consolidated report is being produced for SE London which will also
have an element relating to each borough.
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6. Summary of Bexley Borough’s Financial Position as at Month 11 – Other Issues
(Please refer to detailed report Appendix 1)
•

Month 11 Bexley Borough Financial Position – Other Issues (2)
Staffing Position
As at month 11, Bexley Borough has a very small number of vacancies against the borough based structure which are as follows;
1 Joint Funded (with LB Bexley) CYP Commissioning Posts – new post holder started mid March 21.
1 Medicines Management role due to promotion – interviews have taken place and post recruited to, expected to start at beginning of April 21.

Balance Sheet / Financial Services Issues
For Bexley Borough in the 10 highest value debtors, London Borough of Bexley is included but the debt relates to contributions to the Mental Health Pooled Fund which were
settled in March 21. There are only 2 legacy items of debt as at the end of February, one of which is being paid in instalments and the other is being followed up.
As part of the financial regime and to try to assist providers with cash flow, all invoices are currently paid within 7 days of approval. Due to the high volume across SE London
CCG of dated invoices, an action plan to review all aged creditors has been developed. For Bexley, the numbers of aged creditors is very small due to work undertaken prior to
the merger in April 2020. There is also now a focus on outstanding invoices for the period April-September 2020 and budget holders are asked to review their workflows and
resolve any outstanding queries as soon as possible.

Governance Arrangements
NHS SE London has a Schedule of Matters in place which sets out limits of delegation for staff,. In addition there is a separate “emergency” Schedule of Matters in place for the
approval of COVID-19 spend which staff are reminded remains in place. All staff have been made aware of these arrangements and the documents are available on the intranet.

Financial Management Arrangements
Budget holder meetings have taken place this month and meetings are scheduled for the rest of the year with the central finance team. The monthly reporting information has
been distributed to budget holders and any queries raised at either the meetings or separately will be responded to by the central finance team. Discussions at the budget
holder meetings took place on the completion of the year end accruals template which has been issued and also on the coding and clearance of invoices where possible before
the end of the financial year.

9
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7. Summary of 21/22 Budget Process (Please refer to detailed report Appendix 2)
•

Proposal for 2021/22 Budgets for Bexley Borough
Appendix 2 – SE London Budgets Quarter 1
The attached document/approach has been approved by the Chief Finance Officer and also the Planning and Delivery Group as the most pragmatic solution to setting budgets
for quarter 1 and potentially quarter 2 for 21/22. This paper was written prior to the formal planning guidance being issued late in March. Therefore, the guidance will need to
be reviewed and compared to the suggested approach. The main difference being that it is likely that the approach will be the first half of the year rather than just for quarter 1.

High Level Summary of Approach
Set out below is a high level summary of the approach being taken in the paper;
•
Roll over of Month 7-12 budgets based on flat cash
•
Virements within borough to be allowed if necessary but not to cause a cost pressure
•
Staff structure to be costed based on staff in post
•
Expectation to meet MHIS requirements
•
Delegated Primary Care budgets in line with specific allocation for this purpose
•
Where specific inflation is given in the allocation per the guidance, it will be passed onto the appropriate budget e.g. Funded Nursing Care, Better Care Fund
•
Prescribing budget to be reviewed at SE London level by Chief Pharmacists
•
CHC budgets to be reviewed in quarter 1 to assess the impact of COVID
•
No automatic roll over of COVID budgets
ADoFs will work with the central finance team to review/amend the proposed budgets and discuss them with borough teams and SMT to seek the correct approval – most of
this work will be undertaken in the first 2 weeks of April 21. The timeline being worked to is that budgets should be ready for upload by 1st May 2021 in time for month 2
reporting.

10
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1. Executive Summary
At a glance position at Month 11

Month 11 represents the penultimate month of the revised financial arrangement that came into operation in October 2020, covering the final 6 months of 2020/21. This follows the
operation of temporary financial management processes during the first 6 months of the year as the NHS focused on its response to the first wave of the Covid-19 pandemic. As
previously reported the CCG received all requested retrospective funding in full for Months 1-6, generating an overall break-even position for this period.
At Month 11 the CCG is reporting a break-even position against its Business as Usual (BAU) budgets, and is also reporting break-even against its Covid-19 budgets. The Covid-19

position reflects a change from prior months with the CCG in receipt of retrospective allocation to cover its Months 9 and 10 costs (£11.59m) together with a prospective top up
allocation for Months 11 & 12, £7.55m, representing 80% of forecast expenditure (as at Month 10). NHSEI will adjust this prospective allocation in Month 12 if required, following the
receipt of Month 11 reports and forecasts. The CCG is therefore expecting to receive sufficient funding to deliver a break-even position at year end.
The Covid-19 Hospital Discharge Programme (HDP) has incurred a further £3.07m of expenditure in Month 11 (compared to the £5.38m spent in Month 10). This relates to the

continuation of HDP expenditure, with spend of £1.42m on Scheme 1 (discharges from March to August) and £1.65m on Scheme 2 (which covers the cost of patients for the first 6 weeks
of discharge from September whilst assessments are undertaken). The position includes a correction to the prior months position following the receipt of further information from Local
Authority colleagues. The CCG is forecasting to spend a further £2.09m on Scheme 1 costs during Month 12 and a potential £2.28m on operating the Scheme 2 discharge scheme. These
costs will be covered through top up allocations from NHSEI for the rest of this financial year. There is a financial risk relating to pausing CHC assessments during the final quarter of the
year (to enable staff to be redeployed) which the CCG will mitigate from within its overall financial position.
At Month 11 (based on Month 9 PPA) data, the prescribing price variance is stabilising at around 4.9% for the year, however the activity impact has moved sharply in-month, with a 1.3%
increase in the items prescribed (Year on Year, in-month comparison) compared to a cumulative reduction of 2.2% YTD. Whilst this position will require further review, this volatility was
built into the revised Month 7-12 budget, so the CCG is reporting only a slight adverse movement in-month, £0.4m, giving a £0.2m YTD overspend. An assessment against future
activity and price changes have been factored into this position.

3
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2. Summary of Key Risks
The below table sets out the key issues facing the CCG in delivering its financial position, following the in-depth undertaken in year, these risks
are mitigated within the year end forecast position.

Issue/Risk

Summary of Issue/Risk

SRO

Mitigation

Expected
Month
Date for
Identified Completion

The CCG has set a budget which is
reflective of its Months 1-6 expenditure
and which should mitigate the potential
The CCG is has received a fixed allocation for Months
pressures within the system, in particular
7-12 and will be required to deliver against its budget
within prescribing and CHC. This position
moving forward. This means that the CCG no longer
CCG Financial
Usman will require monitoring during Quarter 4
has the option of retrospective top ups, so the
Month 6
Regime
Niazi to ensure the CCG can deliver its overall
pressures around CHC and prescribing will require
position. However currently this risk is
funding or operational solutions. The CCG’s initial
being mitigated and the CCG is
planning identified a potential for a £15.2m gap.
reporting a break-even position both
YTD and FOT against its BAU budget.

Impact of
Wave 2 Covid
on the Cost
Base

The CCG’s financial position assumed the
The CCG has undertaken an initial review
implementation in full of the HDP Scheme 2 within
of its cost base and financial
the CHC position. Due to changes in the severity of Usman
commitments, and is able to mitigate Month 9
the Covid-19 pandemic, CHC staff have been Niazi
this pressure from within its overall
redeployed away from undertaking CHC assessments.
financial allocation.
This is likely to impact on the CCG’s cost base.

BAF Rating

£m’s

Likelihood Severity

Score

Month
12

15.2

2

4

8

Month
12

6.6

2

4

8
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3. Financial Position
• The table below sets out the CCG’s financial position for the period to Month 11.
Headline Financial Performance
Bexley

Bromley

Greenwich

Lambeth

Lewisham

Southwark

South East
London

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

103,941
103,391

185,083
184,470

140,355
140,188

153,821
153,616

125,405
124,890

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 %

550

613

168

205

Previous Month YTD Variance before adjustment

262

847

263

287

Year to Date Expenditure Position
YTD Total Budget
YTD Total Expenditure

Covid-19

Total SEL
CCGs

£'000s

Total SEL
CCGs (Non
Covid)
£'000s

£'000s

£'000s

123,245
122,614

2,247,339
2,250,021

3,079,189
3,079,189

78,523
78,523

3,157,712
3,157,712

516

631

(2,683)

0

0

0
0.0%

447

570

(2,677)

-

(11,596)

(11,596)

• In-month the CCG is reporting a break-even position against its normal BAU programme budgets, with break-even also reported against Covid-19 related expenditure.
This follows the receipt of a retrospective allocation of £11.59m relating to Hospital Discharge Programme expenditure in months 9 and 10 plus a prospective interim
allocation of £7.45m covering months 11 and 12. The CCG is expecting a further adjustment to the interim allocation in month 12 to enable the CCG to report an overall
break-even position at the year end.
• Up to month 11, the CCG has received retrospective allocations of £71.50m relating to Covid expenditure and a further £20.19m for non-Covid spend. The non-Covid
allocation enabled the CCG to break-even for the Months 1-6 period, and this funding was used at a top level except for CHC, Mental Health and Prescribing where
specific adjustments were made to bring budgets into line. Therefore the YTD position represents the months 7-11 variances.

5
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4. Budget Overview
Overview:

Month 11
Bexley

Bromley

Greenwich

Lambeth

Lewisham

Southwark

South East
London

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

Total SEL
CCGs (Non
Covid)
£'000s

Year to Date Variance
Mental Health Services
Continuing Care Services
Prescribing

(252)
177
(228)

(176)
581
7

4
(497)
194

102
(389)
(455)

(54)
69
13

(275)
(4)
266

0
(0)
0

(652)
(63)
(203)

(155)
(87)
-

(806)
(150)
(203)

Contracts Team
Other Acute Services
Other Community Health Services
Other Primary Care Services
Other Programme Services
Delegated Primary Care Services
Corporate Budgets

37
312
256
(53)
66
234

(19)
291
(294)
(57)
(194)
474

313
(55)
(58)
89
31
147

46
61
54
(99)
885

(168)
342
(47)
26
336

0
(79)
333
181
(12)
223

1,192
(0)
(51)
(1,008)
(4,115)
436
864

1,192
331
295
(368)
(3,947)
253
3,163

(4,934)
(1,737)
(766)
158
7,520

1,192
331
(4,639)
(2,105)
(4,713)
410
10,683

Total Year to Date Variance

550

613

168

205

516

631

(2,683)

0

0

0

Covid-19

Total SEL
CCGs

£'000s

£'000s

Month 10
Bexley

Bromley

Greenwich

Lambeth

£'000s

£'000s

£'000s

£'000s

(352)
24
(210)

35
493
132

8
(607)
195

68
(370)
(265)

6
83
91

25
165
222

0
(0)

Contracts Team
Other Acute Services
Other Community Health Services
Other Primary Care Services
Other Programme Services
Delegated Primary Care Services
Corporate Budgets

0
333
225
21
68
152

(15)
286
(258)
45
(228)
355

0
90
82
58
437

37
60
(0)
87
671

18
80
0
38
131

(0)
(48)
27
(0)
6
174

Total Year to Date Variance

262

847

263

287

447

570

Year to Date Variance
Mental Health Services
Continuing Care Services
Prescribing

Lewisham Southwark South East Total SEL
London CCGs (Non
Covid)
£'000s
£'000s
£'000s
£'000s

Covid-19

Total SEL
CCGs

£'000s

£'000s

(210)
(212)
165

(144)
(78)
-

(354)
(290)
165

39
194
0
(935)
(2,497)
203
319

39
179
626
(710)
(2,350)
233
2,240

(2,598)
(1,772)
(107)
158
(7,053)

39
179
(1,972)
(2,482)
(2,457)
391
(4,813)

(2,677)

0

(11,595)

(11,596)

The table shows the budgetary positions against the individual
boroughs and directorates. As funding has been received to
cover the months 1-6 position, these variances are focused on
months 7-11 only.
• The CCG has received interim funding to cover 80% of the
expected Month 11 and 12 costs of Covid HDP costs. The CCG
is therefore able to report break-even against these positions
in-month. Following a review of costs the CCG has seen a
£1.7m month on month drop in spend, following an in-depth
review of costs by our Local Authority colleagues.
• The prescribing position contains a price pressure relating to
the present Covid-19 environment which is partially offset by
a reduction in activity. This position is built off month 9 data.
Following a slight movement in activity in month, the
prescribing position has worsened slightly (£0.4m).
• The Continuing Healthcare position continues to be volatile
within individual boroughs, with the position in Bromley,
offsetting some of the pressure in Greenwich and Lambeth.
Further detail is set out in section 7.
• The Mental Health position in Bexley, Bromley and Southwark
is due primarily to high cost patients. This pressure is known
and is being mitigated by underspends elsewhere in borough
budgets.
• The YTD position on Corporate Budgets reflects the vacancy
rate seen in local boroughs and central teams since the start
of 20/21. This position is helping to mitigate pressures
elsewhere within CCG budgets. Overall corporate budgets are
underspent by £3.2m YTD.
6
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5. Covid-19
As at Month 11:
• The CCG is reporting in-month expenditure of £6.45m in response to the Covid-19
pandemic. In year the CCG has now incurred total expenditure of £78.52m.

• The main driver to these costs is the hospital discharge programme (HDP) where £51.94m
has been spent YTD with a further £3.07m spent in-month. Whilst this is a material amount
of expenditure, it attracts a top up allocation from NHSEI. This expenditure is predominantly
driven by costs associated with clients discharged during the initial Covid-19 response. The
in month position includes a one-off adjustment following a review of their cost base by our
Local Authority colleagues. The CCG is therefore expecting to spend a further £4.4m in year
on HDP (£2.1m on HDP1, and £2.3m on HDP2). This position presents the risk of unfunded
costs into 2021/22. This will require further review as funding arrangements for next year
are clarified.

Month 11 Expenditure
Other CCG
Revenue
Bexley
Bromley
Greenwich
Lambeth
Lewisham
Southwark
SEL Wide
Total

0
0
175,000
640,000
50,000
0
3,860,340
4,725,340

CCG Revenue
2,019,896
3,982,984
1,835,196
3,059,173
2,344,020
1,694,718
0
14,935,987

Primary Care
346,154
467,660
404,677
673,677
601,646
507,733
3,919,821
6,921,368

Hospital Discharge
LA
8,282,000
2,493,000
7,632,000
9,760,000
7,088,000
7,229,000
0
42,484,000

CCG
111,304
2,428,000
3,960,830
387,000
598,000
1,761,000
210,000
9,456,134

Grand Total
10,759,354
9,371,644
14,007,703
14,519,850
10,681,665
11,192,451
7,990,161
78,522,828
78,522,828

Grand Total

Month 10 Expenditure

• The remaining areas of spend have increased in-month, with non HDP expenditure of £3.4m
incurred. This includes £1.0m reported against primary care in relation to the GP Capacity
Expansion Fund. Approved Borough financial plans are in place and the CCG’s overall budget
for month 7 to 12 Covid expenditure is £12.7m. Against this the CCG has committed £7.6m
of spend since the start of month 7.
• In addition to the £1.0m spent in-month on primary care, the expenditure to date is
predominantly driven by the 60p per head initiative, paid on account in April to ensure that
Practices had available to them the funds necessary to respond to Covid-19. Across south
east London these payments totalled £1.3m. GP practices have incurred additional
expenditure as a result of working during bank holidays to support the Covid-19 response.
As at Month 11 these costs total circa £1.0m.

Other CCG
Revenue
Bexley
Bromley
Greenwich
Lambeth
Lewisham
Southwark
SEL Wide
Total
Grand Total

0
0
175,000
640,000
50,000
0
2,659,465
3,524,465

CCG Revenue
1,915,950
3,526,012
1,521,284
2,901,509
2,114,017
1,727,608
0
13,706,380

Primary Care
346,154
467,660
404,677
673,677
601,646
507,733
2,965,524
5,967,071

Hospital Discharge
LA
7,509,000
2,247,000
7,553,000
8,740,000
7,007,000
6,785,000
0
39,841,000

CCG
86,304
2,280,000
3,960,830
330,000
629,000
1,604,000
140,000
9,030,134

Grand Total
9,857,409
8,520,672
13,614,791
13,285,186
10,401,662
10,624,341
5,764,989
72,069,050
72,069,050

7
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6. Prescribing
Annual Comparison:

Overview:

•

The Month 11 prescribing position is based on December data as the PPA information is
provided two months in arrears. Overall the CCG is reporting an overspend of £0.2m
YTD.

•

The annual comparison table highlights the impact in terms of price and activity by
month. These compare, by month, the difference between average item price and
average items prescribed on a year on year basis. Cumulatively this shows a 4.9% price
impact in year against a 2.2% activity reduction.

•

In December, the CCG saw the continuation of the increased prescribing activity (based
upon items prescribed) seen in November. This will require further review and
understanding but the impact of this change has been built into the forecast position.
Given this change in month, the CCG is now reporting a slight overspend against its
prescribing budget in year (£0.2m). This is manageable within the overall CCG budget,
but the recurrent impact will require further review.

•

The prescribing position is being discussed on a on-going basis with the Medicine
Management teams to both better understand current pressures and to identify
appropriate mitigations that will best impact upon the current level of expenditure.
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7. Continuing Healthcare
Year on Year Comparison:
Overview:

•

The CCG’s CHC position has overspent by £0.06m to Month 11. This is an
improvement of £0.15m in-month reflecting minor movements in the
patient cohort.

•

In line with Month 10, the CCG has built in the predicted pressure from
pausing assessments within the HDP2 cohort. With CHC assessments
paused, this is likely to generate additional costs to the CCG. However this
risk is manageable within the overall financial position . Further work will
be undertaken to finalise this position prior to the year end.

•

Due to the impact of the second wave of Covid-19 the CHC QIPP is
expected to have very limited impact in-year. This is reflected into the
reporting position and a further assessment will be required to understand
the recurrent impact.
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8. Run Rate
• The below tables provide a year on year comparison by NHSEI expenditure areas; these differ slightly from local budget definitions but give a good indication of expenditure
changes.

Note: the in month spike in running costs relates to a
10
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central adjustment for pensions.

9. Debtors Position
Overview:

• The CCG has an overall debt position of £28.3m at Month 11; this compares to a £21.6m
position at Month 10. Of, this £4.4m relates to legacy debt from the 6 CCGs which is a significant
improvement on the £6.3m reported last month .
• The top 10 aged debtors is provided in the table below, with the main balances remaining with
NHS England (predominantly GPIT), SE London local authorities and other local providers. These
are being actively chased by borough finance colleagues.
• A paper was presented to the Audit Committee recommending a small write off and a provision
for bad debt being created based on the work undertaken on securing aged debt which has been
stepped up in February and March. Again in March, all debt has been allocated to individual
leads to follow up and progress has been made on some of the dated and high value debts.

Customer Account
Group
NHS
NON-NHS

Grand Total

Rank

Customer Name

Total AR O/S Amt AR Ageing 1-30 Amt AR Ageing 31-60 Amt AR Ageing 61-90 Amt AR Ageing 91 - 120 Amt AR Ageing 121-180 Amount AR Ageing 181 + Amount
9,442,932.87

5,172,629.05

529,448.48

14,109.97

36,523.25

376,609.21

3,313,612.91

18,878,694.48

14,318,472.18

2,269,533.13

97,257.73

68,433.37

199,045.21

1,925,952.86

-27,732.46

-19,898.98

0.00

-884.57

-6,948.91

0.00

0.00

28,293,894.89

19,471,202.25

2,798,981.61

110,483.13

98,007.71

575,654.42

5,239,565.77

Total AR O/S Amt AR Ageing 1-30 Amt AR Ageing 31-60 Amt AR Ageing 61-90 Amt AR Ageing 91 - 120 Amt AR Ageing 121-180 Amount AR Ageing 181 + Amount

1 SOUTHWARK LONDON BOROUGH COUNCIL

7,205,017.73

5,701,647.69

1,503,370.04

0.00

0.00

0.00

0.00

2 NHS ENGLAND

6,906,742.29

3 LAMBETH COUNCIL

4,845,836.98

4,643,993.77

8,497.54

0.00

0.00

(24,240.00)

2,278,490.98

4,675,441.66

170,395.32

0.00

0.00

0.00

4 BROMLEY LONDON BOROUGH COUNCIL

0.00

2,107,823.17

1,546,250.00

0.00

0.00

0.00

3,961.77

557,611.40

5 BEXLEY LONDON BOROUGH COUNCIL

1,697,812.35

1,677,990.13

0.00

0.00

2,664.82

2,664.82

14,492.58

6 GUY'S AND ST THOMAS' NHS FOUNDATION TRUST

673,214.83

3,214.30

52,166.30

0.00

3,214.30

239,322.42

375,297.51

7 GREENWICH LONDON BOROUGH COUNCIL

602,313.84

55,811.11

0.00

0.00

28,254.18

30,986.76

487,261.79

8 LAMBETH LONDON BOROUGH COUNCIL

445,812.01

0.00

50,000.00

85,000.00

0.00

0.00

310,812.01

9 BROMLEY HEALTHCARE CIC

350,000.00

0.00

350,000.00

0.00

0.00

0.00

0.00

10 OXLEAS NHS FOUNDATION TRUST
Grand Total

309,120.00

309,120.00

0.00

0.00

0.00

0.00

0.00

25,143,693.20

18,613,468.66

2,134,429.20

85,000.00

34,133.30

252,695.77

4,023,966.27
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10. Cash Position
• The Maximum Cash Drawdown after accounting for payments made on behalf of the CCG by the NHS Business Authority (largely relating to prescribing
expenditure) is £3,244m.
• The cash allocation has increased by circa £26m this month due to a number of allocations received from NHS England including discharge funding which
includes an estimate for periods 11 and 12, Transforming Care, GPFV monies and other smaller expected items some of which will be pass through costs.
The payment schedule for providers in respect of Covid and top up payments is largely agreed although there are some adjustments are being made to
the March payment to account for partially completed spells and maternity prepayments.
• There was a need to draw down supplementary cash in February due to an amendment to the block payments and also to continue to clear invoices to
councils in respect of Better Care Fund and Hospital Discharge Programmes. The CCG has also requested an additional drawdown in March to cover the
increased block payment and Hospital Discharge invoices from councils for months 11 actual and month 12 estimate of 50%.
• At month 11, the CCG has drawn down 93.5% of the available cash compared to the budget cash figure of 91.7%. It should be noted that the CCG has paid
11 months of block contract payments to providers with the intention that there will be minimal block payment in March. It is expected that the CCG will
utilised just over 99% of its cash allocation this year.
72Q- Annual Cash Drawdown Requirement for
2020/21
CCG ACDR
Capital allocation
Less:
Prescription Pricing Authority
Other Central / BSA payments-HOT
Pension uplift 6.3%
M7 Top up - Paid by NHSE
Remaining Cash limit

Feb-21

Jan-21

Movement

£000s
3,479,726

£000s
3,453,553

£000s
26,173

(209,343)

(211,500)

2,157

(1,932)

(1,887)

(45)

(1,531)
(22,678)

(1,531)
(22,678)

(0)
0

3,244,241

3,215,956

28,284

Cash Drawdown
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Annual Total

Monthly Main
Supplementary
Draw down
Draw down £000s
£000s
£227,500
£177,943
£244,000
£0
£244,000
£0
£232,000
£0
£220,000
£0
£228,000
£0
£228,000
£0
£230,000
£60,000
£331,000
£15,000
£275,000
£9,000
£294,000
£21,000
£150,000
£33,500
£2,903,500
£316,443

Cumulative
KPI - 1.25% or less Actual month end Percentage of
Proportion of CCG
Draw down
of main drawdown bank balance cash balance to
cash requirement
£000s
£000s
£000s
main draw
£405,443
12.50%
£2,844
£665
0.29%
£649,443
7.52%
£3,050
£315
0.13%
£893,443
7.52%
£3,050
£2,418
0.99%
£1,125,443
7.15%
£2,900
£1,382
0.60%
£1,345,443
6.78%
£2,750
£2,528
1.15%
£1,573,443
7.03%
£2,850
£888
0.39%
£1,801,443
7.03%
£2,850
£755
0.33%
£2,091,443
8.94%
£2,875
£1,220
0.53%
£2,437,443
10.67%
£4,138
£830
0.25%
£2,721,443
8.75%
£3,438
£981
0.36%
£3,036,443
9.71%
£3,675
£1,361
0.46%
£3,219,943
5.66%
£1,875
£3,219,943
99.25%

• The cash KPI has been achieved in all months so far this year, showing continued successful management of the cash position by the CCG’s finance team
and CSU to achieve the target cash balance.
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11. Better Practice Payments Code (BPPC)
• Under the BPPC, CCGs are expected to pay 95% of all creditors within 30 days of the receipt of invoices. This is measured in terms of the total value of
invoices and the number of invoices by count. To date the CCG has met the target cumulatively on both value and count by NHS and non NHS and so the
target is green on all aspects. It is therefore expected that this target will be met in full at the end of the year. It is pleasing to note this month that there
have been no failures in month.
• Due to the Covid-19 impact, NHSE/I has requested that all NHS organisations should during this time strive to pay creditors within 7 days to provide
assurance on cash flows for organisations at this difficult time. This has obviously assisted in achieving good BPPC performance.

BETTER PAYMENT PRACTICE CODE 2020-21

>95%
<95%

NHS

Jan-21
NON-NHS

TOTAL

NHS

Feb-21
NON-NHS

TOTAL

NUMBERS FOR THE MONTH

Total number of invoices paid in the month
Number of invoices paid within target
Numbers % for the month

123
121
98.37%

2976
2812

3099
2933

94.49%

94.64%

187
182
97.33%

4992
4882
97.80%

5179
5064
97.78%

VALUES FOR THE MONTH (£000s)

Total value of invoices paid in the month
Value of invoices paid within target

224,706
224,703

57,768
54,999

Value % for the month

100.00%

95.21%

99.02%

4961
4921

39677
38694

44638
43615

99.19%

97.52%

97.71%

282,473
279,702

227,190
227,090
99.96%

94,615
93,482

321,804
320,573

98.80%

99.62%

44669
43558

49817
48661

97.51%

97.68%

CUMULATIVE NUMBERS TO THE MONTH

Total number of invoices paid YTD
Number of invoices paid within target
Numbers % Cumulative

5148
5103
99.13%

CUMULATIVE VALUES TO THE MONTH (£000s)

Total value of invoices paid YTD
Value of invoices paid within target
Value % Cumulative

2,132,838
2,132,324
99.98%

589,320 2,722,158
576,508 2,708,833
97.83%

99.51%

2,360,028
2,359,414
99.97%

683,934 3,043,962
669,075 3,028,489
97.83%

99.57%
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12. Aged Creditors
•

There is ongoing work to reduce the levels of aged creditors which were brought forward from the legacy ledgers. The graphs below
show the ongoing reduction in volume and value of these aged creditors. At the end of February there were 233 (£1.9m) items
outstanding compared with 391 (£3.5m) in the previous month. A targeted approach is being taken to further reduce these aged
creditors by the year end. Agreement has already been reached on the outstanding invoices for NHS South West London CCG and 2
large invoices for NHS Property Services and payments will be made in March which will clear a large proportion of the value
currently outstanding.
As part of year end, high value invoices relating to this financial year are being reviewed to establish if they can be settled in year
and budget holders are being reminded on a regular basis to review their workflows.

Value

Number
1200

12,000,000.00

1000

10,000,000.00

800

8,000,000.00

600

6,000,000.00

400

Number

4,000,000.00

200

2,000,000.00

0

0.00

Value
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13. Revenue Resource Limit
• The table below sets out the movements in the Revenue Resource Limit by borough and the overall financial allocation at Month 11. The main change in month has been
the confirmation of additional non recurrent funding allocations. The total financial allocation for the year as at Month 11 is £3,480.5m.
• The in-month movement in programme budgets represents changes in reporting within the acute budget in relation to AQP payments and BPAS/ Marie Stopes. These costs
remain but are now reported consistently across the CCG, either within the local borough or the Central contracts team. The movement in running costs reflect the agreed
structure for the Quality directorate and revisions between programme and running costs for primary care staff.
Revenue Resource Limit
Bexley

Bromley

Greenwich

Lambeth

Lewisham

Southwark

South East London

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

Total SEL CCGs (Non
Covid)
£'000s

Revenue Resource Limit (RRL)
Total Start Allocation
Total Movement in Month
Total Month 11 Allocation

112,397
14
112,412

198,991
1,140
200,131

152,197
(696)
151,501

165,847
(42)
165,805

135,601
(162)
135,440

133,119
(533)
132,586

2,451,773
6,622
2,458,395

3,349,926
6,343
3,243,858

69,431
19,042
88,473

3,419,357
25,385
3,332,331

Running Cost Allowance (RCA)
Total Start Allocation
Total Movement in Month
Total Month 11 Allocation

1,733
(304)
1,429

1,781
(21)
1,760

1,868
(75)
1,792

1,868
15
1,883

1,296
0
1,296

1,312
298
1,610

24,408
876
25,283

34,265
788
35,053

719
719

34,984
788
35,772

114,130
(290)
113,840

200,771
1,119
201,890

154,065
(771)
153,294

167,716
(27)
167,689

136,898
(162)
136,736

134,431
(236)
134,195

2,476,181
7,498
2,483,678

3,384,191
7,131
3,391,322

70,150
19,042
89,192

3,435,421
26,173
3,480,514

Total RRL and RCA
Total Start Allocation
Total Movement in Month
Total Month 11 Allocation

Covid-19

Total SEL CCGs

£'000s

£'000s
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1. EXECUTIVE SUMMARY
At a glance position

Following a pause in the 2021/22 planning guidance it is expected that NHSEI will roll forward the Months 7-12 Allocation into Quarter 1 funding; with the likelihood
that this arrangement will be extended into Quarter 2. As this approach is likely to reflect a flat cash approach to CCG funding, we need to agree a reasonable basis
against which to set next year’s start budgets, reflecting on known guidance. This paper proposes a roll forward of the Months 7-12 budget into Quarter 1 (and most
likely Quarter 2), as the most reasonable response to the present operating environment.
The roll forward of Months 7-12 budgets will relate to all areas except primary care, where further guidance is expected around Delegated budgets; and mental health
commissioning, where the MHIS is still being applied. The CCG is expecting, as a default that the roll-forward approach will operate under the principle of flat cash, and
therefore unless specific funding is received no additional adjustments will be made to these envelopes. Boroughs will be expected to managed within their overall
envelope and mitigate any identified cost pressures.
The main risks to this approach are around the CHC and prescribing budgets; however due to the non recurrent nature of some of the costs seen in 2020/21 this
position is felt to be manageable. During Quarter 1, it is proposed that a review of the recurrent cost base is undertaken within these budgets, with the outcome used
to inform budgets moving forward into Quarter 2. This is likely to include the impact of restarting QIPP which should allow them to remain affordable within the existing

envelopes.
In relation to Mental Health, the CCG is expected to meet its MHIS commitments in line with previous planning parameters. This work will be led by the SEL-wide
Mental Health Team with input from boroughs. The 2021/22 Mental Health Operating Plan, where guidance is currently pending., will be signed off by the Mental
Health ICS Leadership Team via the Planning and Delivery Group.
In terms if NHS provider payments the National contracting and payment arrangements are expect to continue until at least Quarter 2 of 2021/22 and payment
arrangements are likely to be based on H2 funding in 2020/21. Discussions with acute providers will focus on delivery within envelopes to meet 2021/22 priorities,
maximising efficiencies and arrangements from Q3.

3
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2. SEL CCG BUDGETING APPROACH FOR 2021/22 (Quarter 1)
•

Initial 2021/22 planning guidance for 2021/22 was released on 23rd December, indicating a movement towards business
as usual funding and contracting arrangements. However as a result of the worsening of the pandemic over the winter, it has been confirmed
that 23rd December planning guidance will not apply during quarter 1 of 2021/22, and is unlikely to be applied before Quarter 3.

•

Whilst final agreement is required with the treasury it is expected that the CCG’s funding envelope for Quarter 1 will be based on the H2
funding levels with FYE adjustments for back-load funding (e.g. MH); plus additional funding for unavoidable inflation, and committed funding
for primary care and mental health services.

•

In practice this is likely to mean that,

•
•
•
•
•

the CCG’s expenditure envelope will be based on Quarter 3 actuals including a normalising adjustment (e.g. excluding non recurrent
items); and adjusting for national advised unavoidable inflation.
Nationally mandated block contract approaches will continue for NHS contracts
System approaches may continue for the allocation of system top-ups and Covid top-up funds, although there may be more national
instruction.
CCGs will need to budget for other expenditure areas that are not covered by national block contract arrangements
MHIS investment will need to be maintained in line with previously announced national expectations.

•

Given the central funding approach, it is felt unrealistic that the CCG can undertake a “normal” budget setting process. It is proposed that for
Quarter 1 budgets are rolled forward from Months 7-12 baselines. With the expectation that this arrangement will need to remain in place for
at least Quarter 2.

•

In taking this approach, the CCG matches the nationally advised approach; and is able to undertake a fuller assessment of the recurrent impact
of Covid on its cost base.

•

This paper assumes that present Covid-19 arrangements will cease, and therefore no assumption is made regarding roll forward of borough 4
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based Covid Budgets.

3. LOCAL BOROUGH BUDGETS
•

As outlined in the previous slide, it is proposed that for the initial reporting period of 2021/22 the CCG rolls forward its existing budgets (from
Months 7-12). In adopting this approach, the CCG reflects the methodology being set out nationally, and gives itself the time required to assess
the impact of Covid on its existing cost base.

•

It proposed there are four identified exceptions to the roll forward budget approach, these cover;
o National Advised unavoidable inflationary adjustments, for example FNC inflation, which will be allocated to the identified budgets in line
the basis for receipt.
o Local Borough Mental Health Budgets, as set out in section 4, the CCG is expected to meet its MHIS commitments in line with previous
planning parameters. This work will be led by the SEL-wide Mental Health Team with input from boroughs. The 2021/22 Mental Health
Operating Plan, where guidance is currently pending., will be signed off by the Mental Health ICS Leadership Team via the Planning and
Delivery Group.
o Delegated Primary Care Budgets, these budgets will be set in line with the advised funding arrangements for 2021/22. Guidance on this is
to be confirmed; with budgets to be set once this becomes known.
o Pay Budgets, given the high level of staff change in year. It is proposed to re-cost the corporate pay structure in line with the present
establishment, costing people to their pay point and vacant posts to mid-point in line with the approach taken in 2020/21. This is
expected to be cost neutral across the CCG.

•

At the moment, the approach assumes a roll forward of the present arrangements in relation to the Better Care Fund. Once further guidance is
received this area will be revisited.

•

It is also worth noting that based on present guidance, this approach assumes that no unadvised growth will be added to budgets.
5
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3. LOCAL BOROUGH BUDGETS (continued)
•

No further adjustments are expected, however boroughs will be invited to undertake budget virements in line with the present operational
management. These changes are expected to be cost neutral and are intended to support local budget management.

•

For clarity, in rolling forward budgets, the expectation is that local cost pressures will be managed within existing envelopes.

•

Based on existing Month 11 Budgets (excluding corporate) and spend, if the position seen in Months 7-11 was rolled forward into Quarter 1 of
2021/22. Then the “likely” reporting position would be as below.

Quarter 1 Indicative Budget
Quarter 1 Indicative Spend
Variance

Bexley

Bromley

27,180
26,919
261

48,914
48,777
137

Greenwich Lambeth
36,549
36,483
66

40,339
40,616
(277)

Lewisham Southwark Total Borough
Position
32,248
32,069
217,299
32,032
31,919
216,748
216
149
551

•

This indicates a potential risk in this approach within Lambeth, however across all boroughs, the Months 7-11 expenditure includes a number
of Non Recurrent assumptions including HDP2 costs and prescribing price impact from leaving the EU. If these were adjusted then the Lambeth
position would come into line with a breakeven position. It is felt therefore that all budgets are deliverable but this is something that will be
monitored.

•

In proposing these budgets the main areas of risk reside within Continuing Care and Prescribing. For this reason it is proposed that these
budgets are reviewed within Quarter 1 of 2021/22 to understand the recurrent impact of the changes seen during the Covid period. It is not
possible to undertake this exercise now due to the remaining variables in the system. The impact of this review would be reflected into budgets
from Quarter 2 2021/22. Due to the joint nature of the prescribing position budgets across the CCG, it is proposed that these budgets aren’t
adjusted locally until the review is complete.

DRAFT
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4. MENTAL HEALTH
•

There will be a separate mental health planning process for 2021/22 to ensure that the Mental Health Investment (MHIS) funding, Service
Development Funding (SDF) and the £500m national Spending Review funds can be allocated and invested from 1 April 2021. We are
expecting to receive guidance and a template imminently with an expected 4 week deadline.

•

MHIS funding, matches growth at 4.24%.

•

SDF or Transformation funding has been approved to enable recruitment to progress. We are awaiting formal confirmation letters,
including any associated delivery conditions and performance management arrangements
SEL ICS Transformation Funding
CYP
Adult SMI
Crisis
Suicide Prevention
Homeless
Total

2021/22
£'000s
2,895
5,196
1,346
384
300
10,122

•

The total ICS share of the £500m Spending Review funds is to be confirmed. It is anticipated that this will be used to bring forward delivery
of the Long Term Plan for Mental Health.

•

Contract Agreements (Upon Resumption of Business as Usual)
Planning guidance suggested that contracts should be based in 2019/20 outturn contract values and adjusted for non-recurrent items,
2020/21 funding growth and service changes - not on nationally-set 2020/21 block contracts. In SEL we had agreed 2020/21 pre-Covid
heads of terms so this would provide a starting position upon which to build 2021/22 agreements. Further details are set out in section 5.

DRAFT
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4. MENTAL HEALTH (Continued)
•

The start point for 2021/21 budgets will be 2020/21 pre-Covid heads of terms and 2020/21 Months 7-12 borough based budgets

•

These need to be adjusted for 2021/22 priorities and changes to funding flows, such as:
o
o
o
o

•

Known service transfers e.g. the full year effect of the delegation of 100% health funded complex care budgets to SLP via Oxleas
Impact of service reviews e.g. IAPT
Cost pressures
Efficiency opportunities

MHIS investment will be needed to cover the following
o
o
o
o

Tariff uplift
Full year effect of 20/21 investment
Pick up of transformation funding (e.g. Crisis funding £3m, IPS Wave 2 £350k)
Investment in line with the Mental Health LTP Toolkit, including commitments required as a condition of SDF bids for community
services and crisis across statutory and non statutory sectors.
o Local identified services priorities – CAMHS, IAPT, Perinatal, SMI Health Checks.
The 2021/22 Operating Plan submission is expected to be a financial submission but investment needs to be agreed to ensure delivery of
trajectories e.g. CAMHS, IAPT, Out of Area Placements and Perinatal. These will include a significant challenge in recovery both in terms
of delivering LTP trajectories, and meeting requirements of pent up service demand.
It is expected that proposed investment will exceed the 21/22 MHIS allocation and prioritisation will therefore be required.

DRAFT

8

42 of 199

5. NHS CONTRACTS
•

Arrangements for Quarters 1 and 2
National contracting and payment arrangements will continue for until at least Q2 of 2021/22 and payment arrangements are likely to
be based on H2 funding in 2020/21. Discussions with acute providers will focus on delivery within envelopes to meet 2021/22
priorities, maximising efficiencies and arrangements from Q3.

•

Contract Arrangements (Upon Resumption of Business as Usual)
o Planning guidance suggested that contracts should be based in 2019/20 outturn contract values and adjusted for non-recurrent items,
2020/21 funding growth and service changes - not on nationally-set 2020/21 block contracts. In SEL we had agreed 2020/21 pre-Covid
heads of terms so this would provide a starting position upon which to build 2021/22 agreements.
o We will need to include further adjustments to reflect 2021/22 priorities and changes to funding flows, such as:
▪
▪
▪
▪
▪
▪
▪

Known service transfers
LAS/ 111 service pressures
Greenwich Circle contracts
Known permanent changes in service delivery (critical care expansion, virtual by default)
Efficiency opportunities
Recovery expectations
Potential new national contracting approaches where agreed, e.g. blended tariffs, changes to NCA arrangements.

DRAFT
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ENCLOSURE: F
AGENDA ITEM 3(III)

Bexley Borough Based Board Meeting
DATE: 29 April 2021
Title

Bexley Borough Risk Register

This paper is for discussion/accept
•

Background
The focus of this Bexley Borough Risk Register is localised giving
the Borough Based Board an early indication of the specific Bexley
risks identified.

•

There will also be further borough-specific risks to include on
borough risk registers (e.g. risks related to borough organisation
staffing issues, small local provider contracts, relationships with
local stakeholders etc.).

•

This report describes the local key risks in detail and for each
provides an assessment of how likely that risk is to materialise and
what impact it would have should it do so.

•

This report details risks and planned mitigations for risks relate to
the operational activities of the organisation. Risks included are not
those which are deemed to threaten the achievement of the CCG’s
corporate objectives, but instead are operational risks that require
active steps to be taken within the organisation to manage and
mitigate.

•

It also allows for the Bexley Borough Base Board to understand the
mitigating actions in place and those planned. The Board should
use this information to assess the adequacy of the localised
response to each risk.
The process is supported by a formal risk management framework
which considers the CCG’s appetite for risk and roles and
responsibilities for risk management within the organisation.

Executive
Summary

•

•

The Bexley Borough Based Risk Register identifies 11 risks to the
achievement of the operational activities of the organisation. This
local risk register will be continually developed to ensure it reflects
the Borough Based risks

Recommended
action for the
Committee

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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Potential
Conflicts of
Interest

Impacts of this
proposal

Wider support for
this proposal
Author:
Clinical lead:
Executive
sponsor:

None Identified
Key risks &
mitigations

As per the attached Open Risk Report

Equality impact

N/A

Financial impact

As Finance Risks within the Open Risk Report

Public
N/A
Engagement
Other Committee
Discussion/
IGPC
Internal
Engagement
Carol Berry Corporate Governance Lead (Bexley)
Diana Braithwaite – Borough Operations Director

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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Risk Register: Bexley 29/04/2021
Risk Risk Title
Risk Description
ID 7 Future Estates Risk of possible failure to plan for future premises
Requirements and estate requirements

91 Failure to
provide andd
UTC Service

The possibility of the current UTC service provider
walking away from the contract because it is not
financially viable this will leave Bexley without a UTC
Service.

Initial
R 12
ti

12

Control Title

Control Summary

Estates Planning Estates Working Group in place . Limited estates
working group
planning capacity now available in Bexley

Contract
Monitoring

Montly contract meeting with Hurley review open book
work collaboratively with provider with incentives which
support their financial viability consideration around
additional funding.

Current
R 12
ti

9

Gap in Control
Gap in Control Summary
Titl
Capacity
and Uncertainty regarding capacity and
resources for resources for effective estates planning
effective
Estates
Planning
Delay in
Due to purdah there will be a delay in
mobilising new mobilising new ways of working
ways of
working

Target
R 8ti

CEPN Training Continue to work with CEPN to develop
and
and training and development
Development opportunities for General Practice staff

9

8

New Contract
New Proposal has been developed and has been agreed
Proposal agreed by BBB and GOLD

98 Lack of WTE
GPs

There is a risk that Bexley CCG does not have
enough WTE GPs for the growing population and
that the CCG are unable to retain it current
workforce in general practice (including GPs, practice
managers, nurses, HCA's, secretaries, receptionists).
Unable to provide adequate GP provision to
meet the growing demand on general practice.
Limits the ability to be able to transform Primary
Care.

15

Proposal
Discussion

New proposal to be discuss with the provider on 23 April

CEPN Training
Courses

Working with CEPN in developing a number of training
courses for practice staff for their development.
Additional funding to support COVID has been released
to enable additional GP sessions. Looking to support
practices with gaining more salaried and partner roles.
Satisfactory Positive assurance - Improves the patient
experience and support general practice working.

Primary Care
Development
Working Group

Primary Care Development Working Group will have
oversight of recruitment and retention work streams.
Some Weakness Positive Assurance - Clear support,
intelligence and oversight for delivery of schemes

Succession
Planning

Implementation of Succession Planning within GP
Practices.

Workforce
Survey

NHS England have completed workforce survey as
part of PCN implementation to help plan for vacancy
mapping. Some Weakness Positive Assurance Identifies and helps plan for vacancy mapping Some
Weakness Positive Assurance - Supports staff career
development

CEPN Training

CEPN training for front line staff to support signposting,
care navigation etc.Two GPs have now been
recruited to the borough through the International GP
recruitment programme with another in train for next
year.
Although this is still an issue additional funding to support
COVID has been released to enable additional GP
sessions. Looking to support practices with gaining more
salaried and partner roles

12
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99 GP practice
There is a risk that GP practices are vulnerable,
sustainability & facing sustainability and resilience issues, failing
CQC inspections and not prepared for the
resilliance
changes coming in primary care.
Practices struggling to meet their statutory
requirements, failing CQC inspections,
unsafe practice and being put into special measures.

12

GP Teamnet

Development of shared repository / system (GP
Teamnet) for every practice and the CCG to access - to
share protocols, documentation, standard read code
templates etc.; development of locum banks for
GPs/nurses/admin to work across the federation.
Satisfactory Positive assurance - Supports
sharing of information, coordination of protocols and
maintenance of key information required by CQC. New
nurses that have entered general practice and are
going through relevant training whether this is at
foundation level or degree level. The training is
fully funded with educational grants being provided to
host practices.

Mentoring

Engagement of high performing practices to mentor
those in need of support to improve NHS England rating
and patient feedback. Satisfactory
Positive assurance - Mentor support ensure that
practices learn from their neighbouring practice
colleagues

12

6

Productive
Productive General Practice programme in place to
General Practice support practices. Satisfactory Positive assurance Programme
Supports practices in improving day to day operational
management
Specific Support Specific support for poorly rated practices to address
CQC. Focus on requires Improvement rating, poor
patient feedback and sustainability issues. Satisfactory
Positive assurance - By identifying those practices
requiring support, it means that specific actions can be
put in place to support them in delivery of primary care
services
Supporting
Practices

Practice visits and primary care development
working group in place to ensure that all
practices are able to appropriately develop in order to
be sustainable and resilient, as well as supporting
transformation . Supporting practices to configure and
standarised parts of practices websites to ensure online
patient access and facilitate online booking, prescription
& access to medical records and signposting to support
patient self mangement. Comms & engagement to
support increased usage. Ulitise CCG's patient
engagement team to share good practice across
practices and help practices to develop robut PPG's to
liaise and work with the voluntary sector organisations
and to support training for carers and access for
vulnerable groups . Also working with patients.
Satisfactory Positive Assurance - Supports practices in
adapting to change and primary care transformation.
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101 GP Financial
and Resource
Pressures

136 Lead Nurse
Vacancy
137 Primary Care
Team

GP practices may wish to change clinical systems
which may result in financial and resource pressures

There is a risk that the CCG will have no lead nurse
due to the resignation of the incumbent and poor
l
i
There is i a risk that Primary
Care Th

Commissioning responsibilities such as PMS contract
monitoring, primary care quality
improvement programme, as well as variety of
primary care initiatives from the NHS Long Term
Plan, GP Forward View and Strategic
Commissioning Framework may bring added
pressure on limited CCG resources. Inability to meet
the expectations of the membership.

Planned
migrations

Practices migrations are agreed and planned sufficiently
with all parties (Practices, CCG, system suppliers).

Supporting
practice
transformation

Supporting practices in making informed decision by
facilitating GP system demonstrations. Practices have
received funding to support system migration.

Clinical lead
Template

CCG to complete clinical lead template to
request replacement for lead nurse

12

Primary Care
Team

9

8

Lack of
Resources

Resource within practices and CCG to
carry out all migration activities

8

Primary Care team structure in place

12

Recruitment

Going to advert for lead nurse role

6

Primary Care
Working Group

Primary Care Development Working Group
overseeing delivery of primary care strategy. Review
of department resources and alignment of sufficient
resource to meet the agenda.

9

Restructure of Still a risk; in most recent restructure PC
PC Team
team has lost two staff members to IT.

6

Primary Care
Responsibilities

PCCC board established and now responsible for
overseeing developments within Primary Care

6

PCN
PCN's being able to release time/capacity
Time/Capacity for sufficient planning/management of
their network priorities

4

6

Security/Migrat Continue to audit access controls to the
ion to 365
communications storage rooms provided
by the local authority
A continuous awareness /induction of IT
staff to raise awareness of security.

3

GP Federation

138 GP Federation There is a risk in that the Bexley GP federation will
not be financially sustainable and able to deliver the
required ambitions of it's member practices. Bexley
are not able to deliver at-scale primary care and
primary care networks are forced to seek alternative
hosting routes

9

139 IT Server
Cupboard

9

There is a risk in that the shared server room
containing Bexley CCG communication links and
devices as well as the ICT storage room and build
room can be accessed by key local authority staff and
third party contractors who have access to the main

8

Federation currently acting as host for all primary care
networks in Bexley. Federation has a key role in PCN
development. Assurance: PCN development money to
be used to support PCN's vision planning. CCG with
federation continue to support PCN's within confines of
budget available. Development of PCN plans for service
delivery of PCN DES requirements facilitated by
Service Delivery Development of PCN plans for service delivery of PCN
of PCN DES
DES requirements facilitated by recruitment of ARRS
roles.
Access Control

The Bexley Civic Offices server room is only accessible
by Passcard entry only to specific Local authority
staff/contractors and CCG IT staff is permitted.
Quarterly access control reports gained from the Local
Authority to monitor access.
Communications cabinet has combination lock which
only the SEL CCG IT have access.

Budget Holder
Budget holders have been engaged in the budget roll
engagement and over process and have been aware of the limitations
awareness
within which we need to work

48 of 199

184 Exceeding
Delegated
Budgets

There is a risk that the borough will exceed its
delegated budget in 21/22 due to QIPP schemes not
being developed and implemented, continued impact
of COVID or any new wave, lack of clarity regarding
budgets post quarter 2, impact of rollover budgets for
months 1-6 with no investment funds which may
result in SE London CCG not meeting its control total
in 21/22.

12

Financial
Management

Budget holders will continue to have monthly budget
holder meetings with the central financial management
team regarding their budgets and how best to manage
within the resource available

Robust Budget
Setting for Q1
and Q2

The budgets for Q1 and Q2 are roll overs of the 20/21
budgets for Q3 and Q4 with specific inflation where this
has been given by NHS England. This provides some
assurance for the first 6 months of the year.

9

12 Negotiate to transfer caseload to Oxleas Children's
Community Nursing Team. Address cost pressure due to
provision cost exceeding previous grant amount
There is a risk of a break in service for children and
188 Children's
Palliative Care young people with end of life care needs to due to
provider giving notice on grant

12

9

Cost
Pressures /
Investment

The borough has a number of potential
cost pressures which at present do not
have resource allocated to enable the
issues to be resolved

The borough has a number of cost
pressures / areas for investment for which
no resource has been identified, this may
lead to issues with providers and also with
clients/patients
e CCG a d e ce t e bo oug s ot
Resource
aware of the resource which will be
available for
available for the second half of the
Q3 and Q4
financial year making planning more
difficult
Palliative care - Palliative care - unresolved cost pressure
unresolved
cost pressure

6

6
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Bexley Borough Based Board Meeting
DATE: 29/04/2021
Title

Business Conducted Outside of the Formal Board Meeting (January
2021 – March 2021)

This paper is for Ratification
Due to the increasing pressure being placed on the health and care
system as a result of the COVID-19 Wave 2 pandemic, NHS South East
London Clinical Commissioning Group (NHS SEL CCG) made the
decision in early January 2021, (as with COVID-19 Wave 1) to temporarily
stand down all Borough Based Boards.
During this time there were several urgent decisions to be made by the
members of the Board and therefore the pertinent clause (Section 9, Pg.
5) from the Terms of Reference for making decisions outside of the formal
meeting, to conduct this business – was implemented. Decisions made in
this way are only valid if the minimum quorum was achieved and all
responses were received via email stating that they were in favour.
Members were required to withdraw or were excluded from this decisionmaking process due to any conflicts of interest. Where a conflict is
identified, the conflict and the action will be recorded in the minutes of the
meeting and, where appropriate, the register of interests updated
accordingly.
Executive
Summary

A decision made in this way will only be valid if the minimum quorum is
met, that is 75% of all voting members having expressed by email or
signed written communication, by the stated date for response, states that
they are in favour of endorsement. For specific decisions related to
primary care, within the borough’s delegated authority, where conflicts
exits and which is not a recommendation to the Primary Care
Commissioning Committee, the quoracy will be reduced to 100% of the
non- conflicted voting members (i.e. the Place-Based Board Director and
lay member of the borough-based board).
All correspondence has been duly logged and recorded for audit
purposes and links to the full documents and members decisions have
been embedded into the report for ease of reference. This report is now
being brought to the board’s public meeting for validation of those
decisions and will subsequently be uploaded onto the NHS SEL CCG
website.
From January 2021 to March 2021 there were a number of orders of
business, which required review and five of those items are presented in
this paper for ratification;

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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1. Recommendation to Endorse – Physical Disabilities Procurement:
Conflict was declared and member excluded and all remaining
members ENDORSED.
2. Recommendation to Approve – The Selection and Election Process
for the Borough Division Membership Chair: All members
APPROVED.
3. Recommendation to Discuss/Note – Joint NHS SEL CCG/Bexley
Finance Months 8 to10 Reports: All members NOTED.
4. Recommendation to Endorse – System Development, Strategic
Commissioning Intentions implementation for Home First, Urgent
Community Response and Intermediate Care: All members
ENDORSED.
5. Recommendation to Endorse – Erith Health Centre Estates
Transformation Technology Fund Scheme: Business Justification
Case to reconfigure space to maximise use and expand primary care
provision: All members ENDORSED.
Recommended
action for the
Committee
Potential
Conflicts of
Interest

Impacts of this
proposal

Wider support for
this proposal
Author:
Clinical lead:
Executive
sponsor:

•

The Board is being recommended to ratify these decisions made
outside the formal meeting.

The Board is being asked to ratify decisions taken outside of the formal
board meeting, however for Item 1 Physical Disabilities Procurement, Dr
Sid Deshmukh is excluded from this process – having been excluding
from the initial endorsement due to his declared Conflict of Interest.
Key risks &
mitigations

N/A

Equality impact

N/A

Financial impact

N/A

Public
Engagement
Other Committee
Discussion/
Internal
Engagement
Carol Berry
Dr Sid Deshmukh

N/A
Report to be shared with the audit committee.

Diana Braithwaite, Borough Director – Operations

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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Bexley Borough Based Board
Items for decision outside of the formal meeting
Date: 23/02/2021 – 29/03/2021
Chair: Dr Sid Deshmukh
1. Background
Due to the increasing pressure being placed on the health and care system as result of COVID19 Wave 2, NHS South East London Clinical Commissioning Group (NHS SEL CCG) took the
action to ensure that all resources were focussed and redirected on supporting front line
services. In order to ensure this NHS SEL CCG took a similar decision as with COVID-19
Wave 1, in early January 2021 to temporarily stand down all Borough Based Boards with
immediate effect.
2. Governance Framework
The Borough Based Board Terms of Reference sets out the process and governance for when
decisions taken outside of formal meetings;
2.1 Procedure of decisions made outside of formal meetings
The committee chair will arrange for the notice of the business to be determined and any
supporting paper to be sent to members by email. The email will ask for a response to be sent
to the committee chair by a stated date. A decision made in this way will only be valid if the
same minimum quorum described in the below paragraph, expressed by email, or signed
written communication, by the stated date for response, states that they are in favour.
2.2 Conflict of Interest and quorum
Where an individual, including any individual directly involved with the business or decision
making of the CCG, has an interest, or becomes aware of an interest which could lead to a
conflict of interest in the event of the CCG considering an action or decision in relation to that
interest, will be considered as a potential conflict, and is subject to the provisions of this
constitution and the Standards of Business Conduct Policy.
Members will be required to withdraw or be excluded from this decision-making process due to
a conflict of interest or for any other reason that does not affect the meeting quoracy, then a
decision or vote can proceed as normal.
Where a conflict is identified, the conflict and the action will be recorded in the minutes of the
meeting and, where appropriate, the register of interests updated accordingly.
A decision made in this way will only be valid if the minimum quorum is met, that is 75% of all
voting members having expressed by email or signed written communication, by the stated date
for response, states that they are in favour of endorsement. For specific decisions related to
primary care, within the borough’s delegated authority, where conflicts exits and which is not a
recommendation to the Primary Care Commissioning Committee, the quoracy will be reduced
to 100% of the non- conflicted voting members (i.e. the place based board director and lay
member of the borough based board).
2.3 Operational management of the governance structure
The CCG will act in accordance with the principle of transparency in respect of all its
decisions. All decisions, whether taken in a committee under delegation or by the CCG
Governing Body, will be reported in public and included in Governing Body committee
reports or other papers.
The Borough Based Board chair, or other individual, as appropriate will retain all
correspondence pertaining to such a decision for audit purposes and report decisions so made
to the next meeting. A clear summary of the issue and decision agreed will then be recorded in
the minutes of the next formal Borough Based Board meeting, and all papers and subsequent
decisions will be published on the SEL website.
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3. Summary of all reports presented to the Bexley Borough Based Board outside of the
formal meeting and recommended action for the Committee
3.1 Physical Disabilities Procurement
3.2 The purpose of this report is to update the Bexley Borough Based Board on the proposed
procurement solutions being led and commissioned by Bexley Council for the ten services,
which are currently collectively held under one contract. Each of these services is discussed
separately and the financial implications for the CCG set out where applicable.
3.3 Following discussions and agreement with the current provider, Inspire Community Trust, the
contract was extended by the two years available, and is now due to end on 31st August 2021.
The contract was extended to allow time to facilitate individual options for each of the services.
Further work is now underway to prepare detailed procurement plans.
3.4 The key issues for the NHS SEL CCG (Bexley) are:
•
•
•

Probable increased cost of Wheelchair service
Increased cost of ICES
Loss of economy of scale due to diverse solutions for the ten contracts.

3.5 A conflict of interest was recorded for Dr Sid Deshmukh, who was excluded from the
process.
3.6 The Committee was asked to endorse proposals for the services listed.
3.7 Full details are listed in Section 4.1.
3.8 The NHS SEL CCG Selection/Election Process for the Bexley Borough Division
Membership Chair
3.9 From 1st April 2020 the current Bexley practice member representatives of the Primary Care
Advisory Group (PCAG) became members of the NHS SEL CCG Council of Members. Each
borough formed a "division" of the Council of Members known locally as the Borough Divisional
Membership and will require a Chair to be appointed. The following is the agreed procedure for
the selection and voting of a new Chair.
3.10
The Committee was asked to endorse the procedure for the selection and voting
of a new Chair.
3.11

Full details are listed Section 4.2.

3.12

Joint NHS SEL CCG/Bexley Finance Months 8 to 10 Reports

3.13
Month 8 Joint Finance Report – Bexley Borough CCG and LB Bexley Adult Social Care
and Public Health
3.14
Due to the development of Integrated Care System (ICS) published in December 2020,
there will be a growing need to work with our partners more closely and be transparent in the
sharing of our financial positions – to enable strategic commissioning decisions on the future
services for our population.
3.15
In Bexley, we are currently renewing our Section 75 arrangements between NHS SEL
CCG and Bexley Council with the hope of including more in our Better Care Fund for the very
purpose as set out in 3.11. Bexley Council are also looking to have a Section 75 in place for 1st
April 2021 between themselves and Oxleas NHS Foundation Trust to cover the services under
the umbrella of Bexley Care. It has also been agreed at the Joint Senior Management between
Bexley Borough NHS SEL CCG and Bexley Council that the finance leads start to work on
developing a vision for some joint financial reporting.
3.16
The Committee was asked to note the joint finance report/vision for financial
reporting and future processes.
3.17

Month 9 Joint Finance Reports
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3.18
This report outlines the actual financial position being reported at month 9 and sets out
the draft proposal and timetable for the 2021/22 budget setting process.
3.19

3.20

The Committee was asked to discuss and note;
(i)

The Month 9 (December 2020) financial position for both NHS South East
London CCG and Bexley Borough.

(ii)

The final annual 2020/21 allocation (programme and running costs)
received and expenditure to date for both NHS South East London CCG
and Bexley Borough.

(iii)

The returns made to NHS England reporting the Month 9 financial position
of NHS South East London CCG. The key risks identified for NHS South
East London CCG and how they relate to Bexley Borough.

(iv)

The key risks identified for NHS South East London CCG and how they
relate to Bexley Borough.

(v)

The details of the COVID-19 expenditure to date for both NHS South East
London CCG and Bexley Borough.

(vi)

The draft proposal and timetable for 2021/22 budget setting process for the
CCG and the borough.

Month 10 Joint Finance Report

3.21
This report sets out the financial positions of both the CCG and also the Adult Social
Care/Public Health elements of the total LB Bexley budget.
3.22
The impact of COVID-19 is shown for both organisations. Further work will need to be
undertaken on this report in the new financial year as we start to move closer to ICS and the
need to increasingly work as a system becomes apparent.
3.23

The Committee was asked to discuss and note the joint finance report.

3.24

Full details are listed in Section 4.3.

3.25
System Development – Strategic Commissioning intentions implementation for
Home First, Urgent Community Response and Intermediate Care
3.26
This paper presents our approach for delivering the right health and social care needs
for Bexley residents in the right place and at the right time through our Home First programme,
urgent care and best use of our Intermediate Care. Home First increases the opportunities for
residents to receive targeted support to help them recover from periods of ill-health including
accidents and maintain their independence whilst reducing unnecessary admissions or lengthy
stays in hospital.
3.27
Engagement has highlighted that the majority of residents prefer to receive care and
support in their homes or as close to home as possible. This paper seeks support for a two year
transformation programme across our Bexley and Greenwich systems that will allow Bexley
residents to receive the highest quality care in the most independent environment and wherever
possible, this should be the person’s home. The proposal sets out how we will reinvest existing
resources as well as requesting new investment into Bexley and the wider health and care
system.
3.28

The Committee was asked to endorse proposals for the services listed.

3.29

Full details are listed in Section 4.4.

3.30
Erith Health Centre Estates & Technology Transformation Fund Scheme –
Business Justification Case to reconfigure space to maximise use and expand primary
care provision
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3.31
Erith Health Centre is in close proximity to Erith Hospital. Therefore, the NHS South
East London CLINICAL Commissioning Group together with Bexley Council, Oxleas NHS
Foundation Trust and NHS Property Services has recently completed an estates feasibility
study (focussing on Erith Hospital and Erith Health Centre) for the North Bexley vicinity to:
•

Align estate provision with local heath priorities as set out in the North Bexley Health Needs
Assessments.

•

Address sub-standard estate and to reduce void costs (in line with the local Estate
Strategy).

3.32
The outcome of this work proposed that the Erith Health Centre, a facility which is
modern but grossly underutilised, becomes a local Health & Wellbeing Centre for Erith.
Following approval of the Project Initiation Document, the CCG has submitted the a Business
Justification Case confirming the required investment into Erith Health Centre to provide
additional primary care capacity, to maximise utilisation of the building and to enable the
management of musculoskeletal (MSK) long term conditions in a community setting with greater
integration between primary and secondary care.
3.33

3.34

The Committee was asked to;
(i)

Confirm that the plans documented in the enclosed Business Justification
Case for Erith Heath Centre are strategically and financially supported.

(ii)

Note that the scheme will deliver a modest saving to the CCG and will
involve an increase in rent and rates reimbursement in line with the
increase in demised space that the two tenant practices will occupy, which
will be offset by a reduction in void costs.

(iii)

Endorse the Business Justification Case.

Full details are listed in Section 4.5.
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4. Decisions table
No.

Item
Physical Disabilities
Procurement

1.

Motion:
To review and make
the appropriate
decision, in this
motion all eligible
voting members are
being asked to
endorse the paper.

Paper

Author

Via Email
27/01/2021
See
Appendix 1.

Lee Burge/Elizabeth
Deeves

Respond by
29/01/2021

A decision made in this way will only be valid if the minimum quorum is met, that is
75% of all voting members having expressed by email or signed written
communication, by the stated date for response, states that they are in favour of
endorsement. As there is an identified conflict the quoracy will be reduced to 100% of
the non- conflicted voting members to vote in favour for this paper to be endorsed.
BBB Member
Chair – Sid Deshmukh

Decision

Comments

Validating
documents

Conflicted and excluded from the vote.

Keith Wood

Endorsed

Clive Anggiansah

Endorsed

Stuart Rowbotham

Endorsed

KW - Endorse Physical
Disabilities proposal. I
have had the benefit of
further information from
the commissioning
team and Julie
Witherall which I will
share by separate
email with those who
are not conflicted. I am
content to endorse the
proposal subject to
robust monitoring of it's
progress and clarity on
the final approval
process.

Reviewed for
Carol Berry.

Reviewed for
Carol Berry.
I have no problems with
either of these papers,
happy to approve

Reviewed for
Carol Berry.
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No.

2.

Item
The NHS SEL CCG
Selection/ Election
Process for Bexley
Borough Division
Membership Chair

Paper
Via Email
27/01/2021

Author
Carol Berry

Respond by
29/01/2021

See
Appendix 2.

Motion:
To review and make
the appropriate
decision, in this
motion all eligible
voting members are
being asked to
endorse the paper.
A decision made in this way will only be valid if the minimum quorum is met, that is
75% of all voting members having expressed by email or signed written
communication, by the stated date for response, states that they are in favour of
endorsement.
BBB Member

Decision

Chair – Sid Deshmukh

Endorsed

Keith Wood

Endorsed

Clive Anggiansah

Endorsed

Stuart Rowbotham

Endorsed

Comments

Validating
documents
Reviewed by
Carol Berry.

Happy to endorse
noting comments.

Reviewed by
Carol Berry.
Reviewed by
Carol Berry.

I have no problems with
either of these papers,
happy to approve.

Reviewed by
Carol Berry.
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No.
3.

Item
Joint SEL/Bexley
Finance M8, M9 & M10
Reports
Motion:
To review and make
the appropriate
decision, in this
motion all eligible
voting members are
being asked to note
the M8, M9 & M10 Joint
Finance Reports.

Paper
Via Email
23/02/21

Author
Julie Witherall

Respond by
02/03/21

See
Appendix 3.

All Finance Report for Noting
Comments

Validating
documents

BBB Member

Decision

Chair – Sid Deshmukh

Noted

Reviewed by
Carol Berry.

Keith Wood

Noted

Reviewed by
Carol Berry.

Clive Anggiansah

Noted

Reviewed by
Carol Berry

Stuart Rowbotham

Noted

Reports duly noted
from my perspective.
Just to add a note of
thanks to the authors
for comprehensive and
informative reports.

Reviewed by
Carol Berry.
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No.

4.

Item
System Development –
Strategic
Commissioning
intentions
implementation for
Home First, Urgent
Community Response
and Intermediate Care

Paper
Via Email
23/02/21
See Appendix 4.

Author
Jayne
Mason/Robert
Shaw

Respond by
26/02/2021

Motion:
To review and make the
appropriate decision, in
this motion all eligible
voting members are
being asked to endorse
the paper.
A decision made in this way will only be valid if the minimum quorum is met, that is
75% of all voting members having expressed by email or signed written
communication, by the stated date for response, states that they are in favour of
endorsement.
BBB Member

Decision

Chair – Sid Deshmukh

Endorsed

Keith Wood

Endorsed

Comments

Validating
documents
Reviewed by
Carol Berry.

Happy to
endorse noting
comments.

Reviewed by
Carol Berry.

I echo Stuart's
thanks to all
involved - an
excellent
example of
partnership
working!
Clive Anggiansah
Stuart Rowbotham

Endorsed

Reviewed by
Carol Berry.

Endorsed

Reviewed by
Reports duly
Carol Berry.
endorsed from
my perspective.
Just to add a
note of thanks to
the authors for
comprehensive
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and informative
reports.
No
5.

Item
Erith Health Centre ETTF
Scheme – Business
Justification Case to
reconfigure space to
maximise use and
expand primary care
provision.
Motion:
To review and make the
appropriate decision, in
this motion all eligible
voting members are
being asked to endorse
the paper.

BBB Member

Paper
Via Email
23/02/21
Primary Care
Commissioning
Committee –

Author
Sarah
Birch/Marina
Moores

Respond by
01/03/2021

Full ETTF
Papers:
https://selondonc
cg.nhs.uk/events/
march-pcccmeeting/

Validating
documents

Decision

Comments

Chair – Sid Deshmukh

Endorsed

Agreed

Reviewed by
Carol Berry.

Keith Wood

Endorsed

Subject to
comments gave
enthusiastic
endorsement to
the three
requirements
and thanks to
those
responsible for
preparing the
proposals.

Reviewed by
Carol Berry.

Clive Anggiansah

Endorsed

I endorse this.

Reviewed by
Carol Berry.

Endorsed

Agreed.

Reviewed by
Carol Berry.

Stuart Rowbotham
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FINAL DECISION
All non-conflicted Board Voting members have applied due diligence in reviewing the
above papers and proposals and have now cast their votes in favour of all motions.
Members endorsed – Physical Disabilities Procurement – note. The Chair having
declared a conflict of interest in this item, was excluded from the process.
• Members approved – The NHS SEL CCG Selection/ Election Process for Bexley
Borough Division Membership Chair
• Members endorsed – The Strategic Commissioning Intentions implementation for
Home First, Urgent Community Response and Intermediate Care.
• Members noted the – SEL/Bexley Joint Finance Months 8 to 10 Reports
1. • Members endorsed – Erith Health Centre ETTF Scheme, Business Justification
Case
ACTIONS
• Authors of the papers to be notified of the Board decision. (COMPLETE)
• The Board Chair to be notified and the Corporate Governance lead will retain all
correspondence pertaining to these decisions for audit purposes. (COMPLETE)
• A report to be generated and presented at that the next Board meeting which will
include a clear summary of the issue raised with the appropriate feedback and final
decision agreed to be recorded in the minutes. (COMPLETE)
Carol Berry
Corporate Governance Lead Bexley
•

30/03/2021
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Bexley Borough Based Board
DATE: 27 January 2021

Title

Commissioning Plans for Physical Disability and Sensory
Services Contract (joint contract held by LBB under S75
Agreement)

This paper is for approval
The purpose of this report is to update the Bexley Borough Based
Board on the proposed procurement solutions for the ten services,
which are currently collectively held under one contract.
Each of these services is discussed separately and the financial
implications for the CCG set out where applicable.

Executive
Summary

Following discussions and agreement with the current provider,
Inspire Community Trust, the contract was extended by the two years
available, and is now due to end on 31st August 2021.
The contract was extended to allow time to facilitate individual options
for each of the services. Further work is now underway to prepare
detailed procurement plans.
The key issues for the SEL CCG (Bexley) are:
• Probable increased cost of Wheelchair service
• Increased cost of ICES
• Loss of economy of scale due to diverse solutions for the ten
contracts

Recommended
action for the
Committee
Potential
Conflicts of
Interest

Impacts of this
proposal

The Committee is asked to agree proposals for the services listed.

Members who have connections with Inspire Community Trust

Key risks &
mitigations

The impact of this proposal will affect the current
London Borough of Bexley location at the
Whitehall Centre. This is due to different solutions
of which only two services would remain, making
the site unviable for a provider to lease.

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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A task and finish group led by the Head of
Integrated Commissioning for Learning and
Physical Disabilities and involving officers from
the London Borough of Bexley will oversee the
consultation with users of the day service and
sensory support service.
There is a risk of higher costs for some services,
due to the loss of economy of scale in breaking
up a contract consisting of ten services. The ICES
and Wheelchair service is competitively priced at
present and represents good value. In addition, at
tender, a local Bexley located, service for the
storage and delivery of equipment maybe re sited
leading to a loss of flexibility that currently exists
To mitigate these risks, we are considering a tri
borough approach for the Wheelchair service to
provide economy of scale and will evaluate in the
tender, the location of premises. However, it
remains unclear at present whether this is a
workable solution.

Equality impact

Financial impact

The contracts and the services commissioned
under the existing Physical Disability contract
have close quality monitoring to ensure that
equalities duties are met. This will continue for the
services to be re procured. A full EIA on each
service has not been completed at this stage.
This will be prepared once individual service
plans have been approved.

The financial impact is dependent on the service.
The Wheelchair Service is funded by the CCG.
We are aware that this is a competitively priced
contract and that market bids may produce a cost
pressure. To mitigate this pressure, we have
explored a joint bid with Greenwich and Bromley
to achieve a reduced price based on economies
of scale, however there are financial technicalities
which would need to be resolved before any
decision regarding this is made.

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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Financial contributions to the pooled budget
under the Section 75 agreement will take place
from the approved budgets/financial plans of the
Parties and will be subject to regular financial
monitoring, annual review and audit.

Public
Engagement

The Insight Team in the London Borough of
Bexley provided research from users of the
sensory support and day services.
We also conducted telephone interviews for the
Wheelchair and equipment service users which
received very positive feedback.

Each service has been the subject of an internal
working group inclusive of relevant stakeholders.
In the case of the Wheelchair Service, this has
included the Bromley and Greenwich borough
CCG teams.

Wider support for
this proposal

Other Committee
Discussion/
Internal
Engagement

There has also been internal engagement via the
Councils Directorate Leadership Team, the
Bexley Senior Management Team and the LBB
Commissioning Board, chaired by the Chief
Executive of the Council.
The second stage of the process is through the
LBB Commissioning Assurance Transformation
Board, which to date has endorsed the proposal
for the Moving and Handling Service, Respite
Service and Direct Payment service.

Elizabeth Deeves, Head of Integrated Commissioning Learning and
Physical Disabilities.
Author:

Lee Burge, Transformation & Change
Alison Rogers, Acting Director for Integrated Commissioning, London
Borough of Bexley and NHS SEL CCG (Bexley)

Clinical lead:
Executive
sponsor:

N/a
Stuart Rowbotham, Borough Director (Bexley)

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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PROCUREMENT OF TEN PHYSICAL DISABILITY SERVICES VIA SECTION 75
AGREEMENT BETWEEN NHS SOUTH EAST LONDON CCG AND LONDON BOROUGH
OF BEXLEY
1. BACKGROUND
The current contract arrangement consists of the following services, placed with Inspire
Community Trust.
Contract Service Line

Per annum cost

Day activities

£334,453

Respite accommodation

£13,456

Sensory Support (visual and hearing impairment)
Special needs housing Occupation Therapy (OT)
services
Physical disability registrations and transportrelated services (blue badge / freedom passes)
Direct payment support and co-ordination

£334,148

Moving and handling assessment services

£136,493

Wheelchair Service

£629,559

Integrated Community Equipment Service (ICEs)

£418,805

Total annual Contract Value

£2,239,900

Separately invoiced: Pressure Relieving Contract

£178,000

£108,970
£188,175
£75,841

The contract had a two-year extension available which will expire on 31st August 2021.
Each individual service has been examined to look at alternative cost-effective solutions,
with consideration given to existing LBB in house arrangements and the development of
the ASC Pathways project (which devolves certain LBB Care Act duties to voluntary sector
partners).
2. THE EXISTING CONTRACT
The existing contract comprises of three specifications for adults and children
- Physical and sensory disability hub
- Wheelchair service
- Integrated Community Equipment Services (ICES)
During the life of this contract a sub-contract to include pressure relieving equipment
(mainly mattresses) has been added (on behalf of NHS FT) which has generated service
efficiencies and economies of scale). For the CCG this means that we now commission
this equipment via Inspire rather than Oxleas and the Oxleas Community Contract was
adjusted accordingly in October 2016

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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3. THE NEW CONTRACT ARRANGEMENT PROPOSALS
The proposals are set out per service as follows;
Overall summary:
The Physical Disability contract is a made up of nine individual services, grouped under
one contract, together with an allied contract for Pressure Relieving Equipment. The
contract ends in August 2021 and we wish to re-procure as follows:
Existing services
Integrated Community Equipment Services (ICEs)

Re-Procure

Wheelchair Service

Re-Procure

Respite accommodation

Re-Procure/Direct award
Re-Procure following
redesign
Re-Procure partial service

Day activities
Sensory Support (Visual and hearing impairment)
Physical disability registrations and transportrelated services (blue badge / freedom passes)
Moving and handling assessment services
Special needs housing Occupational Therapy
services
Direct payment support and co-ordination

Digital solution
De-commission (bring inhouse)
De-commission (bring inhouse)
De-commission (bring inhouse)

a) Wheelchair service
This service in the contract is fully funded by the SEL CCG (Bexley) and provides a
comprehensive assessment, prescription, review and repair service to meet the postural
and independent mobility needs of the Bexley population (for both adults and children)
This service is working well, with positive service user feedback, and consistently meets
NHSE target requirements.
The current provider has worked with us to introduce Personal Wheelchair Budgets, which
has contributed to the achievement of CCG PHB targets. Through the prepaid card
system in the Council, we are able to provide the funding directly to the client and
recharge the amount against the contract.
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Due to the year on year increase in referrals to the wheelchair service we need to re-set
the budget against this contract and adjust the spend on wheelchairs and associated
accessories accordingly.
We were approached by Greenwich CCG approximately a year ago as their wheelchair
service provider Oxleas had served them notice. As a result, Greenwich made a direct
award to Inspire, for a period to end in line with the expiry date of the Bexley Contract.
This was with an agreement that we would tender both services together to achieve an
economy of price. Bromley CCG were then advised of our procurement plans and wished
to be included in a tri borough contract. Bromley Healthcare had already co located the
repair element of their contract with Inspire. To this end a specification has been written
and both Greenwich and Bromley have provided input.
The intention was that the procurement would be facilitated by SEL CCG and be removed
from the section 75. However, the service would then no longer be the truly integrated
service which has made it so successful with clients only having to attend once in order to
access several different service requirements. There would also be some financial
technicalities to be addressed if the service were to be procured directly which may have a
detrimental effect on the CCG. These issues are being investigated further in order to
reach a solution.
We recommend a tri borough approach as the contract value for Bexley alone is £629,559
and with increasing numbers of wheelchair users, it would be an opportunity for favourable
terms. The contract will be on a block basis with pricing linked to bands of activity,
providing for a fixed price for higher than current volumes
Whilst further enquiries are in progress we are unable to confirm whether a tri-borough
approach will be detrimental or advantageous for Bexley. Should this approach not be
favourable, Bexley will tender alongside both the ICES and Pressure Relieving Equipment
contract. Bromley and Greenwich will then tender separately.
The agreement for this approach has been ratified at the Commissioning Board only at
this stage.

b) Integrated Community Equipment Service
This service sources, delivers, stores, collects, reconditions and recycles community
equipment for children and adults. The equipment is ordered by over 500 prescribers, from
the acute and community health services together with children’s and adults social care
staff.
This service is currently delivered from a warehouse located on the Whitehall site. It
should be noted that whilst the land is owned by the London Borough of Bexley, there is a
100-year lease in place, as the building costs were funded by Inspire Community Trust.
This is a factor in re procurement as the warehouse is not available to another party
unless this is with prior agreement with Inspire.
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We have had a task and finish group to explore the current service and look at any
improvements required. In addition, a survey of the 500 prescribers and authorisers of the
service was completed. The feedback varied but generally it was felt that the speed of
service was good but recycling and collection of equipment could be improved.
The outcome of the survey is that the specification will highlight recycling and better
monitoring of equipment, with specialised equipment being available via an online
catalogue.
The deep clean of fabric chairs was excluded from the existing contract and an additional
amount, circa £16k per annum has been payable. This will be included within the new
contract.
The current contract value is £418,805, which we know to be a competitive price, therefore
there is a risk that this service cost could increase with re procurement. To mitigate this
risk, we intend to include pressure relieving equipment in the tender in order to attract
additional economies of scale (see section c)
The agreement for this approach has been ratified at the LBB Commissioning Board and
the Commissioning Assuring Transformation Board
c) Pressure Relieving Equipment
Pressure relieving equipment provision (mattresses and cushions was previously
commissioned by Oxleas NHSFT (via the Community Contract) from Apex Medical. In
2016 it was agreed between Bexley CCG and Oxleas for the funding to be removed from
the Community Contract and to be channelled to Inspire, via LBB under the S75
Agreement, to enable Inspire to manage the Apex contract alongside the equipment
service to generate efficiencies and address the Oxleas overspend on the service. The
Apex Medical contract was novated to Inspire Community Trust in January 2020, when
Apex Medical merged with Inspire.
At the point when Inspire took over the contract with Apex Medical in 2016(Bexley Care)
purchased a stock of pressure relieving mattresses, overlays and cushions via nonrecurrent funds, which sits on the Council balance sheet as an asset. At that time Apex
Medicare continued to manage the storage, delivery, collection, decontamination,
servicing and recycling of the stock. Repair of stock was included but parts were an
additional cost factor, causing a cost pressure last year of £4700+VAT.
As above it is proposed to include the pressure relieving equipment service in the
reprocurement, including the provision of spares to avoid the above cost
pressure. However, in light of the significantly increased level of stock to be managed and
maintained, the price is unlikely to be maintained as is and the CCG should be prepared
for an increase.
The purchase of pressure relieving equipment and maintenance of stock levels will need
to be resolved as a separate issue (outside the contract)
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Whilst the Council did provide the capital to purchase the existing mattresses when the
service changed from the previous hire basis, there is no prospect of the Council being
able to provide any further capital funding due to the reduced flexibility around the capital
programme.
The agreement for this approach has been ratified at the LBB Commissioning Board and
the Commissioning Assuring Transformation Board
d) Day Service
The Whitehall Centre is a building owned by London Borough of Bexley and leased to the
current provider. It houses a collection of services with the majority of space used as a
traditional day centre for those with a physical disability.
The day service runs a range of in house, social and recreational-opportunities both in the
building base and to a lesser extent, in the community. The service has a traditional model
that our research has shown is not attractive to younger adults and is fixed and limited in
the opportunities that it delivers.
We are however mindful that a building-based option is attractive to a proportion of users
and we need to consult with those users and their carers to consider all options for
redesign of this service. We have established a project group to oversee consultation with
service users, potential users and their families.
This project group will be considering medium to long term objectives for this service as
well as a short-term option. In addition, we are actively looking to encourage employment
opportunities as an alternative to day services, with the creation of social enterprises such
as a Brewery.
We are therefore not yet in a position to re-procure this service and propose to use a
waiver to continue the current service, post September 2021, whilst consultation and
redesign takes place.
e) Respite Service
The London Borough of Bexley lease a property at 2 Amber Court Watling Street
Bexleyheath, from Orbit Housing Association. This property is an attractive modern flat
which is fully adapted for clients with a physical disability, providing a room for a carer,
tracking hoist, wet room, lowered kitchen etc. It is reserved for respite care for clients,
where a larger setting is not suitable to meet needs and can provide respite and
opportunities for service users to have a go at different independent living activities, in
preparation for return home after hospital admission.
However, the reality of the usage, has been for emergency accommodation and not
restricted to only clients with a physical disability.
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It is a valuable asset which is proven by an exercise to compare costs for those with high
needs. We have compared the average cost per week for care in this service of £739
against the cost comparison if the client was placed in residential care of £1,144 per week.
Under the current contract, Inspire Community Trust provide the housing management
element for the council for the sum of £13,456 per annum. From this figure the rent, utilities,
servicing of equipment, cleaning etc are paid, leaving a small sum of circa £2,143 for
management, for this we receive a turn key service for each and every respite stay
Because of the way the property is being used it is proposed that the council’s housing
directorate manage it under their Temporary Accommodation contract and it will not be
included in the re-procurement. Should this not be possible we will make a direct award
contract to Inspire Community Trust.
The agreement for this approach has been ratified at the LBB Commissioning Board and
the Commissioning Assuring Transformation Board
f) Direct Payment Support service
This service is intended to provide information and advice for clients (both adults and
children with Education Health and Care Elans) regarding direct payments. It also aims to
provide practical support for those choosing to engage a personal assistant, such as
recruitment, payroll, pension contributions and managing their workers. The third function
was to monitor the appropriate use of the direct payment and report any irregularities to
the Commissioners.
For the children’s service this has worked well, mainly because the direct payments are
limited to the short breaks service.
For adult clients, this has not been successful for several reasons. Firstly, recruitment has
barriers in that there is not a PA register in place and generally clients come with their own
PA s in mind, so the role is reduced to advice only. Secondly, from circa 2013 the Council
pays all Direct Payments via a prepaid card. This is managed by the Adult Social Care
Brokerage Team and gives visibility of spend to ensure funds are not misused.
In exploring the future commissioning approach, the children’s support service, which
accounts for 90% of the funding is to be brought back in house by LBB and absorbed
within a current role of the Short Breaks Coordinator.
The adult service is currently accounts for only 10% of activity and can be absorbed by the
ASC Brokerage Team, however the Council has ambition to improve take up of Direct
Payments and is looking to procure a PA register, which can have a dual role of advice
and information.
The current funding will therefore be a saving for Adult Social Care.
The agreement for this approach has been ratified at the LBB Commissioning Board and
the Commissioning Assuring Transformation Board
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g) Moving and Handling Service
Inspire provide the Moving and Handling service to London Borough of Bexley and the
CCG are able to spot purchase from this contract for CHC clients. Currently they employ
Occupational Therapists with a specialism in moving and handling, on a freelance basis.
At present the service is not operating in line with the service specification, causing an
overspend to the provider.
Meetings throughout the year have identified that the moving and handling team can
group the work they do into 2 distinct areas:
• Short term moving and handling advice and training.
• Complex case management
-Short term Moving and handling interventions
The team provide assessment, advice and training to individuals, care providers and
practitioners regarding individuals moving, and handling needs.
-Complex case management
The current working practices in supporting individuals with complex long-term conditions
impacts the capacity of the service to meet the demands of their contract.
The current service is often providing case management support to individuals with
complex needs. This is often apparent when working with individuals with progressive
conditions such as MND and Primary progressive MS. Much of their time is taken with
liaising and coordinating care across primary and secondary care services. This client
group may require specialist equipment requiring coordination with equipment designers
and providers
The Moving and Handling team are currently outside of Bexleycare, they have reduced
interaction with the growing integrated working patterns within Bexleycare’s Local Care
Networks. Bexleycare are developing place based integrated teams made up of adult
social care, community health and mental health services aligned to GP locality clusters.
Each LCN currently holds monthly integrated case management meetings.
It is envisaged that a number of the current clients requiring complex case management
by the service will be held within the LCN. It is expected that the moving and handling
service will be essential to support the LCN to understand the M&H needs of individuals,
but the case management would be held within the LCN.
It is also recognised that by having an arm’s length service we are not upskilling our
current Occupational Therapy workforce.
The proposal is for an in-house model of Specialist Occupational Therapists (OT) who can
support training and development of M&H skills across Bexley Care.
Specialist OTs can support training and development of M&H skills across care providers.
This joint working approach drives up expertise across teams and provides additional
support within Reablement service which in turn will support reduction of care through
moving and handling approaches
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The current funding envelope will provide two Specialist OTs in house, so the funding level
will not be increased as a result of this change and provision for CHC spot purchase will
be included.
The agreement for this approach has been ratified at the LBB Commissioning Board and
the Commissioning Assuring Transformation Board
h) Housing Occupational Therapy Service
This service provides an assessment and advice for people with disabilities who are
applying for social housing in Bexley.
The service reviews the applications and provides recommendations based on need, to
the Councils housing allocation department. In addition to this, the service gives advice to
architects and other public bodies in relation to planning and developing purpose-built
properties for people with a disability.
The housing directorate within Bexley council has restructured to develop a bespoke
Special Needs Housing Team. This Team will take the customer through the process of
applying, allocation of suitable property, through to adaptations required under Disabled
Facilities Grant, providing a single point of contact.
The team will also complete a full housing needs assessment report for people on the
Council’s waiting list for re-housing, including those in temporary accommodation,
identifying and directly commissioning any adaptations/equipment required that will
prevent the need for re-housing and/or improve safety to reduce priority for rehousing
In addition, they will work with planning, regeneration and developers to provide support
and advice on the need and requirements for adapted homes as part of new-build
schemes and develop a direct link and work with registered provider partners to make best
use of adapted property
Given this development it is proposed that that 2 FTE (1 x OT and 1x Advanced Trusted
Assessor) posts are relocated within this team and that the service is not included in the
re-procurement. There are TUPE regulations to be considered, which we will progress
between now and the contract end date. In terms of cost, the transfer to Council rates of
pay for these grades will enable a small saving to the council of circa £19k on the contract
value.
The agreement for this approach has been ratified at the LBB Commissioning Board and
the Commissioning Assuring Transformation Board
i) Sensory Support service
This service provides an assessment of need for adults and children who have a visual
and/or hearing impairment. Following an assessment, the following are arranged as
required

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland

72 of 199

APPENDIX 1

Equipment
Adaptations
Rehabilitation
Mobility training
Communication support
Signposting and links to groups and clubs provided by voluntary organisations.
The service keeps the register of people who are sight impaired or severely sight impaired
on behalf of the London Borough of Bexley.
Bexley Insight research showed very positive feedback from staff and service users.
Research with service users highlighted that more consistency with interpreters e.g. for
doctors’ appointments, referrals, urgent requests, mental health GP appointments could
be improved. However, we are aware from users, that technology promoted through CCG
is available for health appointments (e.g. video calls/ language-line.) and we are currently
pursuing this to ensure that there is no duplication with this contract.
Adult Social Care Pathways initiative, to transfer non-complex assessment and service
provision, to trusted partners, is in progress and to date, phase one has commenced. A
proportion of referrals to the existing sensory support service can be completed by Adult
Social Care within the pathways consortium contract. Assessors will be trained to
understand and have basic awareness of sensory impairment and awareness of basic
equipment available (for example door bells) and complete the sight loss registration for
clients.
However, a proportion of assessments will require a specialist assessment, namely for
complex communication and dual sensory clients. This will be commissioned as a service,
with the added function that the holder of this contract will provide training to
Adult Social Care staff and Pathways partners, thereby extending the skill set and
preventing additional process steps.
As an example, after reviewing the referral data, The Deaf Centre made 77 referrals
(2019) to this service to obtain equipment, rather than being a trusted assessor and
completing the assessment and ordering the equipment that they have identified.
Under Pathways we are finalising the quantity of assessments to move to the consortium
at 1st September 2021 but envisage a saving on this service line of circa £50k
The proposal is to re-procure a sensory support service for complex and dual
communication needs only, with the contract to include awareness training for partners
and social care staff
The agreement for this approach has been ratified at the LBB Commissioning Board only
at this stage.
j) Blue badges and Freedom passes
Inspire Community Trust provide the assessment for
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Disabled Parking Permits (Blue Badges),
Concessionary fare scheme passes (Freedom Passes)
Taxi Card scheme for users not administered by London Councils (i.e. where there is no
automatic entitlement).
The service is Occupational Therapist based. The knowledge and skills around eligibility
under Department of Transport legislation is held by the current Provider and is largely
based around face to face assessments and a paper-based system.
Whilst we have received a few complaints around the process, the main volume of
complainants are unhappy that they did not meet the criteria for a Blue badge/Freedom
Pass.
In endeavouring to stream line the service and reduce costs the Council is exploring an
Artificial Intelligence system corporately and, as this service appears to be a natural fit for
automation, it is designated as a trial project.
A system prototype is being developed with a company called Agilisys (who have
experience in these systems for local authorities). The current indication is that once the
development costs were met the running cost of licences would be in the region of 60k per
annum. The contract value is £188,175 per annum, so this would clearly present a cost
saving. Following trials of the system we will be able to identify any wrap around service
required such as, Occupational Therapy for appeals and dispute resolution and cost these
accordingly.
In addition to the AI initiative, a DWP option ‘Glasscubes’ that is linked to Searchlight
(Europe’s largest citizen database), is aiming to provide disability benefit and mobility
information to check for automatic entitlement for the circa 40% of claimants where DWP
information would prove Blue Badge entitlement. This is a free service and would provide
a cost saving in terms of assessments required. Glasscubes commenced 23rd November
2020 in Bexley and the saving levels will be reviewed quarterly for this contract. Pilots that
have been completed by DWP have shown a reduction of 20% of assessment cost per
Local Authority.
The work around AI as described above, is work in progress and therefore we are unable
to produce a firm procurement plan for this service. At a minimum we are looking at a 20%
reduction in this contract value and will use a waiver if we are unable to complete by 31st
August 2021.
The agreement for this approach has been ratified at the LBB Commissioning Board only
at this stage.

k) Whitehall Centre
The Whitehall property is a site comprising of;
- The main building, which is owned by London Borough of Bexley and leased to the
current Provider at 75k per annum. Part of the building is sub-let to the Deaf Centre
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-

The wheelchair service property, which is owned freehold by Inspire Community
Trust

-

ICES Warehouse, the land is owned by London Borough of Bexley but leased for
100 years to Inspire Community Trust

It is reported that substantial works are required to the heating and water systems on the
main building, to make them fit for a building of this size. A mechanical and engineering
survey will be required to ensure that we have transparency to any incoming provider.
(should we re let this contract) The maintenance sheet for the boiler highlights that one
primary pump has failed and one dab pump is in poor condition, the current lease is being
checked for where the liability of this lays.
The outgoing Provider is not required to enhance the property but to leave in the same
conditions as at let, therefore if substantial work is required this would be a capital cost
pressure, for LBB
We are currently exploring the following options-;
Vacate building and offer current footprint for re-development
There are advantages to this, as the asset would be released for London Borough of
Bexley/Bexley Co. We know that if Inspire win the relevant contracts, the wheelchair
service, sensory service and warehouse would move to a recently acquired site,
elsewhere in the borough. In addition, we are unable to tender the ICES, wheelchair
service and pressure relieving equipment service, with the property available as the
freehold is with Inspire and the warehouse has a 100-year lease.
The negative side of this situation, is that we would lose the day centre location and
identification of an alternative site, would need research, as access to a ‘changing places’
facility is required. We are mindful that a building-based option is attractive to a proportion
of users of day services, and we need to consult with users and their carers to consider all
options for redesign of this service.
The Bexley Deaf Centre sublets part of the main building and although we understand that
they have been offered space at the new Foots Cray site, this has not been confirmed.
Our final consideration would be the need to agree sale / negotiation with Inspire who
have a lease/freehold on site. LBB currently receives an income of £75k per annum for the
rent of the main building and the loss of this, together with any security costs for the
vacated site will need to be considered
Vacate whole site (including land leased / freehold with Inspire)
This provides a larger asset release for London Borough of Bexley/ BexleyCo for a
substantial redevelopment as it would include access rights to both sides of the site. This
is dependent on Inspires willingness to sell and the Council having the capital available to
purchase the additional land
Re-procure service as a day centre
This is an established service although we are aware that it is not attractive to younger
service users. LBB receives rental income for the main building and house the deaf centre
service from there.
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The service is not centrally located in the borough and whilst its original intention was to
provide a ‘one stop shop’ for those with a physical disability, this will no longer apply on
this site, if other services are relocated.
Clearly with several of the services leaving this site, it would not be viable to tender the
building solely for the day centre service as any new bidder is unlikely to be able to fund
the £75k in light of the limited use of the building. Ultimately any incoming provider will add
the maintenance and rental costs to the new contract value. If this option is selected, we
would explore the possibility of partitioning the building and invite other services /
businesses to use the site.
However, it is noted that the Day Centre is tired and in need of refurbishment / investment.
The building is not suitable for the long term, this is a single storey, 1970’s building where
it is reported that works are required to the heating and water systems and does not
represent good use of the footprint available.
From our research with service users the service offer needs to be improved and this
redesign with stakeholders will be the focus of the next six months
Summary
The use of the site will be determined by the redesign of the existing day centre service.
There is a task and finish group in place to oversee the consultation. London Borough of
Bexley property colleagues are looking at feasibility of all options
4. KEY MILESTONES
Table 1 – Key Milestones
Existing services

Key Milestones

Re-tender
Integrated Community Equipment Services (ICEs)
Wheelchair Service

• Feb – June: Procurement

Respite accommodation

• 1st September award date

Sensory Support (Visual and hearing impairment)
Physical disability registrations and transport-related
services (blue badge / freedom passes)
Day activities
De-commission

Dependent on development of
automated programme
Currently paused due to the
pandemic a waiver will be in
place post September 2021

Moving and handling assessment services
Special needs housing Occupational Therapy services
Direct payment support and co-ordination
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5. SUMMMARY OF FINANCIAL IMPLICATIONS
The financial implications of the proposed contract re lets and decommissioning of
services is shown in the table below. These figures are estimated where market price bids
will be sought.

Contract extension cost
for each service

Current
cost per
annum

Integrated Community
£418,805
Equipment Services (ICEs)
Wheelchair Service

£629,559

Day activities

£334,453

Respite accommodation

£13,456

Sensory Support (Visual
and hearing impairment)

£334,148

Special needs housing
Occupational Therapy
services
Physical disability
registrations and
transport-related services
(blue badge / freedom
passes)
Direct payment support
and co-ordination
Moving and handling
assessment services
Separately invoiced

Expected price
Possible price
increase for single
tender.
Any reduction
dependent on joint
tender- increase for
single tender
tbc

Expected/increase/
reduction
Estimated 10%
increase
Estimated 5%
increase
tbc

No change
Saving as partially
included in pathways
funding

No change

£108,970

£90k

£19k

£188,175

Invest to save
reduction tbc

Minimum 20%

£75,841

£5,000

£70,000

£136,493

£136,493

None

Possible price
increase due to level
of activity

Estimated 10%
increase

Pressure relieving contract £178,000
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SELECTION AND ELECTION PROCEDURE
FOR APPOINTING THE BOROUGH DIVISIONAL MEMBERSHIP CHAIR
1. BACKGROUND
1.1

From 1st April 2020 the current Bexley practice member representatives
of Primary Care Advisory Group (PCAG) became members of the SEL
CCG Council of Members. Each borough formed a "division" of the
Council of Members known locally as the Borough Divisional
Membership and will require a Chair to be appointed. The following is
the agreed procedure for the selection and voting of a new Chair.

2. Stage 1 – ADVERTISEMENT OF POST AND EXPRESSIONS OF INTEREST
2.1

The post will be advertised by email to the current primary practice
representatives on the Council of Members on the Borough Division
Membership, requesting expressions of interest to be submitted to the
CCG governance teams generic email box (email address to be inserted when
available). This should include a supporting statement which can be
shared with members.

2.2

The LMC is formally notified of the election process at this stage.

3. EXPRESSION OF INTEREST PACK
3.1

The pack contains:
•
•
•
•

1 x Invite Letter
1 x Expression of Interest Template
1 x BDM Chair - Role Specification.
1 x Full Process Timeframes

4. ROLE ELIGIBILITY
4.1

To be eligible for the role of borough divisional chair the individual must
be a primary representative of their GP practice on the Council of
Members and cannot be a current Governing Body member, LMC
representative or director of a GP Federation.

5. SUBMISSIONS AND TIMEFRAMES
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5.1

The expression of interest and supporting statement should be sent by
email to Corporate Governance email address within 5 working days
of receiving the email.

6. Stage 2 -SELECTION/VOTING PROCESS AND TIMEFRAMES
6.1

The Returning Officer will declare candidates meeting the criteria to
contest the position to the BDM, via email, seeking a vote for each
practices preferred candidate. Members will be asked to respond to
confirm their practices preferred candidate by way of submission of an
electronic ballot paper to the Corporate Governance email address
above within 10 working days.

6.2

An election will be held no matter the number of candidates in order to
ensure a proper mandate for the elected member. All representatives of
the practices within Bexley are expected to vote in the election.

6.3

In the event of only one expression of interest being received this and
the supporting statement will forward to the membership to ensure the
support of the Bexley members of Council of Members asking that each
member responds to indicate whether they support the appointment.

6.4

Voting will take place through the adding of voting button in the banner
at the top of the email. The votes will be sent back via a special email
message. Depending on the version of MS Outlook the voting button
function may not be available, alternatively, confirmation of the vote
should be sent back to the Returning Office via email. The closing date
for submission of the electronic ballot paper will be clearly stated in the
email. These will be counted and confirmed by the Returning Officer.

7. DECLARING THE RESULTS
7.1

All votes having been counted and confirmed, the Returning Officer will
declare the results to the membership and LMC within 3 working days.
Election results will be confirmed to SE London CCG Accountable
Officer /Chair of Governing Body and the Bexley Borough Base Director.

7.2

The candidate with the most votes will be appointed and an appointment
letter detailing the terms and conditions and commencement date will be
sent to the successful candidate from the Bexley Borough Based
Director.

8. GOVERNANCE
8.1

A Change form must be completed and once completed, the form must
be sent to nelcsu.payrollforms@nhs.net by the 2nd working day of the
month. All change forms must be authorised by a Director and CFO, or
Director of Corporate Finance.
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Bexley Borough Based Board Meeting
DATE: 28th January 2021
Title

Month 8 – Joint Finance Report

This paper is for information and discussion
Introduction
With the recent developments for working towards becoming an ICS
having being published in December, there will be a growing need to work
with our partners more closely and be transparent in the sharing of our
financial positions to enable strategic commissioning decisions regarding
future services for our population to be made.
In Bexley, we are also currently renewing our Section 75 arrangements
between SE London CCG and LB Bexley with the hope of including more
in our Better Care Fund for the very purpose as set out above. LB Bexley
are also looking to have a Section 75 in place for 1st April 2021 between
themselves and Oxleas to cover the services under the umbrella of
Bexley Care.

Executive
Summary

Vision for Financial Reporting in Bexley
It has therefore been agreed at the Joint Senior Management meeting of
Bexley Borough CCG and LB Bexley that the finance leads start to work
on developing some joint financial reporting. It has been acknowledged
that this will take time to develop as each organisation reports differently.
It is also acknowledged that there will need to be work undertaken to
remove double counts/duplication and also to establish how we deal with
the slightly different populations which each organisation serves.
It has been agreed that an incremental approach to this reporting will be
taken and that the report will be shared within both the CCG and the
council and this will then allow questions to be raised and the report
developed with input from all partners. It is hoped that by the end of the
financial year, we should be starting to have something which is starting
to be robust, comprehensive and informative showing how the Bexley
pound is being spent.
Eventually, it is hoped that both delegated CCG budgets, Adult Social
Care, Public Health and central CCG budgets such as acute costs can be
reported on a regular basis plus start to bring in partners costs such as
the Hospice and other providers. Also, an intended development would be
to begin to report at PCN level where possible and thought will have to be
given to how this is undertaken and it may be that different approaches
are required for different costs. Bexley did start this work a couple of
years ago and this may be a useful starting point for this work.
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Recommended
action for the
Committee
Potential
Conflicts of
Interest

1. DISCUSS & NOTE the Month 8 (November 2020) joint finance report. .
2. NOTE the vision for financial reporting in Bexley and the
problems/issues which will need to be overcome.
3. NOTE this will be an iterative process as more information and
improved reporting mechanisms are developed.
None

Key risks &
mitigations

Impacts of this
proposal

Equality impact

Financial impact

Wider support for
this proposal

Author:

The key risks and mitigations are reported directly in
each organisations records and committees but
needless to say, COVID 19 has impacted both
organisations in terms of services provided and also
finances. The main mitigations have been the
collaborative system working and responses to the
COVID pandemic plus some of the additional financial
resources which have been directed to both health
and social care.
Going forward, the risk is that the joint working and
robust relationships which have been forged during
the pandemic are lost and that the transparency
regarding finances over the past year do not
continue.
None, all Bexley residents have the same levels of
access to health and social care services
acknowledging that some social care services require
a financial assessment to be undertaken to assess
eligibility whereas health services are free to all at the
point of delivery
This paper sets out the financial positions and
pressures of both organisations and reinforces the
need to work in an open and transparent manner as
part of the Bexley system. There could be a number
of opportunities in continuing to develop working in
this way for the benefit of Bexley residents.

Due to Borough Based Board being stood down as a
response to the COVID pandemic, this will not be a
Public
public document but in future these reports will be
Engagement
discussed at Borough Based Board and at an
appropriate committee within LB Bexley
The month 8 financial position of each organisation
Other Committee
has been taken through their governance
Discussion/
arrangements/committees and this has formed the
Internal
basis of this joint report. It is intended that this will be
Engagement
discussed at the joint Bexley SMT.
Julie Witherall, Associate Director of Finance (Bexley)
Wesley Guy, Strategic Business Partner (Children’s Services and Adult
Social Care), LB Bexley
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Clinical lead:
Executive
sponsors:

Dr S Deshmukh, Chair
David Maloney, Director of Corporate Finance SEL CCG
Paul Thoroughgood, Director of Finance LB Bexley
Stuart Rowbotham, Director of Adult Social Care LB Bexley and
Managing Director SEL CCG - Bexley
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Bexley Borough Based Board Meeting
Month 8 Joint Finance Report – Bexley Borough CCG and LB Bexley Adult
Social Care and Public Health
28th January 2020
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1. Introduction and Vision for Financial Reporting in Bexley
•

Introduction
•
•

•

With the recent developments for working towards becoming an ICS having being published in December, there will be a growing need to work with our partners more
closely and be transparent in the sharing of our financial positions to enable strategic commissioning decisions regarding future services for our population to be made.
In Bexley, we are also currently renewing our Section 75 arrangements between SE London CCG and LB Bexley with the hope of including more in our Better Care Fund for
the very purpose as set out above. LB Bexley are also looking to have a Section 75 in place for 1st April 2021 between themselves and Oxleas to cover the services under the
umbrella of Bexley Care.

Vision for Financial Reporting in Bexley
•

•
•
•

It has therefore been agreed at the Joint Senior Management meeting of Bexley Borough CCG and LB Bexley that the finance leads start to work on developing some joint
financial reporting. It has been acknowledged that this will take time to develop as each organisation reports differently.
It is also acknowledged that there will need to be work undertaken to remove double counts/duplication and also to establish how we deal with the slightly different
populations which each organisation serves.
It has been agreed that an incremental approach to this reporting will be taken and that the report will be shared within both the CCG and the council and this will then
allow questions to be raised and the report developed with input from all partners. It is hoped that by the end of the financial year, we should be starting to have something
which is starting to be robust, comprehensive and informative showing how the Bexley pound is being spent.
Eventually, it is hoped that both delegated CCG budgets, Adult Social Care, Public Health and central CCG budgets such as acute costs can be reported on a regular basis
plus start to bring in partners costs such as the Hospice and other providers. Also, an intended development would be to begin to report at PCN level where possible and
thought will have to be given to how this is undertaken and it may be that different approaches are required for different costs. Bexley did start this work a couple of years
ago and this may be a useful starting point for this work.
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2. Explanation of Bexley Borough’s Delegated Budgets - CCG
•
•

•

•

•

Bexley Delegated Budgets
The CCG’s funding regime in 20/21 has not been as expected due to the impact of COVID, initial budgets were set for the CCG but then a national
funding regime was required which involved the national setting of block contracts to NHS providers to maintain cash flow, simplify bureaucracy
and ensure that the priority for all parts of the system was the COVID response. This approach required budgets for the first 6 months of the year
to be revisited. In the second half of the year, a system allocation was received to cover business as usual plus COVID and the clock contract
arrangements remained in place and so a second set of budgets for months 7-12 was developed.
As part of the merger of the 6 SE London CCGs, it was agreed that a number of budgets would be delegated to the borough level under the
direction of the Managing Director with these funds being used locally for the benefit of the local population. Due to the impact of COVID and the
financial regime which CCGs were required to work within, the level of delegation in 20/21 has not been as extensive as it may have been. This is
mainly due to the block arrangements which the CCG has been required to enter into with local NHS providers meaning that for example Mental
Health and Community contracts which were expected to be reported locally as part of the delegated budgets have been held centrally. As yet,
we are not able to advise what the arrangements will be for 21/22.
The delegated budgets for Bexley, however, do include the following areas;
• Prescribing;
• Delegated Primary Care;
• Other Primary Care;
• Continuing Health Care;
• Local Mental Health Services;
• Other Community Services;
• Other Programme Services including Better Care Fund;
• Local Staff costs.
All of these budgets cover the whole of the population i.e. adults and children and the funding formula is based on the residents registered with
a Bexley GP. This is different from the way that council funding is managed as this is based on home address which will mean that there will be
some small differences around the populations being served.
4
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3. Summary of Bexley Borough’s Financial Position as at Month 8 (CCG)
The table below shows the financial position as at month 8 for Bexley Borough as £254k underspent year to date on a budget of £76,138k. The main area of overspend is prescribing
with a smaller overspend on other programme services. Other volatile areas to monitor are Continuing Health Care and Mental Health, both of which are driven by demand and acuity
and individual clients can require very expensive packages of care. Areas of underspend to date include other community health and other primary care which is driven by cost and
volume contracts which have been affected by COVID in terms of activity, delegated primary care which is under spending due to little movement in list sizes and corporate budgets for
both running and non running costs.
It should be noted that COVID spend, apart from the £1m allocated for Wave 2, is held centrally and further details of this are provided on the next slide.
Based on the current financial position, the borough is predicting and is expected to deliver at least a breakeven position at the year end. This of course is dependent on delivery of 25%
of the original QIPP ask in CHC and prescribing and also any impact of further waves of COVID.
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4. Summary of Bexley Borough’s Financial Position as at Month 8 re: COVID-19 Spend
As previously mentioned, Covid-19 expenditure is attributed as a SE London CCG rather
than reported at a Borough level for everything except the Wave 2 costs which are reported
at borough level. This slide shows the breakdown of the total spend for Bexley and
compares to the other boroughs.
For the first 6 months of the year, the CCG had to claim COVID expenditure top up payments
from NHS England for both the Hospital Discharge Schemes and also the direct CCG and
primary care expenditure. For the second half of the year, the CCG has received a system
wide allocation for COVID and must manage the COVID response within this financial
envelope. The Hospital discharge schemes continue to be reimbursed by top up requests
from NHS England.
Bexley has been allocated an additional budget for Wave 2 COVID of £1,000k from the
system wide allocation against which there are robust plans which will be monitored and
reported upon going forward – to date the has been limited spend against this allocation.
The CCG has also provided £381k of COVID support to the council in respect of social care
and this has been transacted via an agreed Section 256 agreement which also provides
details of how this will be spent.
Bexley borough has incurred year to date, £7,841k of Covid related expenditure an increase
of £897k on the previous month. This includes the amount incurred by LB Bexley in respect
of the Hospital Discharge Schemes 1 and 2 which the CCG will reimburse the council for
upon receipt of an allocation adjustment from NHS England. An allocation adjustment for
months 1 to 6 COVID expenditure has been received and settlement has been made for
months 1 to 4 and reimbursement for months 5 and 6 will be made once the invoices have
been validated.
The breakdown of the £7,841k is as follows;
• £1,507k of direct CCG additional expenditure which includes ICT costs, staff
overtime, hot hubs, increased placement costs;
• £5,957k of claims relating to Hospital Discharge Schemes 1 and 2 an overall
increase of £947k on the previous month which can be explained by a reduction in
the costs for Scheme 1 plus the additional costs for Scheme 2:
• £346k of expenditure by GP practices, no movement from last month, this figure
includes the bank holiday cover plus additional claims received from GPs on items
such as PPE, staff backfill costs and work to make practices safe for staff and
patients.

6
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5. Explanation of London Borough of Bexley’s Adult Social Care and Public Health
Budgets
•
•

•

•

LB Bexley Adult Social Care and Public Health Budgets
Adult Social Care and Public Health budgets are obviously only a part of the budgets held by London Borough of Bexley but they represent the
areas where there is the most integration between the council and the CCG and where the Better Care Fund operates. These budgets are also
under the direction of the Director of Adult Social Services who is also the Managing Director of Bexley Borough within the CCG (joint
appointment).
The Adult Social Care budget for LB Bexley includes the following areas;
• Home care;
• Nursing Homes;
• Care packages;
• Adult social care staffing (social workers, Occupational therapists etc);
• Income from charging policies.
The Public Health grant for LB Bexley when compared to others across London is the lowest funded per head of population. The budgets for
public health funded from the grant and include;
• GUM/Sexual health;
• School Nursing;
• Substance Misuse;
• 0-5 Universal Children’s Services;
• Smoking Cessation;
• Obesity;
• Public Health staffing.

7
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6. Summary of London Borough of Bexley’s Financial Position as at Month 8 (Adult
Social Care and Public Health)
The table below shows the financial position as at month 8 for LB Bexley ASC and Public Health budgets as a projected £6,091k overspend at the year end on a budget of £48,369k.
From the information below, it can be seen that the impact of COVID for the council in these areas is a pressure of £5,944k, most of which is apparent in the Adult Social Care budgets.
The main pressures within the Adult Social Care budgets include additional inflation uplifts in the light of the current crisis, claims for exceptional financial support from providers,
paying home care providers for all commissioned hours (rather than only hours delivered); increased demand for home care and enhanced care services to enable people to move out
of hospital back to their own homes as speedily as possible with appropriate support, additional staff costs directly linked to supporting local hospitals with prompt discharge of
patients, costs of PPE which would not normally form a significant element of the Adult Social Care budget, additional costs of equipment for hospital discharge patients, reduced fees
and charges income through suspension of charging policies for all patients discharged between mid-March and the end of August, impacts of the pandemic on residential care costs.

8
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7. Details of Joint Working Between LB Bexley & SE London CCG – Bexley Borough
This section is intended to cover areas where the council and CCG have worked or are working together on financial issues. This month the main areas to be
discussed are as follows;
• Hospital Discharge Schemes 1 & 2
• As part of the COVID response, CCGs and councils were required to work together on hospital discharge arrangements initially under the Hospital
Discharge Scheme 1 which did not require client assessments to be undertaken at the time with the understanding being that they would be
completed between 1st September 20 and 31st March 21 and the costs of which are reimbursed via top up claims to NHS England. In order for this
to be enacted a new schedule in relation to this was required so that the funding flows as part of Better Care Fund with the agreement that no
money flowed until this variation had been signed. This is now in place in Bexley having been signed in late June. For hospital discharges after 31st
August, there is a Hospital Discharge Scheme 2 which allows for 6 weeks funding for a client to be reimbursed whilst an assessment is undertaken.
Close collaboration to ensure the financial governance and robustness of these schemes has been required and the schemes are working
successfully in the borough.
• New Section 75 Agreement
• The CCG and council have had a Section 75 agreement in place for many years and the current arrangement following extensions is due to expire
on 31st March 2021. Work has been ongoing throughout the financial year to build a brand new agreement with a 10 year life which will
incorporate a number of changes which include;
• Section 75 will be for adults only;
• Will reflect the change in funding arrangements for mental health social workers
• Will include more services within a “super” Better Care Fund pooled budget
• Better Care Fund (BCF)
• For 2020/21, much of the Better Care Fund arrangements will be rolled over from 2019/20. Information has recently been received in respect of
producing a BCF calculator as the equivalent of a BCF plan for this year and the details of this are currently being worked on by the finance leads.
The details of this will be shared in the next report which will also show contributions by both parties and how the money is being spent.

9
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Bexley Borough Based Board Meeting
DATE: 25th February 2021
Title

Month 9 – Finance Report

This paper is for information and discussion
The actual financial position being reported at month 9 is consistent
overall with the assessment made as to the impact of the revised
allocation. The Bexley Borough element of the allocation is £85,913k for
months 1-9.

Executive
Summary

As at month 9, Bexley Borough is reporting a £148k underspend against
its indicative financial allocation, this is a deterioration in month based
upon the reported position as at month 8 being £254k underspent. This
position reflects the following elements:
• An underspend of £214k on Community Services and £196k on
Primary Care due to reduced levels of activity on Cost and Volume
contracts such as AQPs, Anti-Coagulation services, spot bed
purchases and other support for hospital discharge which falls
under the new Hospital Discharge Guidelines. This has been
identified as an ongoing issue for the rest of the year and so
underspends are being declared;
• An underspend of £100k on the Delegated Primary Care budgets
which is due to the anticipated list size increases not coming to
fruition. There is an additional underspend of £100k on the
corporate budgets which was due to some in year vacancies which
have taken some time to recruit to;
• An overspend of £167k arising from the pressures around the
Prescribing budgets taking into account that 75% of the QIPP ask
has been reversed for the period of months 7-12. This area was
the subject of a “deep dive” review in June 2020 and actions in
respect of QIPP delivery are being taken forward by the Medicines
Management Team, although due to the Wave COVID response, it
is felt unlikely that these savings will be delivered as staff are being
utilised for vaccination work;
• A small underspend of £18k on the other programme budgets
requires further investigation and this month the CHC position is
being reported as a £208k overspend but this requires further
validation as an error in the client database has been found and
the impact of this needs to be worked through. Due to COVID
however, some of the CHC staff are being redirected to COVID
work and so the deferred assessments may be impacted by this.
The Mental Health budget is showing an over spend position of

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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£105k this month mainly due to the pressures around high cost
placements.
Bexley borough has incurred year to date, £9,000k of Covid related
expenditure an increase of £1,159k on the previous month. This includes
the amount incurred by LB Bexley in respect of the Hospital Discharge
Schemes 1 and 2 which the CCG will reimburse the council for upon
receipt of an allocation adjustment from NHS England. An allocation
adjustment for months 1 to 6 COVID expenditure has been received and
the CCG has reimbursed the council for months 1 to 4 and will reimburse
the council for months 5 and 6 once the validation of the invoices received
has been completed. The breakdown of the £9,000k is as follows;
• £1,742k of direct CCG additional expenditure an increase of £235k
from previous month and includes ICT costs, staff overtime, hot
hubs, increased placement costs;
• £6,912k of claims relating to Hospital Discharge Schemes 1 and 2
an overall increase of £925k on the previous month which can be
explained by a reduction in the costs for Scheme 1 plus the
additional costs for Scheme 2:
• £346k of expenditure by GP practices, no movement from last
month, this figure includes the bank holiday cover plus additional
claims received from GPs on items such as PPE, staff backfill
costs and work in practices to make them safe for staff and
patients.
Bexley has been allocated an additional budget for Wave 2 COVID of
£1,000k against which there are robust plans which will be monitored and
reported upon going forward – to date the has been spend of circa £290k
against this allocation.
There is no forecast out-turn position being reported for Bexley Borough
at present as further work is required locally on the forecast out-turn
positions.
The paper also sets out the draft proposal and timetable for the 2021/22
budget setting process which acknowledges that at present a number of
key staff are either working solely on the COVID response or are being
re-deployed to assist with the COVID response. Regular updates on this
work will be given to the Borough Based Board as progress is made.
Locally, the borough ADoF will try to liaise with available staff, as well as
the central finance team to build a robust baseline for the work to begin.

Recommended
action for the
Committee

1. DISCUSS & NOTE the Month 9 (December 2020) financial position for
both NHS South East London CCG and Bexley Borough.
2. NOTE the details of the final annual 2020/21 allocation (programme
and running costs) received and expenditure to date for both NHS South
East London CCG and Bexley Borough.
3. NOTE the returns made to NHS England reporting the Month 9
financial position of NHS South East London CCG.
4. DISCUSS & NOTE the key risks identified for NHS South East London
CCG and how they relate to Bexley Borough.
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Potential
Conflicts of
Interest

Impacts of this
proposal

5. NOTE the details of the COVID-19 expenditure to date for both NHS
South East London CCG and Bexley Borough.
6. NOTE the draft proposal and timetable for 2021/22 budget setting
process for the CCG and the borough.
None

Key risks &
mitigations

There are 2 main risks which need to be considered
both at SE London CCG level but also at Bexley
Borough level which are;
• CCG Financial Regime - The CCG is has
received a fixed allocation for Months 7-12 and
will be required to deliver against its budget
moving forward. This means that the CCG no
longer has the option of retrospective top ups,
so the pressures around CHC and prescribing
will require funding or operational solutions.
The CCG’s initial planning identified a potential
for a £15.2m gap. This will require local
borough budgets to review costs and deliver at
least a breakeven position for months 7-12
which will include QIPP delivery for quarter 4
on prescribing and CHC budgets.
• Impact of COVID on cost base - The CCG’s
financial position assumed the implementation
in full of the Hospital Discharge Programme
Scheme 2 within the CHC position. Due to
changes in the severity of the Covid-19
pandemic, CHC staff are being diverted away
from undertaking CHC assessments. This is
likely to impact on the CCG’s costs base and
locally there is a need to continue to work with
local authorities around the assessment of the
hospital discharge clients over the next few
weeks. Also, boroughs have been allocated a
Wave 2 COVID budget based on robust local
plans against which they will need to deliver.
A draft borough recovery plan has been submitted to
the central team and a final document for local use
will be developed as part of an iterative process. As
part of the SE London CCG Internal Audit Plan, each
borough will have a local based audit which for
Bexley will be a review of our recovery plan. The
scope of the audit has been agreed and the
document request fulfilled and the work commenced
w/c 18/01/21. The audit is being co-ordinated by the
borough ADoF to allow other borough based staff to
work on the local COVID response. The outcome of
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the audit will be communicated to the BBB in due
course.
Equality impact

Financial impact

Wider support for
this proposal

Author:
Clinical lead:
Executive
sponsor:

None, all Bexley residents have the same levels of
access to healthcare
At present, the borough is reporting a small
underspend as the months 1-6 overspend has been
removed from the borough position due to top up
funding having been received from NHS England.
The revised budget for month 7-12 following
acceptance from the Borough Director will mean that
the borough is responsible for the delivery of at least
a breakeven position for months 7-12 to ensure the
CCG meets its financial duty and based upon the
month 9 position is on track to deliver this with the
caveat that due to the requirement to assist with the
COVID response, the QIPP delivery for prescribing
and CHC is now unlikely to come to fruition.
As part of the borough response to this requirement,
a focus has been made of the one of the overspend
areas each month at Borough Based Board and
subsequently at SMT meetings to demonstrate and
ensure that all parties are doing everything they can
to contain the financial position which will provide
good governance for the second half of the year. The
outcome of the SMT meetings will be reported to
Borough Based Board in due course.

Finance is reported to public borough based board
meetings and also the position is reported by SE
London CCG at the public Governing Body Meetings
Other Committee The month 9 financial position is usually discussed at
Discussion/
SE London level at the Planning and Delivery Group
Internal
but this has currently been stood down, locally, it has
Engagement
been discussed at Bexley SMT.
Julie Witherall, Associate Director of Finance (Bexley)
Dr S Deshmukh, Chair
Public
Engagement

David Maloney, Director of Corporate Finance

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland

95 of 199

SEL CCG Finance Report
Month 9 2020/21

V4.07112018

96 of 199

Contents
1. Executive Summary
2. Summary of Key Risks
3. Financial Position
4. Budget Overview
5. COVID-19
6. Prescribing
7. Continuing Care
8. Run Rate
9. Debtors Position
10. Cash Position
11. Better Practice Payments Code
12.Aged Creditors
13.Statement of Financial Position
14. Revenue Resource Limit

97 of 2
199

1. Executive Summary
At a glance position at Month 9
Month 9 represents the third month of the revised financial arrangement that came into operation in October 2020, covering the final 6 months of 2020/21. This follows the operation of
temporary financial management processes during the first 6 months of the year as the NHS focused on its response to the first wave of the Covid-19 pandemic. The CCG has received
funding in full for its Months 1-6 position, and therefore the position included in this report relates to Quarter 3 variances only.
At Month 9 the CCG is reporting a breakeven position against its Business as Usual (BAU) budgets, with a £16.08m YTD overspend reported against its Covid-19 budgets. This overspend
relates to the Quarter 3 expenditure incurred on the Hospital Discharge programme. In line with the position reported previously, expenditure on the Hospital Discharge programme (HDP)
is expected to attract retrospective top up funding; and as such the CCG is expecting to breakeven against its allocation in year. It should be noted that the CCG is not expecting confirmation
of further top-up funding until Month 10; this position has been advised by NHSEI and is consistent across all CCGs. It is therefore not seen as a risk to the CCG’s position. It is important to
note therefore that the CCG breaking even in-month against its BAU budget.
Covid-19 represents the main area of overspend, with a further £6.22m overspend in Month 9 (in addition to the £10.86m report to Month 8). This expenditure relates to the continuation
of HDP expenditure, with a further £3.82m on Scheme 1 (discharges from March- August) and £2.80m spent on Scheme 2 (which covers the cost for individuals for the first 6 weeks of
discharge from September, whilst the relevant assessments are undertaken). The CCG is forecasting to spend a further £9.5m on Scheme 1 costs during Quarter 4; and a potential £6.6m on
operating the Scheme 2 discharge scheme. This cost is expected to be covered through a retrospective top up from NHSEI for the rest of this financial year.
At Month 9 (based on Month 7 PPA) data, the CCG continues to see a challenging prescribing position, however the impact of price variance is starting to reduce (5.2% YTD but 4.3% during
the last quarter). This position is due in part to short stock items. However, this is being partially offset by an activity reduction of 3.1% (Months 1-7 PPA data). The impact of these changes
were built into the revised Month 7-12 budget, so following the improvements in the price impact, the CCG is able to report a break-even position both YTD and forecast outturn. An
assessment against future price changes and the impact of QIPP have also been factored into this position.
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2. Summary of Key Risks
The below table sets out the key issues facing the CCG in delivering its financial position, following the in-depth undertaken in year, these risks
are mitigated within the year end forecast position.

Issue/Risk

Summary of Issue/Risk

SRO

Mitigation

Month
Identifie
d

Expected
Date for
Completion

The CCG has set a budget which is
The CCG is has received a fixed allocation for Months
reflective of its Months 1-6 expenditure
7-12 and will be required to deliver against its budget
and which should mitigate the potential
moving forward. This means that the CCG no longer
CCG Financial
Usman pressures within the system, in particular
has the option of retrospective top ups, so the
Month 6 Month 9
Regime
Niazi within prescribing and CHC. This position
pressures around CHC and prescribing will require
will require close monitoring during
funding or operational solutions. The CCG’s initial
Quarter 3 to ensure the CCG can deliver
planning identified a potential for a £15.2m gap.
its overall position.
The CCG’s financial position assumed the
Impact of
implementation in full of the HDP2 within the CHC
The CCG will need to review its cost base
Wave 2 Covid position. Due to changes in the severity of the Covid- Usman
to identify appropriate mitigation whilst Month 9 Month 12
on the Cost
19 pandemic, CHC staff are being diverted away from Niazi
the pandemic response is delivered.
undertaking CHC assessments. This is likely to impact
Base
on the CCG’s costs base

BAF Rating

£m’s

Likelihood Severity

Score

15.2

2

4

8

4.4

3

4

12
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3. Financial Position

• During Month 9 the CCG has operated within a more “normal” funding regime, and funding has been received to cover the Months 1-6 overspend.
• The CCG is reporting a breakeven position against its BAU expenditure to Month 9; with the overspend on Covid-19 relating to the Hospital Discharge programme against
which the CCG is expecting retrospective funding.
• The CCG is reporting a breakeven against its Quarter 3 budgets. It is worth noting however the CCG is facing increased uncertainty on its financial position given the
changes in the wider environment and the likely impact of the Wave 2 of Covid-19. This position is under review, and the CCG is working within to identify suitable
mitigations to its emerging pressures
Headline Financial Performance
Bexley

Bromley

Greenwich

Lambeth

Lewisham

Southwark

South East
London

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

85,193
85,045

151,253
150,760

116,067
115,809

126,686
126,565

103,430
103,222

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 %

148

493

258

121

Previous Month YTD Variance before adjustment

254

170

281

163

Year to Date Expenditure Position
YTD Total Budget
YTD Total Expenditure

Covid-19

Total SEL
CCGs

£'000s

Total SEL
CCGs (Non
Covid)
£'000s

£'000s

£'000s

101,861
101,524

1,769,659
1,771,224

2,454,149
2,454,149

47,187
63,268

2,501,336
2,517,417

208

337

(1,565)

-

(16,081)

(16,081)
(16,081)
0.0%

115

264

(1,247)

-

(9,863)

(9,863)

• For Month 9, the CCG is reporting a breakeven position against its normal programme budgets, with a £16.08m overspend against Covid-19 related expenditure. This
means that the CCG is reporting for Month 9 an overall position of a £16.08m overspend before the receipt of the retrospective allocation relating to Hospital Discharge
Programme. The CCG is expecting funding in full for this cost, which is expected to be confirmed in time for Month 10 reporting, and therefore is able to report an overall
break-even position.
• Up to Month 9, the CCG has received retrospective allocations of £42.59m relating to Covid expenditure and a further £20.19m for non-Covid spend. This allocation
enabled the CCG to break-even for the Months 1-6 period, and this funding was used at a top level except for CHC, Mental Health and Prescribing where specific
adjustments were made to bring budgets into line. Therefore the YTD position represents the Quarter 3 variances.
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4. Budget Overview
Month 9

Overview:
Bexley

Bromley

Greenwich

Lambeth

Lewisham

Southwark

South East
London

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

(105)
(208)
(167)

3
592
98

4
(344)
134

(115)
39
(205)

(48)
118
3

Contracts Team
Other Acute Services
Other Community Health Services
Other Primary Care Services
Other Programme Services
Delegated Primary Care Services
Corporate Budgets

(0)
214
196
19
100
100

0
36
(189)
45
(168)
76

0
(36)
61
135
11
293

47
49
35
(26)
298

Total Year to Date Variance

148

493

258

Year to Date Variance
Mental Health Services
Continuing Care Services
Prescribing

Covid-19

Total SEL
CCGs

£'000s

Total SEL
CCGs (Non
Covid)
£'000s

£'000s

£'000s

(153)
165
115

(0)
0
-

(414)
362
(21)

(58)
(61)
-

(472)
301
(21)

39
60
(144)
88
91

(26)
25
81
129

(17)
0
0
(643)
(1,214)
99
210

(17)
0
274
(440)
(1,124)
185
1,196

(1,231)
(648)
(259)
161
(13,983)

(17)
0
(957)
(1,088)
(1,383)
346
(12,787)

121

208

337

(1,565)

-

(16,080)

(16,081)

Covid-19

Total SEL
CCGs

£'000s

£'000s

Month 8
Bexley

Bromley

Greenwich

Lambeth

Lewisham

Southwark

South East
London

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

£'000s

Total SEL
CCGs (Non
Covid)
£'000s

0
3
(91)

28
338
64

13
(189)
70

(5)
81
(160)

21
12
63

0
87
61

(1)
-

56
332
7

0
(28)
-

56
304
7

Contracts Team
Other Acute Services
Other Community Health Services
Other Primary Care Services
Other Programme Services
Delegated Primary Care Services
Corporate Budgets

98
75
(37)
80
125

4
(169)
(118)
24

(0)
35
44
(24)
333

130
58
(77)
94
41

(52)
11
(132)
64
128

34
(1)
(40)
24
98

2
(76)
90
(1,398)
(2)
138

2
137
99
(1,639)
118
887

(676)
(199)
(13)
159
(9,105)

2
(539)
(100)
(1,652)
277
(8,218)

Total Year to Date Variance

254

170

281

163

115

264

(1,247)

0

(9,863)

(9,863)

Year to Date Variance
Mental Health Services
Continuing Care Services
Prescribing

The table shows the budgetary positions against the individual
boroughs and directorates. As funding has been received to
cover the Months 1-6 position, these variances are focused on
the Quarter 3 position only.
• The main area of overspend remains the HDP Covid-19
expenditure at £16.08m; further details are set out in section
5.
• The prescribing position contains a price pressure relating to
the present Covid-19 environment; this is partially offset by a
reduction in activity. This position is built off month 7 data.
The position assumes QIPP delivery in the final quarter which
will help to mitigate further price impacts. As highlighted in
the Executive Summary, overall the prescribing budget is
break-even YTD.
• The Continuing Healthcare continues to be volatile within
individual boroughs, with the position in Bromley and
Lewisham (from Month 9) offsetting pressures elsewhere. This
position is under reviewed with budget managers but is
heavily influenced by the work around HDP1 and a wider
move to undertake deferred assessments. Overall CHC is
underspent by circa £0.36m YTD.
• The Mental Health position is facing pressures in both
Bromley and Bexley; driven by changes in the patient
population.
• The YTD position on Corporate Budgets reflects the vacancy
rate seen in local boroughs and central teams at the start of
20/21. These positions are helping to mitigate pressures
elsewhere within CCG budgets. Overall corporate budgets are
underspent by £1.2m YTD.
6
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5. Covid-19
As at Month 9:
• The CCG is reporting in-month expenditure of £8.32m in response to the Covid-19
pandemic. In year the CCG has now incurred total expenditure of £63.27m.
• The main driver to these costs is the hospital discharge programme (HDP) where £43.49m
has been spent YTD; with a further £6.20m spent in-month. Whilst this is a material amount
of spend, it attracts a top up allocation from NHSEI. This expenditure is predominantly
driven by costs associated with clients discharged during the initial covid-19 response. This
cost is expected to reduce in year as the individuals are assessed to ensure they are
receiving appropriate support. Funding for this cohort has been confirmed for Months 7-12
so during this period the CCG will need to focus on understanding the recurrent financial
commitment associated with these patients.
• The remaining areas of spend have reduced in-month, with non HDP expenditure of circa
£2.12m incurred. This includes £1.0m reported against primary care in relation to the Covid
Capacity Expansion Fund. Approved borough financial plans are now in place to support our
response to the second wave. The CCG’s overall budget for Covid expenditure is £12.7m,
against this the CCG have committed £2.3m of cost since Month 6.
• In addition to the £1.0m spent in month on primary care, the spend to date is predominantly
driven by the 60p per head initiative, paid on account in April to ensure that Practices had
available to them the funds necessary to respond to Covid-19. Across south east London
these payments totalled £1.3m. GP practices have incurred additional expenditure as a
result of working during bank holidays to support the Covid-19 response. As at Month 9
these costs total circa £1.0m.

Other CCG
Revenue
Bexley
Bromley
Greenwich
Lambeth
Lewisham
Southwark
SEL Wide
Total

0
0
175,000
640,000
50,000
0
2,622,213
3,487,213

Month 9
CCG Revenue
1,741,955
3,066,624
1,310,033
2,654,871
1,868,014
676,941
0
11,318,437

Primary Care
346,154
467,660
404,677
673,677
601,646
507,733
1,967,161
4,968,708

Hospital Discharge
LA
6,848,000
1,991,000
6,721,000
7,846,000
6,348,000
5,602,000

CCG
64,304
2,204,000
3,719,830
291,000
508,000
1,349,000

35,356,000

8,136,134

Grand Total

Grand Total

9,000,413
7,729,284
12,330,540
12,105,547
9,375,659
8,135,674
4,589,374
63,266,492
63,266,492

Other CCG
Revenue
Bexley
Bromley
Greenwich
Lambeth
Lewisham
Southwark
SEL Wide
Total

Grand Total

0
0
175,000
640,000
50,000
0
2,604,878
3,469,878

Month 8
CCG Revenue
1,507,390
2,601,072
1,195,264
2,652,874
1,576,644
676,941
0
10,210,185

Primary Care
346,154
467,660
404,677
673,677
601,646
507,733
975,000
3,976,547

Hospital Discharge
LA
5,957,000
1,783,000
5,884,000
6,507,000
5,292,000
4,463,000

CCG
30,304
1,999,000
3,403,830
227,000
413,000
1,340,000

29,886,000

7,413,134

Grand Total
7,840,848
6,850,732
11,062,771
10,700,551
7,933,289
6,987,674
3,579,878
54,955,744
54,955,744
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6. Prescribing
Overview:

Annual Comparison:

April
May
June
July
August
September
October
November
December
January
February
March
YTD Comparison

2017/18
(3.8%)
(3.7%)
(6.1%)
(8.8%)
(3.7%)
(4.2%)
(4.7%)
(3.5%)
(2.6%)
(1.6%)
(0.3%)
0.4%
(5.1%)

Price
Activity
Change
Change From
From
2018/19 2019/20 2017/18
2018/19
2019/20
0.3%
6.1% (0.8%)
0.9%
0.3%
0.4%
5.3% (2.1%)
1.0%
(4.4%)
(0.5%)
6.5% (4.9%)
0.6%
(3.5%)
2.2%
6.1% (0.5%)
(1.6%)
(3.6%)
2.5%
2.9% (1.4%)
1.4%
(4.9%)
2.6%
4.6% (1.7%)
3.0%
(2.0%)
2.9%
5.1% (2.5%)
0.7%
(3.2%)
3.4%
(2.8%)
(0.5%)
4.1%
(2.5%)
3.3%
2.1%
0.8%
(0.9%)
3.3%
(1.0%)
(1.1%)
9.1%
(0.6%)
6.7%
1.5%
5.2% (2.0%)
0.8%
(3.1%)

•

The Month 9 prescribing position is based on October data as the PPA information is
provided two months in arrears. Overall the CCG is reporting a break-even position YTD.

•

The annual comparison table highlights the impact in terms of price and activity by
month. These compare, by month, the difference between average item price and
average items prescribed on a year on year basis. Cumulatively this shows a 5.2% price
impact in year against a 3.1% activity reduction.

•

The price impact whilst slight up in month, is suggesting that the impact on the prices
from Covid-19 is reducing and the position is expected to stabilise during Quarter 3.
However in the current uncertain situation, forecasting spend carries a degree of risk.

•

The activity reductions have normalised to the YTD average in month, following a
fluctuation in Month 5&6. The CCG is forecasting an element of normalisation over
coming months, however this position will need validation as we move into the winter
period to ensure that any risks can be carefully managed.

•

The YTD position excludes the impact of the CCG’s QIPP plans, with these schemes
expected to mitigate the impact of further price changes as we move through the year
(additional price impact has been built into the forecast). The borough prescribing teams
have identified a deliverable QIPP position which is expected to come through during
quarter 4 and support the CCG’s recurrent run rate. This position will require further
review now following the redeployment of the teams to support the pandemic
response.

•

The prescribing position is being discussed on a on-going basis with the Medicine
Management teams to both better understand the position and to identify appropriate
mitigations to impact upon the current level of expenditure.
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7. Continuing Healthcare
Year on Year Comparison:

Overview:
•

The CCG’s CHC position has underspent by £362k to Month
9. This is a slow down in the position seen in Month 8,
which reflected a correction following a review of patient
data within some boroughs.

•

The CHC expenditure is expected to increase as we move
towards the year end with the impact driven by the
unwinding of the Wave 1 Hospital Discharge programme
(HDP), and the consequence of diverting resource to
support the pandemic rather than undertake the CHC
assessment required for HDP2. The impact of this requires
review but presents a further risk of c£4.4m.

•

Due to the impact of the second wave of Covid-19 the CHC
QIPP is expected to have limited impact in year.

•

Further work will be required around the CHC QIPP to help
ensure a sustainable position as we move into 21/22.
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8. Run Rate
• The below tables provide a year on year comparison by NHSEI expenditure areas; these differ slightly from local budget definitions but give a good indication of expenditure
changes.
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9. Debtors Position
Overview:

• The CCG has an overall debt position of £10.7m at Month 9; this compares to a £11.7m position
at Month 8. Of, this £6.8m relates to legacy debt from the 6 CCGs which is an improvement on
the £8.5m reported last month as legacy. This has been due in the main to more receipts from
NHS England, LB Lewisham and LB Bromley.
• The top 10 aged debtors is provided in the table below, with the main balances remaining with
NHS England (predominantly GPIT), GSTT and SE London local authorities. These are being
actively chased by borough finance colleagues.
• Whilst none of the debts are considered at risk, the finance team has reviewed its resource to
allow for a more co-ordinated approach to debt recovery aimed at high value debtors and it is
expected that the debt position should continue to improve for the rest of the financial year.
There has also been some active follow up of NCA debt in December which should yield results.
Customer Account

Total AR O/S Amt AR Ageing 1-30 Amt AR Ageing 31-60 Amt AR Ageing 61-90 Amt AR Ageing 91 - 120 Amt AR Ageing 121-180 Amount AR Ageing 181 + Amount

NHS

7,333,956.26

769,109.70

244,543.61

13,829.97

385,241.02

591,783.99

5,329,447.97

NON-NHS

3,493,739.18

374,945.69

266,193.92

279,141.43

135,128.17

579,751.18

1,858,578.79

Grand Total
Rank

Customer Name

Total AR O/S Amt

1 NHS ENGLAND

AR Agei ng 1-30 Amt

-109,798.38

-19,445.04

-89,593.49

0.00

-759.85

0.00

0.00

10,717,897.06

1,124,610.35

421,144.04

292,971.40

519,609.34

1,171,535.17

7,188,026.76

AR Agei ng 31-60 Amt

AR Agei ng 61-90 Amt

AR Agei ng 91 - 120 Amt

AR Agei ng 121-180 Amount

AR Agei ng 181 + Amount

4,679,962.50

0.00

168,125.00

-24,240.00

0.00

0.00

2 BROMLEY LONDON BOROUGH COUNCIL

730,616.96

0.00

0.00

0.00

3,961.77

0.00

726,655.19

3 GREENWICH LONDON BOROUGH COUNCIL

659,116.16

29,640.60

33,386.52

0.00

108,827.25

270,924.75

216,337.04

4 GUY'S AND ST THOMAS' NHS FOUNDATION TRUST

617,834.23

0.00

3,214.30

3,214.30

236,108.12

3,398.77

371,898.74

5 LAMBETH LONDON BOROUGH COUNCIL

549,920.81

85,000.00

134,436.13

19,672.67

0.00

0.00

310,812.01

6 NHS NORTH CENTRAL LONDON CCG

332,633.56

2,638.14

3,222.95

3,549.79

5,056.99

303,475.74

14,689.95

7 LONDON BOROUGH OF BROMLEY

261,575.00

0.00

0.00

575.00

0.00

261,000.00

0.00

8 LONDON SOUTH BANK UNIVERSITY

130,000.00

0.00

0.00

0.00

0.00

0.00

130,000.00
16,000.00

9 GUYS & ST THOMAS' CHARITY
10 UNALLOCATED RECEIPTS
Grand Total

4,536,077.50

111,516.00

95,516.00

0.00

0.00

0.00

0.00

-109,798.38

-19,445.04

-89,593.49

0.00

-759.85

0.00

0.00

7,963,376.84

193,349.70

252,791.41

2,771.76

353,194.28

838,799.26

6,322,470.43
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10. Cash Position
• The Maximum Cash Drawdown after accounting for payments made on behalf of the CCG by the NHS Business Authority (largely relating to prescribing
expenditure) is £3,203m.
• The cash allocation has increased by circa £8m this month due to a number of allocations received from NHS England including discharge funding, funding
for COVID initiatives and a number of Mental Health allocations. The payment schedule for providers in respect of Covid and top up payments is largely
agreed although some adjustments are being made to assist partners with cash flow.
• There was a need to draw down supplementary cash in December due to a requirement to transfer Healthy London Partnership (HLP) funding and also to
clear invoices to councils in respect of Better Care Fund and Hospital Discharge Programmes.
• At month 9, the CCG has drawn down 76.1% of the available cash compared to the budget cash figure of 75.0%. It should be noted that the CCG has paid
10 months of block contract payments to providers with the intention that there will be no block payment in March, although top up payments as per the
agreed schedule will be due. The CCG is working through with the CSU to ensure that the creditors and debtors positions are reviewed and maintained at
an appropriate level.
72Q- Annual Cash Drawdown Requirement for
2020/21
CCG ACDR
Capital allocation
Less:
Prescription Pricing Authority
Other Central / BSA payments-HOT
M7 Top up - Paid by NHSE
Remaining Cash limit

Dec-20

Nov-20

Movement

£000s
3,438,601

£000s
3,430,829

£000s
7,772

(211,500)
(1,800)
(22,678)

(211,500)
(1,800)
(22,678)

0
0
0

3,202,622

3,194,851

7,772

Cash Drawdown
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Annual Total

Monthly Main
Supplementary
Draw down
Draw down £000s
£000s
£227,500
£177,943
£244,000
£0
£244,000
£0
£232,000
£0
£220,000
£0
£228,000
£0
£228,000
£0
£230,000
£60,000
£346,000
£15,000
£275,000
£9,000
£277,000
£0
£189,179
£0
£2,940,679
£261,943

Cumulative
KPI - 1.25% or less Actual month end Percentage of
Proportion of CCG
Draw down
of main drawdown bank balance cash balance to
cash requirement
£000s
£000s
£000s
main draw
£405,443
12.66%
£2,844
£665
0.29%
£649,443
7.62%
£3,050
£315
0.13%
7.62%
£3,050
£2,418
0.99%
£893,443
£1,125,443
7.24%
£2,900
£1,382
0.60%
£1,345,443
6.87%
£2,750
£2,528
1.15%
£1,573,443
7.12%
£2,850
£888
0.39%
£1,801,443
7.12%
£2,850
£755
0.33%
£2,091,443
9.06%
£2,875
£1,220
0.53%
£2,452,443
11.27%
£4,325
£830
0.24%
£2,736,443
8.87%
£3,438
£3,013,443
8.65%
£3,463
£3,202,622
5.91%
£2,365
£3,202,622
100.00%

• The cash KPI has been achieved in all months so far this year, showing continued successful management of the cash position by the CCG’s finance team
and CSU to achieve the target cash balance.
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11. Better Practice Payments Code (BPPC)
• Under the BPPC, CCGs are expected to pay 95% of all creditors within 30 days of the receipt of invoices. This is measured in terms of the total value of
invoices and the number of invoices by count. To date the CCG has met the target cumulatively on both value and count by NHS and non NHS and so the
target is green on all aspects. It is therefore expected that this target will be met in full at the end of the year. Attention should be drawn however to the
failure to meet the in month target for value this month, this was due to 1 large invoice being approved outside of the timeframe required, this should not
have an impact on our ability to meet the cumulative target for the year.
• Due to the Covid-19 impact, NHSE/I has requested that all NHS organisations should during this time strive to pay creditors within 7 days to provide
assurance on cash flows for organisations at this difficult time. This has obviously assisted in achieving good BPPC performance.
BETTER PAYMENT PRACTICE CODE 2020-21

>95%
<95%

NHS

Nov-20
NON-NHS

TOTAL

NHS

Dec-20
NON-NHS

TOTAL

NUMBERS FOR THE MONTH

Total number of invoices paid in the month
Number of invoices paid within target
Numbers % for the month

210
208
99.05%

4128
3977

4338
4185

96.34%

96.47%

139
139

4406
4266

4545
4405

100.00%

96.82%

96.92%

274,646
274,646

72,668
68,832

100.00%

94.72%

98.90%

VALUES FOR THE MONTH (£000s)

Total value of invoices paid in the month
Value of invoices paid within target
Value % for the month

228,404
228,349

64,920
62,943

293,324
291,292

347,314
343,478

99.98%

96.96%

99.31%

4699
4661

32295
31616

36994
36277

4838
4800

36701
35882

41539
40682

99.19%

97.90%

98.06%

99.21%

97.77%

97.94%

CUMULATIVE NUMBERS TO THE MONTH

Total number of invoices paid YTD
Number of invoices paid within target
Numbers % Cumulative

CUMULATIVE VALUES TO THE MONTH (£000s)

Total value of invoices paid YTD
Value of invoices paid within target
Value % Cumulative

1,633,486
1,632,975
99.97%

458,884 2,092,370
452,677 2,085,653
98.65%

99.68%

1,908,132
1,907,621
99.97%

531,552 2,439,684
521,509 2,429,130
98.11%

99.57%
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12. Aged Creditors
•

There is ongoing work to reduce the levels of aged creditors which were brought forward from the legacy ledgers. The graphs below show the
ongoing reduction in volume and value of these aged creditors. At the end of December there were 494 items outstanding compared with 596
in the previous month. The value of these items is £4.6m compared to £7.3m in the previous month. A targeted action plan for reducing the
high value creditors had been agreed with a target date for completion being the end of December. Significant progress has been made but
there is still work to do to finalise the position with some suppliers and unfortunately with the Christmas period and the impact of Wave 3
COVID this has slipped a little. However, the work is continuing and it is expected that progress will be made in January on the larger items.
Work is still ongoing on the low value items during this period and will continue and start to include items relating to the first 6 months of this
financial year. Budget holders have been reminded to take action to clear dated creditors and maintain their workflows at a sensible level
wherever possible and to review/clear items on a daily basis.

Value

Number
1200

12,000,000.00

1000

10,000,000.00

800

8,000,000.00

600

6,000,000.00

400

Number

4,000,000.00

200

2,000,000.00

0

0.00

Value
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14. Revenue Resource Limit
• The below table sets out the movements in the Revenue Resource Limit by borough and the overall financial allocation at Month 9. The
main change in month has been the confirmation of the Months 1-6 top up allocation and additional non recurrent funding allocations.
The total financial allocation for the year as at Month 9 is £3,439.4m.
Revenue Resource Limit

Bexley

Bromley

Greenwich

Lambeth

Revenue Resource Limit (RRL)
Total Start Allocation
Total Movement in Month
Total Month 9 Allocation

£'000s

£'000s

£'000s

£'000s

112,397
112,397

198,991
198,991

152,197
152,197

165,847
165,847

135,601
135,601

133,119
133,119

2,444,270
3,968
2,448,238

Running Cost Allowance (RCA)
Total Start Allocation
Total Movement in Month
Total Month 9 Allocation

1,733
1,733

1,781
1,781

1,868
1,868

1,868
1,868

1,296
1,296

1,312
1,312

114,130
114,130

200,771
200,771

154,065
154,065

167,716
167,716

136,898
136,898

134,431
134,431

Total RRL and RCA
Total Start Allocation
Total Movement in Month
Total Month 9 Allocation

Lewisham Southwark South East Total SEL
London
CCGs (Non
Covid)
£'000s
£'000s
£'000s
£'000s

Covid-19

Total SEL
CCGs

£'000s

£'000s

3,342,423
3,968
3,346,391

60,264
60,264

3,402,687
3,968
3,406,655

22,877
22,877

32,734
32,734

-

32,734
32,734

2,472,099
3,968
2,471,115

3,375,134
3,968
3,379,125

60,264

3,435,421
3,968
3,439,389

60,264
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Bexley Borough Based Board Meeting
DATE: 25th March 2021
Title

Month 10 – Joint Finance Report

This paper is for information and discussion

Executive
Summary

Recommended
action for the
Committee
Potential
Conflicts of
Interest

Appendix 1 sets out the financial positions of both the CCG and also the
Adult Social Care/Public Health elements of the total LB Bexley budget.
The impact of COVID-19 is shown for both organisations.
Further work will need to be undertaken on this report in the new financial
year as we start to move closer to ICS and the need to increasingly work
as a system becomes apparent.
1. DISCUSS & NOTE the Month 10 (January 2020) joint finance report.
None

Key risks &
mitigations
Impacts of this
proposal

Equality impact

Financial impact

The key risks and mitigations are reported directly in
each organisations records and committees but
needless to say, COVID 19 has impacted both
organisations in terms of services provided and also
finances. The main mitigations have been the
collaborative system working and responses to the
COVID pandemic plus some of the additional financial
resources which have been directed to both health
and social care.
Going forward, the risk is that the joint working and
robust relationships which have been forged during
the pandemic are lost and that the transparency
regarding finances over the past year do not
continue.
None, all Bexley residents have the same levels of
access to health and social care services
acknowledging that some social care services require
a financial assessment to be undertaken to assess
eligibility whereas health services are free to all at the
point of delivery
This paper sets out the financial positions and
pressures of both organisations and reinforces the

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland

111 of 199

need to work in an open and transparent manner as
part of the Bexley system. There could be a number
of opportunities in continuing to develop working in
this way for the benefit of Bexley residents.

Wider support for
this proposal

Author:
Clinical lead:
Executive
sponsors:

Due to Borough Based Board being stood down as a
response to the COVID pandemic, this will not be a
Public
public document but in future these reports will be
Engagement
discussed at Borough Based Board and at an
appropriate committee within LB Bexley
The month 10 financial position of each organisation
Other Committee
has been taken through their governance
Discussion/
arrangements/committees and this has formed the
Internal
basis of this joint report. It is intended that this will be
Engagement
discussed at the joint Bexley SMT.
Julie Witherall, Associate Director of Finance (Bexley)
Wesley Guy, Strategic Business Partner (Children’s Services and Adult
Social Care), LB Bexley
Dr S Deshmukh, Chair
David Maloney, Director of Corporate Finance SEL CCG
Paul Thoroughgood, Director of Finance LB Bexley
Stuart Rowbotham, Director of Adult Social Care LB Bexley and
Managing Director SEL CCG - Bexley

Clinical Chair: Dr Jonty Heaversedge

Accountable Officer: Andrew Bland
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Bexley Borough Based Board Meeting
Month 10 Joint Finance Report – Bexley Borough CCG and LB Bexley Adult
Social Care and Public Health
25th March 2020

1
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1. Introduction and Vision for Financial Reporting in Bexley
•

Introduction
•
•

•

With the recent developments for working towards becoming an ICS having being published in December, there will be a growing need to work with our partners more
closely and be transparent in the sharing of our financial positions to enable strategic commissioning decisions regarding future services for our population to be made.
In Bexley, we are also currently renewing our Section 75 arrangements between SE London CCG and LB Bexley with the hope of including more in our Better Care Fund for
the very purpose as set out above. LB Bexley are also looking to have a Section 75 in place for 1st April 2021 between themselves and Oxleas to cover the services under the
umbrella of Bexley Care.

Vision for Financial Reporting in Bexley
•

•
•
•

It has therefore been agreed at the Joint Senior Management meeting of Bexley Borough CCG and LB Bexley that the finance leads start to work on developing some joint
financial reporting. It has been acknowledged that this will take time to develop as each organisation reports differently.
It is also acknowledged that there will need to be work undertaken to remove double counts/duplication and also to establish how we deal with the slightly different
populations which each organisation serves.
It has been agreed that an incremental approach to this reporting will be taken and that the report will be shared within both the CCG and the council and this will then
allow questions to be raised and the report developed with input from all partners. It is hoped that by the end of the financial year, we should be starting to have something
which is starting to be robust, comprehensive and informative showing how the Bexley pound is being spent.
Eventually, it is hoped that both delegated CCG budgets, Adult Social Care, Public Health and central CCG budgets such as acute costs can be reported on a regular basis
plus start to bring in partners costs such as the Hospice and other providers. Also, an intended development would be to begin to report at PCN level where possible and
thought will have to be given to how this is undertaken and it may be that different approaches are required for different costs. Bexley did start this work a couple of years
ago and this may be a useful starting point for this work.

3
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2. Explanation of Bexley Borough’s Delegated Budgets - CCG
•
•

•

•

•

Bexley Delegated Budgets
The CCG’s funding regime in 20/21 has not been as expected due to the impact of COVID, initial budgets were set for the CCG but then a national
funding regime was required which involved the national setting of block contracts to NHS providers to maintain cash flow, simplify bureaucracy
and ensure that the priority for all parts of the system was the COVID response. This approach required budgets for the first 6 months of the year
to be revisited. In the second half of the year, a system allocation was received to cover business as usual plus COVID and the clock contract
arrangements remained in place and so a second set of budgets for months 7-12 was developed.
As part of the merger of the 6 SE London CCGs, it was agreed that a number of budgets would be delegated to the borough level under the
direction of the Managing Director with these funds being used locally for the benefit of the local population. Due to the impact of COVID and the
financial regime which CCGs were required to work within, the level of delegation in 20/21 has not been as extensive as it may have been. This is
mainly due to the block arrangements which the CCG has been required to enter into with local NHS providers meaning that for example Mental
Health and Community contracts which were expected to be reported locally as part of the delegated budgets have been held centrally. As yet,
we are not able to advise what the arrangements will be for 21/22.
The delegated budgets for Bexley, however, do include the following areas;
• Prescribing;
• Delegated Primary Care;
• Other Primary Care;
• Continuing Health Care;
• Local Mental Health Services;
• Other Community Services;
• Other Programme Services including Better Care Fund;
• Local Staff costs.
All of these budgets cover the whole of the population i.e. adults and children and the funding formula is based on the residents registered with
a Bexley GP. This is different from the way that council funding is managed as this is based on home address which will mean that there will be
some small differences around the populations being served.
4
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3. Summary of Bexley Borough’s Financial Position as at Month 10 (CCG)
The table below shows the financial position as at month 10 for Bexley Borough as £262k underspent year to date on a budget of £94,566k. The main areas of overspend are
prescribing and mental health services due to cost per case pressures. These are volatile areas to monitor as they are driven by demand and acuity and individual mental health clients
can require very expensive packages of care. Areas of underspend to date include other community health and other primary care which is driven by cost and volume contracts which
have been affected by COVID in terms of activity, delegated primary care which is under spending due to little movement in list sizes and corporate budgets for both running and non
running costs.
It should be noted that COVID spend, apart from the £1m allocated for Wave 2, is held centrally and further details of this are provided on the next slide.
Based on the current financial position, the borough is predicting and is expected to deliver at least a breakeven position at the year end. This of course is dependent on delivery of 25%
of the original QIPP ask in CHC and prescribing and also any impact of further waves of COVID.

5
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4. Summary of Bexley Borough’s Financial Position as at Month 10 re: COVID Spend
As previously mentioned, Covid-19 expenditure is attributed as a SE London CCG rather
than reported at a Borough level for everything except the Wave 2 costs which are reported
at borough level. This slide shows the breakdown of the total spend for Bexley and
compares to the other boroughs.
For the first 6 months of the year, the CCG had to claim COVID expenditure top up payments
from NHS England for both the Hospital Discharge Schemes and also the direct CCG and
primary care expenditure. For the second half of the year, the CCG has received a system
wide allocation for COVID and must manage the COVID response within this financial
envelope. The Hospital discharge schemes continue to be reimbursed by top up requests
from NHS England.
Bexley has been allocated an additional budget for Wave 2 COVID of £1,000k from the
system wide allocation against which there are robust plans which will be monitored and
reported upon going forward – to date there has been spend of £465k.
The CCG has also provided £381k of COVID support to the council in respect of social care
and this has been transacted via an agreed Section 256 agreement which also provides
details of how this will be spent.
Bexley borough has incurred year to date, £9,857k of Covid related expenditure an increase
of £857k on the previous month. This includes the amount incurred by LB Bexley in respect
of the Hospital Discharge Schemes 1 and 2 which the CCG will reimburse the council for
upon receipt of an allocation adjustment from NHS England. An allocation adjustment for
months 1 to 8 COVID expenditure has been received and settlement has been made for the
same period to LB Bexley.
The breakdown of the £9,857k is as follows;
• £1,916k of direct CCG additional expenditure which includes ICT costs, staff
overtime, hot hubs, increased placement costs;
• £7,595k of claims relating to Hospital Discharge Schemes 1 and 2 an overall
increase of £683k on the previous month which can be explained by a reduction in
the costs for Scheme 1 plus the additional costs for Scheme 2:
• £346k of expenditure by GP practices, no movement from last month, this figure
includes the bank holiday cover plus additional claims received from GPs on items
such as PPE, staff backfill costs and work to make practices safe for staff and
patients.

6
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5. Explanation of London Borough of Bexley’s Adult Social Care and Public Health
Budgets
•
•

•

•

LB Bexley Adult Social Care and Public Health Budgets
Adult Social Care and Public Health budgets are obviously only a part of the budgets held by London Borough of Bexley but they represent the
areas where there is the most integration between the council and the CCG and where the Better Care Fund operates. These budgets are also
under the direction of the Director of Adult Social Services who is also the Managing Director of Bexley Borough within the CCG (joint
appointment).
The Adult Social Care budget for LB Bexley includes the following areas;
• Home care;
• Nursing Homes;
• Care packages;
• Adult social care staffing (social workers, Occupational therapists etc);
• Income from charging policies.
The Public Health grant for LB Bexley when compared to others across London is the lowest funded per head of population. The budgets for
public health funded from the grant and include;
• GUM/Sexual health;
• School Nursing;
• Substance Misuse;
• 0-5 Universal Children’s Services;
• Smoking Cessation;
• Obesity;
• Public Health staffing.

7
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6. Summary of London Borough of Bexley’s Financial Position as at Month 10 (Adult
Social Care and Public Health)
The table below shows the financial position as at month 10 for LB Bexley ASC and Public Health budgets as a projected £5,392k overspend at the year end on a budget of £48,516k.
From the information below, it can be seen that the overspend results from the impact of COVID which has resulted in net additional costs of £5,339k, most of which is apparent in the
Adult Social Care budgets. The main pressures within the Adult Social Care budgets include additional inflation uplifts in the light of the current crisis, claims for exceptional financial
support from providers, paying home care providers for all commissioned hours (rather than only hours delivered); increased demand for home care and enhanced care services to
enable people to move out of hospital back to their own homes as speedily as possible with appropriate support, additional staff costs directly linked to supporting local hospitals with
prompt discharge of patients, costs of PPE which would not normally form a significant element of the Adult Social Care budget, additional costs of equipment for hospital discharge
patients, reduced fees and charges income through suspension of charging policies for all patients discharged between mid-March and the end of August, impacts of the pandemic on
residential care costs.

8
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APPENDIX 4
Executive Summary - Strategic Commissioning intentions implementation for Home First, Urgent
Community Response and Intermediate Care
Bexley Borough Based Board

Introduction

This paper presents our approach for delivering the right health and social care needs for Bexley residents in the
right place and at the right time through our Home First programme, urgent care and best use of our Intermediate
Care.
Home First increases the opportunities for residents to receive targeted support to help them recover from periods
of ill-health including accidents and maintain their independence whilst reducing unnecessary admissions or
lengthy stays in hospital. Engagement has highlighted that the majority of residents prefer to receive care and
support in their homes or as close to home as possible.
This paper seeks support for a two year transformation programme across our Bexley and Greenwich systems
that will allow Bexley residents to receive the highest quality care in the most independent environment and
wherever possible, this should be the person’s home.
The proposal sets out how we will reinvest existing resources as well as requesting new investment into Bexley
and the wider health and care system.
For Bexley residents this means:
•
•
•
•
•
•
•
•
•
•
•
•

Receiving more care in their own home
Identifying people at risk of a hospital admission and providing care that prevents their condition from
worsening
Accessing a Crisis response within 2 hours (national standard)
Receiving reablement Care within 2 days (national standard)
Avoiding going into hospital where this is clinically appropriate
Reducing length of stay in a hospital bed where admission has been needed - Allowing for advanced
discharge from hospital so that people can recuperate in the comfort of their home while receiving high
quality care.
Reducing admissions in to residential or nursing home care as well as reducing admissions to hospital
from residential and care homes
More people achieving preferred place of death - if this is the usual place of residence, or where this is
not possible, an environment which is appropriate to good end of life care.
Intermediate care beds that can respond flexibly to the change in need of patients
Increasing /enhancing existing services that resident are familiar with rather than introducing new
services.
Making it easier for residents and their families to navigate the health and care system by having a
consistent and easy to understand approach across all services
Have agile and responsive services that can respond to changing needs of local residents.

Our residents will be able to access the following services to meet their needs:
•

Urgent Community Response (previously known as the Accelerator programme)
These are a range of services that residents can access via 111 or their own GP to help them remain at
home rather than being admitted to hospital. It supports primary care and care homes to maintain frailty
services and services that support long term conditions for residents at home for longer, under the
medical oversight of the community geriatrician. The service integrates with the Primary Care Network
(PCN) Enhanced Health in Care Homes Directly Enhanced Services (DES) to ensure whole systems
approach to care home support. There are two responses that residents can expect:
o
o

2 hours crisis response delivered through our RAPID team with a Multi-disciplinary approach
2 day to have reablement services provided.
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•

Home First – Discharge to Assess (D2A) these services support residents to get back to their homes
when they are discharged from hospital and means they do not have to wait in a hospital bed while their
longer-term needs are assessed with enhanced packages of care. Services include:
o Enhanced home care hours
o Occupational therapy and physiotherapy to support rehabilitation and reablement
o Speech and language therapy for swallowing advice
o Home First nursing
o Home First medic (GP or consultant)
o Community Psychiatric Nurse for dementia/delirium advice
o Care Home Trusted Assessors (to support re-patriation to care homes)
o D2A beds for slow stream rehabilitation
o End of life care

•

Intermediate Care in a Home First Model
Bexley residents will continue to be able to access rehabilitation and intermediate care in a bedded
setting through the facility at Meadowview Ward at Queen Mary’s Hospital, Sidcup.
We know that a more homely setting for slow stream rehabilitation results in better outcomes. Some of
the therapy and nursing resources required to staff intermediate care are to be redeployed to a
community Home First team, enabling swifter input of therapy assessment and review at home in the
first few days after discharge. As more people are going home, following hospital stay our Intermediate
care beds are being used more for those with more complex nursing requirements or currently as a Covid
positive pathway. This has provided an opportunity to think differently about how the current provision at
Eltham Hospital needs to be used to best meet the needs of our residents.
The cohort of residents with increasingly more complex issues requiring double handed care could be
discharged into community inpatients beds earlier if access is based on need, Residents will be able to
access this more specialist intermediate and rehabilitation care on a single site for both step up and step
down based on their needs. The service will be available for our residents but located in Greenwich.

•

End of Life Care

We will ensure there is adequate capacity to support our residents at end of life who choose not to go into
hospital in the last weeks and days of life. Both skilled nurses and trained health care assistants/home carers
will form part of Home First, supporting residents to die in their place of choice.
•

Support in the Community

Some of our residents live alone, or with older or frail family members and they can be especially vulnerable
to poor outcomes after discharge from hospital, and associated readmission. Residents will be able to receive
a Take Home and Settle service when discharged from hospital.
Financial
Through winter 2020, the system has worked together to identify funding opportunities that we have used together
with the Accelerator funding to pilot developments in Home First. There are already positive impacts of this work,
with more residents able to return home as their priority. The Covid-19 pandemic has resulted in decreasing use
of the intermediate care beds in their traditional sense, and the beds have supported patients with increased
complexities as well as providing addition al bedded capacity during Covid pandemic to mitigate care home
closures as a result of outbreaks. This proposal presents the new role of intermediate care and associated
estimated reduced number of beds based on the Meadowview site.
Our two-year programme will result in a reinvestment from existing services into the Home First model,
emergency care and intermediate bedded care. However, there will remain a funding gap for which this business
case is seeking support from SEL CCG and the ICS. It is recognised there is a disparity in the investment in out
of hospital services between inner and outer London boroughs. The proposal is aligned with provider common
offer and the Long-Term Plan strategic direction for out of hospital services.
There are five financial components to the case as follows:
• The cost of delivering the Home First model funded through a combination of:
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New investment in line with equitable investment across South East London CCG, Community
provider common offer and reinvestment of existing Bexley and Greenwich resources.
o Mainstreaming existing non recurrent funding pots within the current home first projects
The Urgent Community Response delivered initially through Accelerator funding direct to Oxleas plus
additional funding into London Borough of Bexley to deliver a 2-day response.
Change in Intermediate Care Bed infrastructure which represent a reduction in the number of beds and
change in staff mix reflecting increased complexity of patients needing bedded capacity. The cost of new
intermediate care beds with staffing resources with remaining resources reinvested in the Home First
Services.
This will leave a surplus of intermediate care beds at Eltham which this business case also presents
options for repurposing.
Fixed costs of remaining beds that need to repurpose to cover the costs of the site and utilise the capacity
available.
o

•
•

•
•

The costs include the mainstreaming of existing non recurrent monies, Accelerator programme resources,
together with reinvestment of savings and existing resources within the Bexley and Greenwich system. It also
included double running costs for intermediate care facilities in the first year of the transformation and
implementation resource for the two years of the transformation programme. Whilst there are multiple individual
fixed term funding routes that need to be mainstreamed, there remains a short fall in funding together covering
double running costs. The double running costs will be required as we reduce the number of intermediate care
beds and increase activity in Home First, together with in a different way as the volume of Home First and Urgent
Community Response grows resulting in a reduction in use of intermediate care beds and in emergency
admissions .
At the time of writing, the costings remain indicative until we have a clearer indication of levels of funding. At the
time of writing this strategic proposal the financials remain indicative subject to further work once we have more
of an indication of levels of funding. The investment costs are set against existing baselines with a cost avoidance
approach to the delivery of Cost Improvement. This will enable us to monitor the impact against a base line
position and allow for adjustments throughout the implementation against Key Performance Indicators2021-22
has been adjusted to represent time to recruit and the delay in receiving detailed planning guidance and
recruitment timing. Summary flows as follows.
New Investment
•

£1.8m in 2021/22 rising to £2.9m in 2022/23. From 2022/23 going forward this £2.9m will be
offset by repurposing Eltham Community Hospital. Funding to mainstream existing non recurrent
funding streams and pump prime double running costs and marginal implementation costs.

Ageing Well & Accelerator
•
•

2021/22 £420k Accelerator and £359k Ageing Well. This represents £600k current project plus
£179k for moving to core offer in 8-10 and 2 day response
2022/23 £949k its assumed that Accelerator has tapered off completely with all funding into
Ageing well.

Reinvestment of existing
•
•
•
•

£2m Eltham fixed costs already with CCG allocation and Oxleas contract is moved to cover void
costs prior to repurposing
£750k Eltham and £1m Meadowview into new Intermediate & rehabilitation onto single site at
Meadowview
£250k Eltham staff into Home First
£160k Community Geriatrician

Summary Financials
Care Homes

2021-22
£000s’
128

2022-23
£000s’
194

Accelerator
Home First
New Intermediate Care Service

946
1,422
875

1,149
2,576
1,750

123 of 199

Double Running Costs
PMO Implementation Costs
Total Costs
Ageing well
LGT Reinvestment
Oxleas Reinvestment
(Meadowview existing)
Oxleas Reinvestment (Eltham
Reinvestment)
Total Income
Request to SEL / ICS

125
110
3,606
779
107

110
5,588
740
160

500

1,000

375
1,761
1,845

750
2,859
2,854

Workforce
In order to achieve these changes, we will need to invest in our system workforce which will include the
redeployment and upskilling of existing workforce, recruitment to new roles and deployment of our existing
workforce in the most effective way. The case describes our approach to move to a system workforce approach
with shared and innovative roles, career progression together with investment into developing our own workforce
through training and education programmes.
Procurement Options
Currently providers deliver different aspects of care for patients and residents. Each organisation has its own
contract, service specification and KPIs to achieve. These are commissioned either by the borough (through
SEL CCG), or the local authority and we will introduce co-designed service models that best meet resident
outcomes.
We recommend developing a place-based partnership model involving key local stakeholders.
Recommendations
Bexley Borough Based Board agrees that Home First is a significant priority for Bexley in the interests of our
residents and support the following:
•
•
•
•
•
•
•

Secure additional resources into our Bexley and Greenwich systems to enable the further development
of the Home First approach as summarised above
Support the reinvestment of resources from Lewisham and Greenwich Trust
Support the reinvestment of resources from Oxleas
Consolidate a new model of Intermediate Care at Meadowview and repurpose the current Intermediate
Care Beds at Eltham Hospital
Take a procurement option of a partnership approach
Undertake a detailed mobilisation programme once the envelope of funding is agreed based on a
financial model of cost avoidance
The Bexley Home First Board will oversee the Bexley implementation, reporting to the Borough Based
Board and Health and Adult Service governance arrangements:
o Involvement and engagement of all stakeholders
o Ensure appropriate governance of the programme in Bexley
o Determine the formal partnership arrangements to maintain the approach
o Develop a project plan and agreed milestones
o Agree, monitor and report on project outcomes
o Prioritise use of resources to achieve the agreed outcomes

Finally, we would like to acknowledge and thank our teams who continue to operationally manage a very difficult
winter with Covid-19. As well as doing this they have also managed to not lose sight of the strategic need to
transform our services and support the co-development of this proposal. So, we wish to thank – Sarah Burchell,
Lisa Cooper, Alison Rogers and Yolanda Dennehy, Helen Jones, Rachel Matheson, Jayne Mason, Lisa Hancock,
Nick Davies, Devora Wolfson, Kelly Lewis-Towler, Iain Dimond, Jim Milton, Tom Clark, Lesley Bull, Nupur
Yogarajah and Kate Heaps
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Executive Summary
This paper presents our approach for delivering the right health and social care needs for our
residents in the right place and at the right time through our Home First programme, urgent care
and best use of our Intermediate Care. We will deliver this approach through full mobilisation of
our Home First ambitions, Urgent Community Responses within each borough and changes to
our intermediate bedded services as part of a two-year transformation programme.
This paper seeks support for investment into a combination of individual systems within borough
as well as across our Bexley and Greenwich systems. The investment is focused on the two SEL
CCG Places of Bexley and Greenwich, the London Borough of Bexley, The Royal Borough of
Greenwich, Oxleas and the Lewisham and Greenwich Trust (Queen Elizabeth Hospital). No
investment is included for either Darent Valley Hospital or the Princess Royal University Hospital
as they already have services in place. The paper sets out how we will reinvest both existing
resources as well as new investment with pump priming over the two-year transformation
programme. These will be implemented alongside the aforementioned existing services through
resplendent.
At the time of writing this proposal developments are being made around core offers for Neuro
Rehabilitation and further changes to Ageing Well fund. We will adapt as a system going forward
to these changes, but this proposal represents the position in time now.
The outcome of the programme is for our local residents to receive the highest quality care in the
most independent environment across the continuum of care and wherever possible this should
be the person’s home. For our residents this means:

Project
Outline
(High level
summary)

•
•
•
•
•
•
•
•
•
•
•
•

Receiving more care in their own home
Identifying people at risk of a hospital admission and providing care that prevents their
condition from worsening
Accessing a Crisis response within 2 hours (national standard)
Receiving reablement Care within 2 days (national standard)
Avoiding going into hospital where this is clinically appropriate
Reducing length of stay in a hospital bed where admission has been needed - Allowing
for advanced discharge from hospital so that people can recuperate in the comfort of their
home while receiving high quality care.
Reducing admissions in to residential or nursing home care as well as reducing
admissions to hospital from residential and care homes
More people achieving preferred place of death - if this is the usual place of residence, or
where this is not possible, an environment which is appropriate to good end of life care.
Intermediate care beds that can respond flexibly to the change in need of patients
Increasing /enhancing existing services that resident are familiar with rather than
introducing new services.
Making it easier for residents and their families to navigate the health and care system by
having a consistent and easy to understand approach across all services
Have agile and responsive services that can respond to changing needs of local residents.

We have six specific aims of the programme:
•
•
•
•

Delivery of Urgent Community Response standards (2 hour crisis response and 2 day
reablement response)
Improved Health Outcomes – Enable people to access a high level of care in their own
homes instead of being admitted unnecessarily to hospital and;
Avoid unnecessary admissions - Identify people at risk of a hospital admission and
provide care that prevents their condition from worsening;
Reduce Length of Stay - Allow for advanced discharge from hospital so that people can
return to the comfort of their home to receive high quality care curative, rehabilitative or
palliative treatment, care and support
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•
•

Preferred Place of Care and Death - Give people the opportunity to die in their usual
place of residence, or where this is not possible, an environment which is appropriate to
good end of life care.
Intermediate care and rehabilitation beds that reflect the change in need of patients

Home First – Discharge to Assess (D2A) has, over the last eighteen months, become the
accepted terminology for our integrated approach to facilitating timely discharge from acute
hospitals. In essence it is a model – not a service – which assumes that home is the best place
for people’s needs to be met when they are discharged from hospital and that they should not
wait in a hospital bed while those needs are assessed, and funding agreed. The approach is
widely promoted nationally under the Better Care Fund High Impact Change Model and, prior to
the current pandemic was behind significant improvements in our Delayed Transfers of Care
(DTOC’s) performance.
Each borough has a Home First service led by the Hospital Integrated Discharge Team (HID).
Within Greenwich it is part of the Royal Borough of Greenwich. Within Bexley this part of the
Integrated Care for Older People service provided by Bexley Care. It operates across all three of
our main acute systems. ASC brokers lead on sourcing enhanced packages of care, nonchargeable for up to six weeks after discharge, including overnight where necessary, allowing
people to recover in their own homes with support from community health services. Wherever
appropriate reablement goals are set and the individual transferred to a reablement pathway at
the end of the D2A period.
For winter 2020/21 an enhanced Home First model has been commissioned – adding more
enhanced home care capacity, additional therapy resources to ensure intensive support in the
first few days after discharge, older people mental health capacity to support people on dementia
pathways and clinical support from primary care. Despite recruitment problems in therapy
services the value of the model has been borne out, even during the current height of the
pandemic when we have been able to manage complex discharges effectively at home, and
support the acute system with very rapid discharges, once medically optimised patients are
referred. The current crisis in our acute system has only served to highlight what the impact
would be if we were unable to safely look after people at home – and has also enabled a sharper
focus from those acute settings on other patients with more complex needs who could go home
earlier.
Home First D2A operates all year round – recruiting the specialist staff we need to ensure that
complex health needs can be met in the community is hampered by short term funding. We have
an opportunity to secure permanent funding for an enhanced Home First service including:
• Enhanced home care hours
• Occupational therapy and physiotherapy to support rehabilitation and reablement
• Speech and language therapy for swallowing advice
• Home First nursing
• Home First medic (GP or consultant)
• Community Psychiatric Nurse for dementia/delirium advice
• Care Home Trusted Assessors (to support re-patriation to care homes)
• D2A beds for slow stream rehabilitation
• End of life care
Home First Admission Avoidance (Urgent Community Response)
The Integrated Rapid Response services (Separate in Bexley and Greenwich) heads up the
admission avoidance offer and supports primary care and care homes to maintain frail older
people and people with long term conditions at home for longer, under the medical oversight of
the community geriatrician. Within Greenwich this is through JET team and through the RAPID
response in Bexley. Under the Rapid Response Accelerators, the services are funded to
respond within two hours. Accelerator funding is currently supporting primary care input which
has enabled the roll out of a virtual MDT model to care homes, which has been highly valued by
homes and contributed to avoidance of admission from those settings during the pandemic. The
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model integrates with the Primary Care Network (PCN) Enhanced Health in Care Homes DES
within both boroughs and ensures a whole system approach to care home support and
admission avoidance.
Providing a rapid response service with access to short term home care packages to prevent
admission, is an essential feature of a Home First model which recognises that admission to
hospital unless for treatment which can only be provided on an in-patient basis, is usually
detrimental to outcomes for frail older people. Speed of response is of the essence in this and
will therefore need to be resourced recurrently to maintain current response times. As we look
towards building up to the core offer we now need to invest in the 8am -10pm working and 2 day
response. This proposal includes the development and implementation of these.
Intermediate Care in a Home First Model
In line with the Home First approach bed based intermediate care no longer holds the once role
it once did in post discharge rehabilitation. Meadowview and Eltham are currently providing a
covid positive step-down facility in the Greenwich and Bexley system – and many residents who
might otherwise have been discharged there are going straight home. We have found that a
more homely setting for slow stream rehabilitation gets better outcomes in terms of prevention of
admission to long term care for people with resolving delirium, for example, and this capacity is
available in the care home market. Some of the therapy and nursing resources required to staff
intermediate care could be redeployed to a community Home First team, enabling swifter input of
therapy assessment and review at home in the first few days after discharge. This in turn would
give greater confidence to acute clinicians that therapy programmes are in place in the
community. At the same time there is a cohort of more complex patients requiring double
handed care who could be discharged into intermediate care earlier if access was by need rather
than eligibility criteria which need to be ‘flexed’ in a crisis. The Home First business case
calculates the B&G system needs 40 beds and is recommending these are consolidated on
Meadowview, allowing the repurposing of Eltham Community Hospital.
It is clear that both the number of beds and the staffing skill mix for a future service would need
to change together with defining what we mean by intermediate care together with supporting
the wider system. It is proposed that in tandem with the Home First deployment we adapt to a
new model of intermediate care and use of beds to the following:
Intermediate Care
• Based upon need rather than criteria that need to be flexed.
• Needs based is the best approach, however there will need to be some
conditions that the units are unable to manage from a patient safety perspective.
• Step up facility with medical, nursing and therapist interventions for RAPID and
JET
• Step down rehabilitation facility with therapies and nursing interventions
Other care & supporting the system
• Increased double handed capability
• System “Therapy flex” patients identified by the system therapies team
• Covid positive pathways support care homes during Covid periods
It is important that intermediate care bedded services are provided as part of the wider
continuum of a resident’s care, so that they are able to move seamlessly between bedded
capacity, Home First services, District nursing, care home, residential home and primary care.
The proposal recommends we consolidate on the Meadowview site and repurpose the Eltham
Hospital facility. This proposal highlights seven long list options to take forward with more
detailed work. However, there is a consensus that the facility should be used beyond
intermediate care / emergency medicine for example a SEL wide Neuro Rehabilitation facility.
During Q4/Q1 a fully costed detailed proposal will be codeveloped and presented for approval.
End of Life Care
The pandemic has greatly increased the number of people dying at home. The impact of this has
been felt in community health services (especially district nursing), primary care as well as the
Hospice. A Home First approach cannot operate without ensuring there is adequate capacity to
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support people who appropriately choose not to go into hospital in the last weeks and days of
life. Both skilled nurses and trained health care assistants/home carers need to be at the heart of
the model supporting both D2A and admission avoidance (from the community and care homes).
Support in the Community
People who live alone, or with equally elderly or frail family members, are especially vulnerable
to poor outcomes after discharge from hospital, and associated readmission. A Take Home and
Settle service has been available to Greenwich residents discharged from QEH. A temporary
covid arrangement was under-used because it did not include transport. This is a gap in our
Home First approach in Greenwich and it is proposed to address this as we look to permanently
expand the model.
Home First in Local and Primary Care Networks
Operational delivery of Home First sits within the, RBG structures, Oxleas and Lewisham and
Greenwich Trust (QEH) linking with all partners in line with existing partnership arrangements.
The Accelerator and winter funding have enabled new virtual MDT approaches and primary care
support for RRT to be developed. These arrangements need to be funded recurrently to fulfil
their potential.
Financial
Through winter 2020 the system has worked together to identify funding opportunities that we
have used together with the Accelerator funding to pilot developments in Home First. At the time
of writing this proposal there are positive impacts of the work, with increases in patients going
home as their first priority. As previously articulated, in many respects Home First programme
has come into its own in the Covid 19 pandemic.
The two-year programme will provide the opportunity to reinvest existing resources in a different
way as the volume of Home First and Urgent Community Response grows and reduction in use
of intermediate care beds. Whilst there are multiple individual fixed term funding routes that need
to be mainstreamed there remains a short fall in funding together covering double running and
implementation costs over the two year programme. The double running costs will be required as
we taper down the number of intermediate care beds and increase the level of Home First
together with reduction in emergency admissions and use of intermediate care beds.
It is recognised there is a disparity in the investment into out of hospital services between inner
and outer London boroughs. Rather than examining history the case is proposing a phased
increase investment in disproportionate amounts to Bexley and Greenwich. The proposal is
aligned with provider common offer and the Long-Term Plan strategic direction for out of
hospitals. It is proposed that the levelling up of investment is phased over several years through
a disproportionately lager amount of investment into Bexley and Greenwich of new monies
through SEL CCG allocations, including the Ageing Well fund.
There are five financial elements and flows to the proposal including reinvestment from existing
services into the Home First model, emergency medicine and intermediate bedded care.
However, there will remain a funding gap which the business is seeking support from SEL and
the ICC:
•

•
•

The cost of delivering the Home First model funded through a combination of.
o New investment in line with equitable investment across South East London
CCG, Community provider common offer and reinvestment of existing Bexley
and Greenwich resources.
o Mainstreaming existing non recurrent funding pots within the current home first
projects
The Urgent Community Response delivered initial through Accelerator funding and then
tapered into Ageing Well direct to Oxleas plus additional funding into Royal Borough of
Greenwich and London Borough of Bexley for reablement support for 2 day initiative.
Change in Intermediate Care Bed infrastructure which represent a reduction in the
number of beds and change in staff mix reflecting increased complexity of patients
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•
•

needing bedded capacity. The cost of new intermediate care beds with staffing
resources with remaining resources reinvested in the Home First Services.
This will leave a surplus of intermediate care beds at Eltham which this proposal also
presents options for repurposing. Full details will be presented in Q1 together with
recommendation.
Fixed costs of remaining beds that need to repurposed to cover the costs of the site and
utilise the capacity available.

The investment costs are set against existing baselines within each organisation as part of
programme. We have taken a base line of do nothing and future cost avoidance. These will
enable us to monitor the impact against a base line position and allow for adjustments
throughout the implementation through a CIP programme that will be developed.
At the time of writing this strategic proposal the financials remain indicative subject to further
work once we have more of an indication of levels of funding. 2021-22 has been adjusted to
represent time to recruit and the delay in receiving detailed planning guidance and recruitment
timing. Summary flows as follows;
New Investment
•

£3.7m in 2021/22 rising to £5.8m in 2022/23. From 2022/23 going forward this
£5.8m will be offset by repurposing Eltham Community Hospital. Funding to
mainstream existing non recurrent funding streams and pump prime double running
costs and marginal implementation costs.

Ageing Well & Accelerator
•
•

2021/22 £0.7m Accelerator and £0.6m Ageing Well. This represents £1m current
project plus £300k for moving to core offer in 8-10 and 2 day response.
2022/23 £1.7m its assumed that Accelerator has tapered off completely with all
funding into Ageing well.

Reinvestment of existing
•
•
•
•

£2m Eltham fixed costs already with CCG allocation and Oxleas contract is moved
to cover void costs prior to repurposing
£1.5m Eltham and £2m Meadowview into new Intermediate & rehabilitation onto
single site at Meadowview
£0.5m Eltham staff into Home First
£0.3m Community Geriatrician

Summary table of Income and Expenditure by year.
2021-22 £000’s
Summary Financials
Bx
Gn
Total
Care Homes
128
162
290
Accelerator
946
670
1,616
Home First
1,422
1,417
2,839
New Intermediate Care Service
875
875
1,750

2022-23 £000’s
Bx
Gn
Total
128
194
322
1,149
860
2,009
2,576
2,674
5,250
1,750
1,750
3,500

Double Running Costs
PMO Implementation Costs
Total Costs

125
110
3,606

125
110
3,358

250
220
6,964

110
5,713

110
5,588

220
11,301

Ageing well
LGT Reinvestment
Oxleas Reinvestment
(Meadowview existing)

779
107

570
107

1,349
213

949
160

740
160

1,689
320

500
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Oxleas Reinvestment (Eltham
Reinvestment)
Total Income

375
1,761

375
1,552

750
3,312

750
2,859

750
2,650

1,500
5,509

Request to SEL / ICS

1,845

1,807

3,652

2,854

2,938

5,792

Workforce
It is recognised that providing financial investment is only half the story, the larger challenges are
the redeployment and training of existing workforce and recruitment of new work force and
deployment of our existing workforce in the most effective way. The case describes our
approach to move to a system workforce approach with shared roles, creative opportunities for
some roles, development, career progression together with investment into developing our own
workforce through training and education programmes. Workforce will be the rate limiting step to
implementation of this programme.
Procurement Options
Currently providers are all delivering different aspects of care for patients and residents. Each
organisation has its own contract, service specification and KPIs to achieve. These are
commissioned either by borough (through SEL CCG), or local authorities. It is imperative that
Providers and each local authority take ownership of the co-designed detailed models in order
for it to achieve its desired patient and resident benefit outcomes.
We recommend option 2 – Partnership model to continue to develop opportunity for key
stakeholder organisations to develop a joint, integrated partnership proposal detailing how they
would work from a borough level up as well as together as a whole system. This will build on the
relationships, commitment, participation and willingness of our key local stakeholders across our
system.
Recommendations
The Bexley Borough Based Board, Greenwich Borough Based Board, Oxleas Trust Programme
Executive and Strategic Executives, and the Queen Elizabeth Hospital Divisional Medicine
Board recommend the following:
•
•

•
•
•
•

Scheme
category /
programme
area
Project Lead
SRO /
Executive
Lead

Home First is a significant priority for Bexley and Greenwich in the interests of our
residents.
Additional resources into Bexley and Greenwich systems to enable the further
development of the Home First approach in both boroughs, Accelerator programme
(Ageing Well) and;
o Reinvest resources from Lewisham and Greenwich Trust
o Reinvest resources from Oxleas
Repurpose Eltham and consolidate a new model of Intermediate Care.
Take a procurement option of partnership approach.
Undertake further detailed programme once the envelope of funding is agreed.
Progress to be governed through the Home First Project boards in each borough, Adult
Community Services programme board and Transformation Programme Executive in
Oxleas, and the Queen Elizabeth Divisional Board.

Home First, Urgent Community Response & Intermediate Care
Jayne Mason
Robert Shaw

Clinical Leads
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Operational Leads
Project start
date

August 2020
•
•
•
•

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

Is this a QIPP
and CIP
j t?

•
•
•
•

Yes

Impact start date

Improve resident experience
and outcomes
Reduce LAS conveyances
Reduce ED attendances
Reduce acute admissions
and readmissions
Reduce LOS in acute beds
Increase step up admissions
into community beds
Increase activity in Home
First pathways
Increase proportion of people
dying in usual place of
residence

LGT - Kelly Lewis-Towler
Oxleas - Iain Dimond
LBB - Yolanda Dennehy
RBG - Devora Wolfson
October 2020 (Pilot as part of
winter 2020/2021 & Covid)

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

No

Is there a related
CQUIN?

No
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Foreword
The health and social care needs of the population of Bexley and Greenwich are changing. People
are living longer with increasing long-term conditions, additionally the death rate is set to rise, as our
aging population reaches end of life. These ongoing needs are putting a significant strain on our
services and the sustainability of our health and care system.
Given these pressures, we need to think differently about how we provide services closer to home
and in particular for adults with high clinical needs (such as multiple long-term conditions, and/or
significant frailty), who are at risk of unnecessary or inappropriate admission to acute hospitals.
The unprecedented experience of managing the demand of the recent pandemic accelerated our
desire to work more closely as a system and demonstrated the possibilities available to us by
considering options through a different lens.
The recent months have focused our health and social care system towards a common purpose –
coming together to overcome coronavirus, ensuring capacity to help those who have been affected
and minimising the impact on the health and well-being of the overall population. As the health and
care system moves forward and the focus shifts to re-establishing services and supporting the
ongoing health and well-being of people; we are determined to continue to work together to develop
local services.
The model of care we have developed aims to meet the needs of the local population and deliver the
right care in the right setting. This is consistent with the NHS Long Term Plan and The Care Act. We
believe the range of services within our communities, including community hospitals and the hospice,
can make a significant contribution to the development of new local care models that will lead to
better outcomes for patients and provide more sustainable services.
This business case explains why changes are necessary, and what changes we are proposing. In
developing these plans we have engaged with our public, stakeholders and partners in an open
minded, constructive and transparent fashion to ensure that all concerns and feedback are
considered and addressed. Our programme of work has been clinically led from the outset with
clinical representation from all local provider organisations.
‘Home first’ challenges our old way of doing things. We are extremely proud that NHS, local council
staff, provider and voluntary organisations have come together to develop this new model of care that
will help more of our local population receive care within their own home.
Stuart Rowbotham – Bexley Place Based Director and Director of Adult Social Care (Bexley)
Neil Kennet-Brown – Greenwich Place Based Director
Sarah McClinton – Director of Adult Social Care (Greenwich)
Matthew Trainer – Chief Executive Officer Oxleas
Ben Travis – Chief Executive Officer Lewisham and Greenwich Trust
Kate Heaps – Chief Executive Officer Bexley and Greenwich Hospice
Robert Shaw – Director of Systems Development
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1. Our Residents Experiences
Bexley Resident
Mr B was admitted to hospital with urinary issues, he was diagnosed with delirium on admission, on a background of dementia. He
usually lived with his wife in a house, able to mobilise independently, using furniture to support and could attend to own personal care,
his wife completed domestic tasks. Due to delirium, he was initially very agitated on the ward confused, requiring close supervision in a
cohort bay due to agitation and falls risk. He was referred to the mental health liaison team to support with management of his delirium.
Mr B’s delirium did improve, and he became less agitated and cognition improved (although he remained delirious), he required AO1
with all ADLs and mobility/transfers, but the MDT continued to recommend a dementia nursing home placement as they had concerns
that his wife would not be able to support him at home. Concerns appeared to centre around his wife ability to manage his confusion.
Liaison between senior social worker, patient flow manager and mental health team who, based on evidence of recent presentation and
discussions with patient’s wife all felt that he should be trialled at home with a POC, mental health input and therapy at home. His wife
was very keen to try and support him to remain at home, despite concerns expressed by ward team.
MDT agreed to trial, and he was set up at home in a microenvironment, low bed and crash mats due to concerns around him attempting
to stand overnight and falling and a QDS POC. He was seen by OT and the mental health team on discharge. They were able to work
him and his wife to signpost and ensure she was supported to manage his needs at home. His cognition significantly improved on
discharge and he settled well back at home, but he was reluctant to get out of bed.
Mr B unfortunately was readmitted to hospital due to a blocked catheter, on admission he was assessed by therapies who felt he was
now at a point where he was appropriate for Meadowview, where he was transferred for physical rehab. He was reviewed by the home
first mental health team on discharge from Meadowview and was described as “a new man”, dressed and sitting out in the lounge with
his wife, engaging well in conversation.
Without the multidisciplinary home first approach, Mr B would likely have been discharged to a dementia nursing home placement. This
was not only against his wife’s wishes, but the unfamiliar environment would also not have been as conducive in his cognitive recovery,
which in turn resulted in him being able to engage in physical rehab and show such great improvements, enabling him to remain at home
with his wife.
Greenwich resident
Mr T was a resident who had been allocated to the HIDT team following a stint in hospital. He had a history of refusing recommended
care support, often resulting in delays to his discharge. At the point of coming to the HIDT team, he had already declined therapy input,
and was at increased risk of needing more homecare as a result, which would have delayed his discharge out of hospital. When the
case was allocated to the HIDT team, they were focused on getting Mr T home as safely as possible without any delays to his discharge.
The case was brought to a Group Review the next day, where in a session hosted by Harriet, the ATM, the group recommended that a
referral to Reablement would be the quickest and best outcome for the individual. By taking a strengths-based approach, they
recognized that Mr T had a lot of potential to live more independently than before. In addition, to support him to live more independently
at home, the team put in day support to ensure that he would feel comfortable returning home. As a result, Mr T was referred to
Reablement, with the service starting the very next day, supporting him to live more independently. Day support was put alongside the
Reablement service to ensure he was getting the right care and would feel happy returning home.
End of Life
Mrs A was admitted to hospital after being found on the floor by her carers following a fall. She was found to have a right scapula
fracture (for conservative management). She was diagnosed with delirium whilst in hospital and had a background of dementia. She
usually had a QDS POC but was able to mobilise independently, she lived alone, but her son stayed with her 5 days/week.
She was seen by OT and PT while in hospital, who felt that despite cognitive impairment she would benefit from ICB @ MVU. On
admission to MVU she was very unsettled, calling out throughout day and night, she was very distressed and anxious in the unfamiliar
environment. She was reluctant to transfer out of bed (although she could do so with Ao2). She required 1:1 care to maintain her safety
due to anxiety, requiring constant reassurance. Mrs A did not settle after 1/52 and was not engaging with rehab.
Discussion with MVU MDT, ASC and Patient Flow Manager, decision made to discharge her back home, to a familiar environment, with
enhanced care (+QDS for personal care/transfers) and home first mental health input at home as it was felt she may settle better in a
familiar environment.
On discharge home, Mrs A was seen by the mental health team, OT and SW to provide a comprehensive holistic MDT assessment and
support her. The mental health team were able to provide support to her and her son, who was very keen to support remain at home, as
had always been her wish, and also the carers. Unfortunately, she because unwell and following a GP review, she was referred to fast
track and palliative care.
Despite the sad outcome for Mrs A, it is the home first approach and joint working that really benefited her and her son and allowed her
to remain at home for end-of-life care, which had been her wish. Without this pathway available she would have been likely to have been
discharged to a care home from MVU and potentially readmitted to hospital, rather than received the care and support she and her son
very much wanted at home.
Mrs A’s son was very appreciative of all the help and support he and his mother received.
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2. Introduction: Background and Case for Change
2.1 Background and purpose of this strategic commissioning implementation proposal
A common challenge for health and care systems is to assure sustainability and use their limited resources more
effectively to meet a demand with seemingly unlimited scope for increase. Ageing populations, increasing death
rates, rising expectations, as well as advances in life and engineering sciences increase demand for more and
better health services.
Within the NHS, the last few years has seen unprecedented demands on the service due to an ageing population
with multiple co-morbidities and complex social problems. With 11 million people over 65 years, four million
people with a long-term illness and more than 500,000 deaths a year in the UK, many people require regular
healthcare in both acute and community settings. Increasing demand must be met by employing limited resources
wisely.
Pressure on hospital beds means there is a need to ensure this resource is used only by those most in need of
acute clinical care. One of the solutions to reduce hospital bed use is a ‘hospital in the home’ model that allows
people to stay at or return home and receive short-term treatment in a familiar environment.
Hospital in the Home (HitH) was first described in 1958, when it was proposed that some of the clinical
interventions performed in hospital could be undertaken within a person’s home. This is the foundation of our
Home First programme of work.
2.2 The Impact of the Coronavirus Pandemic on our local services
The coronavirus pandemic has fundamentally changed the way we live our lives, with resulting impact on how
we deliver health and social care services in this context. The demands of the pandemic have focused our health
and social care system towards a common purpose – coming together to overcome coronavirus, ensuring
capacity to help those who have been affected, providing proactive support to the most isolated and vulnerable
and minimising the impact on the health and well-being of the overall population.
Never have we been forced to change our working patterns so radically in such a short period of time. Locally,
there have been some excellent examples of teamwork, innovation, excellence in practice and leadership.
We have staffed services within a matter of days; services have been run virtually using digital technology; there
has been a rapid upskilling of staff at scale; clinicians have adapted their roles in order to help where the demand
was greatest; students and volunteers have been deployed into support roles; and people have stepped up to
show their leadership qualities.
Together as a system we have reflected on how we were able to work with such agility to respond to the demands
of the local population; and how we can maintain this way of working as we move forward with our future plans.
We recognise that key to this was the need for radical disruption that gave permission and freedom to be
innovative. Changes that moved us out of our comfort zone and enabled rapidly new ways of doing things were
supported by clarity of purpose and decision making.
As the health and care system moves forward and the focus shifts to re-establishing services and supporting the
on-going health and well-being of people; we are determined to continue to work together to develop local
services.
2.3 Intermediate Bedded Care facilities
Across Bexley and Greenwich we have two intermediate care bedded facilities of 40 beds each, although they
are currently commissioned to provide 30 beds each;
• Eltham Community Hospital 40 bedded facility (Commissioned for 30 with ability to extend to 40) on
its own site in Eltham. The building is a lift scheme with service run by Oxleas Trust.
Inpatient rehabilitation – for medically optimised patients with rehabilitation potential in situations where
this cannot be safely delivered in their own homes. The patients in this category are typically stepped
down from the local acute Trusts following an acute illness a subsequent rehabilitation requirement.
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Intermediate medical and nursing care for patients who are clinically stable but require further
assessment, investigation and treatment in situations where this cannot be safely delivered in their own
homes. The patients in the category include those who are assessed in their homes by community teams
and require this level or care and not the higher level provided by local acute Trusts.
ECB is a nurse and therapy led unit with medical input from the local acute hospital, with general
practitioner cover out of hours. The team comprises of nurses, physiotherapists and occupational
therapists. Care co-ordinators and other community staff visit as required.
In December 2018, work was undertaken with partners to merge the intermediate care criteria, referral
pathway and escalation criteria for the beds at ECH and those for Meadowview, a 30-bedded ward
based at St Mary’s Hospital Sidcup. Meadowview is a rehabilitation unit commissioned by SEL CCG
(previously Bexley CCG) and run through Bexleycare (A joint London Borough of Bexley and Oxleas
programme).
In May 2019 additional case of staff was commissioned to increase the ability to care for patient
requiring double handed care to 12 patients in Eltham, reflecting increased complexity.

•

In October 2020 proposals were made to;
o Increase the patient cohorts that would use Eltham, including Orthopaedic step down, IV
antibiotics, jointly agreed therapy patients and step-up admission avoidance from Home First.
o Have flexible criteria to take Care Home patients where their home is locked down due to an
outbreak.
Meadowview 40 bedded facility (Commissioned for 30 capacity can be increased to 40 beds however
this reduces therapeutic areas and ability to enable patients to eat together and undertake more groupbased activities of daily living. On the Queen Mary Sidcup site. The building is owned by and service
run by Oxleas Trust.
Each bay area used consists of 5 beds and there are 10 side rooms. Unit has access to a gym and
therapeutic Activity of Daily Living areas as well as communal dayroom/dining areas. Piped oxygen is
available in situ
Meadowview aims to maintain 25 beds for “step down” from acute hospital setting and 5 for “step up”
from the community. Rapid Response team are the access point for the community referral pathway into
MVU.
MVU has access to medical cover Monday – Friday 9am-5pm-Consultant Geriatrician and Junior Doctor
The team provides, nursing and therapy rehabilitation to maximise patient’s functional independence,
health, social care needs and wellbeing. All patients have a robust personalised plan of care set upon
admission to the units, including estimated discharge date (EDD) and comprehensive discharge plan to
enable a safe and timely discharge home from unit

•

Discharge To Assess
o Greenwich – Langton Way 10 independent flats. This was recently expanded to include covid
positive patients and increased packages of care.
o Bexley – Smyth lodge slow stream beds (5+5) through non recurrent funding plus block D2A
beds arrangement through care home and brokerage.

•

Specialist Palliative Care beds (commissioned for 13 with ability to extend to 18) at Greenwich &
Bexley Community Hospice. Commissioned by Bexley and Greenwich.
The service is able to admit patients who are terminally ill from home or hospital for complex symptom
management, complex psychological and social care and end of life care (last days of life). The
Hospice has the ability to manage a range of interventions including IV antibiotics and IV infusions,
blood transfusions, NIV.
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2.4 Sharing responsibility, risks and skills across partners leads to innovative and creative solutions
that deliver safe, effective care and support
People too often receive fragmented care. This can have a negative impact on their experiences, lead to poorer
outcomes, and create duplication and inefficiency within the system. Better integrating services within the NHS
and across health and social care has the potential to improve people’s outcomes and experiences of care,
particularly for those in contact with different services, including growing numbers of older adults and people
living with multiple long-term conditions.
Integration has been an objective of national policy for more than three decades, but progress towards
delivering these ambitions has been slow. Most patients and service users are not yet feeling the benefits
despite more than three decades of ambition and countless policy initiatives. Despite the rhetoric around
integration, this has not been followed through by implementing ways of planning, paying for and regulating
services to support organisations to work together, and for staff to seamlessly work across between
organisational boundaries.
It is incredibly challenging to take a great idea for an innovation or service improvement through to a tangible
product or sustainable model that can be delivered and deployed in order to benefit patients and NHS staff,
without negatively impacting on other areas of our health and care system. Through our Home First programme
we have focused on providing the infrastructure, connections and shared learning needed to enable
implementation of change at scale and pace.
2.5 Case for Change
2.5.1 Introduction
Great progress has been made locally by partner organisations for example with implementation of the Discharge
to Assess (D2A) model, the Bexley Care Partnership and locally with the hospital@home model led by Darent
Valley Hospital.
We recognise the benefit of coming together as a system to address the demands of the pandemic and agreed
to continue working in this way to further develop our plans.
Through winter 2020 the system has worked together to identify funding opportunities that could be used to test
elements of our model. This reallocation will be pivotal to the success of the programme.
The purpose of this strategic commissioning implementation proposal is to seek investment to enhance our
Home First pathways in line with the recommendations of Principle 5 of the “where best next” campaign to
encourage a supported Home First approach.
‘Home first’ allows our local system to use resources more effectively by providing the support our local
population actually need at home, rather than trying to fit them into existing standard packages and procedures.
We have made a solid start and been able to demonstrate positive outcomes; community rapid response teams
are providing crisis response within two hours leading to avoided admissions, and our focus on discharge
pathways has resulted in a reduction in long length of stay. Recurrent funding for our pilot test and learn
schemes will allow the Home First ambitions to be fully embedded and deliver maximum impact.
Similar schemes elsewhere in the country are already operating with great success, leading to speedier
recovery times for patients, or where relevant increases in the proportion of DIUPR, and greater levels of
satisfaction.
The benefits of a fully mature, integrated system that has the right capacity in the right place are well
recognised and we believe our model of delivery will help us to achieve our aims at outlined below:
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2.5.2 Aims
We have five specific aims:
• Improved Health and social care Outcomes – Enable people to access a high level of care in their own
homes instead of being admitted unnecessarily to hospital;
• Avoid unnecessary admissions - Identify people at risk of a hospital admission or readmission and
provide care that prevents their condition from worsening.
• Provide multi-disciplinary wrap around support to care homes
• Reduce Length of Stay - Allow for advanced discharge from hospital so that people can recuperate in
the comfort of their home while receiving high quality care
• Preferred Place of Care and Death - Give people the opportunity to die in their usual place of
residence, or where this is not possible, an environment which is appropriate to good end of life care.
Each of these is explored in a little more detail below:
•

Improved Health and Social Care Outcomes – Enable people to access a high level of care in their
own homes instead of being admitted unnecessarily to hospital
More people will be able to live at home for longer if services are designed with home as the default.
Every day in hospital is a precious day away from home. We want to embed a ‘home first’ mindset
across our health and social care systems and do everything we can so our local population,
particularly older people, can enjoy their lives in their own home environments
Unnecessarily prolonged stays in hospital are bad for patients. This is due to the risk of unnecessary
waiting, sleep deprivation, loss of independence and social contact with normal support structures,
increased risk of falls and fracture, prolonging episodes of acute confusion (delirium) and, particularly
pertinent at this time, catching healthcare associated infections.
All can cause an avoidable loss of muscle strength leading to greater physical dependency (commonly
referred to as deconditioning).
Hospital-related functional decline in older patients and the subsequent harm has negative
consequences for many patients, and is something we wish to address through this work. Recent
studies have revealed associations between prolonged hospital stay and cognitive impairment,
functional dependence, mobility difficulties and higher comorbidity burden.
• A stay in hospital over 10 days leads to 10 years of muscle ageing for some people who are
most at risk
• 35% of 70-year-old patients experience functional decline during hospital admission in
comparison with their pre-illness baseline; for people over 90 this increases to 65%.
• Extensive use of audit tools has shown 20% to 25% of admissions and 50% of bed days do
not require an ‘acute’ hospital bed as these patients’ medical needs could be met at a more
appropriate, usually lower, level of care.
• 39% of people delayed in hospital could have been discharged using different, usually lower
dependency, pathways and services more suited to meeting their assessed needs.
When people are surrounded by their own family, friends and able to maintain their own routine, they
are more likely to remain independent, using less services and maintaining their normal connections
and resources which have supported them for years.

•

Admission Avoidance - Improve system flow by enabling patients to access urgent care at the time
they need it
Rates of elective and emergency admissions per month for 2019/20 and YTD 20/21 for Bexley and
Greenwich residents to all acute Trusts
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The quality impact on the patient experience and outcomes is outlined above however as well as the individual
benefits, the benefits of preventing an unnecessary hospital attendance and potential admission are essential
to maintaining flow through the system.
Congested hospitals struggle to deliver best care. They are too full to treat 95% of A&E patients within four
hours and to provide the kind of patient and staff experience that they should.
Enhancing our out of hospital rapid response services are a key part of our Home First plans. Our expert rapid
response teams will be on hand within two hours to help support people to remain at home and avoid hospital
admissions.
As part of a £14 million national NHS programme, south east London has been selected as one of seven areas
in the country to deliver the Rapid NHS Response Accelerator programme – and the first in London – to deliver
this new standard of care across all six boroughs (Bexley, Bromley, Greenwich, Lambeth, Lewisham,
Southwark) by October 2021.
The teams will give those who need it fast access to a range of qualified professionals who can address both
their health and social care needs, including physiotherapy and occupational therapy, medication prescribing
and reviews, and help with staying well-fed and -hydrated.
The urgent care response programme, which represents the first standard of its type for community services in
the country, seeks to:
•

Provide an assessment in a patient’s home if they are in a crisis, within two hours of referral by a GP or
other health or social care worker.

•

Provide an intermediate care response to a patient within two days of referral (offered for up to six
weeks to support people to be discharged from hospital, or to help avoid them needing to be admitted
to hospital in the first place).

•

Improve care for people with complex needs in the community, including primary care

•

Support the NHS’ Long Term Plan to support England’s ageing population and those with complex
needs.

In 2018 Greenwich & Bexley Community Hospice ran a pilot project ‘the immediate home support service’ in
Bexley providing day time 2 hour response to patients facing end of life. In a 9 month period the service saw
99 patients and only 2 patients were admitted to hospital.
The system impact of reducing the number of hospital attendances and associated admissions means that
patients who do need to access our A&E services will have a more positive experience with reduced waiting
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and crowding, staff will benefit from an improved working environment, ambulance services will have fewer
conveyances to hospital meaning they are freed up to focus on patients who do require conveyance, patients
who do require admission are more likely to be treated in the right bed by clinical teams with the right skills.
The wider benefits of this responsive provision means that fewer ambulances will be called to convey people to
hospital, ED departments will benefit from fewer unnecessary attendances enabling them to focus on delivering
care to those who need to be in ED, reduced attendances at ED will result in fewer admissions meaning clinical
teams will be able to better manage flow through their hospital, more time for discharge planning and
communication with onward care providers such as intermediate care provision, hospice services, care homes,
and domiciliary care agencies.
In both Bexley and Greenwich our Rapid Response teams (Rapid, JET and GBCH RRS) are well regarded and
effective in supporting admission avoidance. Our plans intend to enhance further the resources within these
teams, to enable increased number of people to benefit from their care. This includes optimising connections
with all parts of our local health and care system through a communications campaign.
Reduced Length of Stay - People’s length of stay in a hospital bed decreases.

•

The recent pandemic has resulted in a reduced picture of LLOS in our local Trust following close
system working to develop appropriate pathways, we now need to work to ensure this current picture
continues to improve: One in three patients sat in a hospital bed today, are medically fit to leave the
ward. Studies indicate on average, patients who are medically fit to leave hospital could be back home
three days earlier. Evidence suggests this should reduce deconditioning and improve outcomes
significantly since 10 days in hospital (acute or community) leads to the equivalent of 10 years ageing
in the muscles of people over 80.
Nearly 350,000 patients currently spend over three weeks in an acute hospital each year. Many of
these are older people with reduced functional ability (frailty) and/or cognitive impairment (delirium or
dementia). Long-stay patients account for about 8% of overnight admissions, have an average length
of stay (LoS) of about 40 days. Around one-fifth of beds are occupied by patients who have already
been in hospital for three weeks.
It is estimated that approximately one third of people in hospital today will be dead within twelve
months, getting these people home earlier, linked into appropriate palliative and community services
buys them precious time with family and friends and gives them more opportunity to plan, tie up
unfinished business and do the things that they wish to do before they die.
QEH Patients Average Length of Stay by week
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QEH Patients with LOS over 21 days

Tackling long stays in hospital will reduce risks of patient harm, disability and unwarranted cost,
particularly for those who are intrinsically vulnerable because they have mild or moderate frailty and/or
cognitive disorder, and for whom a different, more positive outcome can be achieved if the right steps
are taken very early in their admission. Moving dying people home promptly often enables their
discharge, where unnecessary delay can mean them missing a small window of opportunity when they
are well-enough to move.
As well as being better for the individuals involved, it’s more cost-effective for the NHS than providing
care in hospital, and also means beds can be made available more quickly for patients who need them.
Our Home First pathways will work closely with the discharging teams within hospitals to enable earlier
supported discharge wherever this is appropriate. A particular element that supports our reablement
teams to deliver care within the home is the addition of medical colleagues to our Home First teams –
both GPs and Consultants.
Discharge pathways have been reviewed and streamlined wherever possible, and relationships
developed to improve system wide unblocking of any delays. This has been particularly significant for
the pathways into our Intermediate Care Beds (Eltham Community Hospital and Meadowview Ward).
There has also been a focus on our palliative care pathways to ensure that where appropriate people
approaching end of life are able to access the most appropriate care from community staff and our
specialist teams at the Greenwich & Bexley Community Hospice – either into specialist hospice beds,
or via community palliative care teams delivering care in the person’s own home/ care home.
•

End of Life - Death in Usual place of Residence
Desired place of death (National Survey of Bereaved People (VOICES) 2015)

Care for people approaching the end of their lives is a critical community based pathway. Good end of
life care involves the patient and their family having the time, information, support and opportunity they
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need to be able to plan and to express their wishes for their future care, to enable them to live and die in
the place of their choosing, supported by people who are confident and skilled in end of life care with
dignity and respect. Care can be received at home, or in care homes, hospices or hospitals, depending
on needs and preferences.
Whilst there are many outcome measures related to the end of life, one of the most high profile and
important is achieving death in usual place of residence (DiUPR). Recent national research shows that
approximately 80% of people wish to die in their own home (National Survey of Bereaved People
(VOICES), 2015).
Recent records show us that 71% of people in Greenwich wish to die in their own home or care home.
In Greenwich, only 24% achieve this, with around 55% of all deaths of Greenwich residents occurring in
hospital (Royal Borough Greenwich Public Health team, 2018).
In 2016, data on place of death for Bexley shows that 53% of registered deaths occurred in hospital, 23%
occurred at home, 14% in a care home and 8% in a hospice. Although over half of all
registered deaths in Bexley occurred in hospital, this has fallen from 64.8% in 2004 to 53.3% in 2016.
Of the 3873 people who died between Jan 1st 2020 and 8th November 2020 in Greenwich and Bexley,
3379 did not have COVID documented as their cause of death. Of these patients 50% died in hospital
and 50% died in a care home, hospice or at home. 41% of all patients who died were known to the
Hospice ranging from 20% at the end of March 2020 to 66% at the beginning of August. Where patients
are known to the Hospice, the proportion of people dying outside of hospital is 63%.
The Hospice’s hospital based EoL Discharge Coordinator which was deleted in 2016 due to funding cuts
was previously well evaluated, reducing length of stay in hospital and contributing to a reduction in
hospital deaths of 13%.
Most people prefer to die at home; however, the majority die in an acute hospital. This is an area where
strengthened pathways into community services will support more people to die in their place of choice.
Our Home First ambitions include the intention to support more people requiring palliative care to receive
this within their own home, thus avoiding the need for attendance and admission to an acute hospital, or
allowing earlier discharge following a hospital stay.
Whilst there is a significant programme of work focusing purely on End-of-Life care, the Home First
ambitions will benefit those residents with more rapid access to community support and smoother
discharge pathways to enable them to receive care from community services in their own home and
therefore will enable more people to achieve their preferred place of death.
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2.4.3 Intermediate Care Beds
As we deploy Home First for our population and patients the need for both the number of intermediate care
beds and type of bedded capacity will change. Based upon the Home first model, and reflections of the current
pilot it is clear that the level of acuity and co-morbidities of the patients that require bedded intermediate or
hospice care have increased in complexity, which have been further exacerbated by the Covid19 pandemic.
Historically we can see demand for beds has remained at between 80 and 100% bed occupancy and during
winter as a system both units have been able to flex their criteria and without increasing bed occupancy.
Our staff skill mix will be adapted to reflect the change in complexity of the patients that need Intermediate Care
Beds. This will involve increased medical input as well as nursing and therapy support. Generally the number of
patients requiring two members of staff to provide personal care and rehabilitation has nearly doubled form the
same time last year (August to November).
Eltham
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3. Options Considered and Recommended Option
3.1 Introduction
This section of the case sets out the options for:
•
•
•

Home First phased model as part of the Urgent Community Response
What intermediate care will be in the future both service and number of beds
How to utilise the released bedded capacity

It is important that these are all considered together as it reflects the continuum of care based upon need for
patients and residents
Given the Covid19 pandemic this year we have seen significant levels of changes in patient flows and
reallocating our resources in different ways. This makes the analysis and comparison of data for this year
significantly different from previous years. We have therefore taken a longer time frame to make sure we
understand pre Covid as well as current times when looking into the future.
3.2 Home First phased model options
•

Option 1 – Do nothing

There is consensus across system partners that if we do not redesign and transform services to improve
quality, using the available resource across our partner organisations as efficiently as possible, our
population will experience poorer outcomes as a direct result.
There are a number of future pressures that threaten to overwhelm the NHS. The population is ageing and
we are seeing a significant increase in the number of people with long-term conditions - for example, heart
disease, diabetes, hypertension as well as an increase in deaths
The resulting increase in demand combined with rising costs threatens the financial stability and sustainability
of the NHS. Preserving the values that underpin a universal health service, free at the point of use, will mean
fundamental changes to how we deliver and use health and care services.
This is not about unnecessary structural change; it is about finding ways of doing things differently:
harnessing technology to fundamentally improve productivity; putting people in charge of their own health
and care; developing staff and introducing new roles integrating more heath and care services; and much
more besides.
For these reasons, our joint approach cannot be developed by any organisation standing alone and we are
committed to working collectively to improve services.
Financially and from a workforce perspective the current and future pressures in demand cannot be sustained
and therefore doing nothing is not supported.
•

Option 2 - The proposed model has been based on our understanding of the preferences of local
people, from our experience locally, and of best clinical practice nationally and internationally,
including alignment with our plans to address strategic priorities.

Our proposed model delivers an enhanced community based alternative to prolonged hospital stays where
this is clinically safe. This approach builds on the current existing arrangements, in particular the system
approach in Bexley with the Bexley Care Partnership.
The planned service is a relatively complex model, encompassing admission avoidance, smooth discharge
and out of hospital provision. Elements of our plan have been tested through winter 2020, during the second
wave of the pandemic, and previously to ensure the most effective options are included. We have also taken
learning and feedback from both Guys and St Thomas, and Croydon.
Prevention and identification of those at risk of admission to hospital or escalation to higher acuity needs is
the foundation of our Home First model. Self-management is encouraged, and various packages of support
are available to promote healthy lifestyle choices and encourage independent living eg through falls
programmes.
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At the point of a more urgent need people are seen at home within 2 hours of a referral and receive an
assessment by a Home First Team, made up of GPs, community nurses, therapists and social care
professionals with clinical leadership from a Consultant. Every patient has a personal care plan and this
may include therapy, goals, support for carers, any equipment they may need and self-help advice.
These teams are currently able to refer into Intermediate Care Beds, however having GPs in the team
mean greater awareness of ICB as an option for step up care and will enable us to maximise this capability
within the system.
Admissions to acute hospital or hospice bed may still be required to stabilise and treat complicated conditions.
However, further recuperation and rehabilitation should be provided in their own home or local surroundings
that are familiar to them and allow easy access for their family and carers. This is especially relevant for
people with palliative care needs, whose preferred place of death is often their home setting, but who are
often admitted to acute hospitals in the last days of life.
3.2.1 Urgent Community Response
The aim of the Urgent Community Response (UCR) pathway is to keep vulnerable people at home, prevent
avoidable admissions to hospital and facilitate early discharge. UCR pathway aims to improve the quality
and capacity of care for people through delivery of very urgent (two hour) crisis response and/or urgent
(two day) care response. Ultimately, the service will be delivered following changes in an individual's
circumstances or health and provide a person-centred approach to restore independence and confidence,
enable recovery and prevent a decline in ability. This will enable people to stay or return to their usual place
of residence’. (NHSE Ageing Well team, Jan 2020).
The UCR is not for Patients with:
• A medical condition that only can be managed safely in hospital.
• Intractable social crises that make it unsafe for patient to remain at home.
• Acute substance misuse leading to inability to assess.
Who can refer into the service?
• Any primary care and community-based health or social care professional; hospital staff; 111;
LAS/999; Care homes; A&E (SDEC).
• Patients and families can self-refer via 111.
Essential elements of service offer:
The essential elements defined below will be delivered via the accelerator programme by October
2021:
• Health and care support for up to 5 days
• @Home medical interventions
• Rapid access to OT, Physio, SALT, medical interventions, equipment
• Same day community nurse care
• 24/7 catheter care
The diagrams below summarise the Urgent Community Response core offer.
Please note: national guidance states that the crisis assessment service within the UCR pathway
should be available 24/7. We have agreed with NHSE that we will offer crisis assessment services 8.00
– 22.00 in the first instance, while we determine how to offer this service overnight most effectively.
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Image 1: Urgent Community Response

3.2.2 The Care of Vulnerable Patients Pathway
This pathway focuses on the “rising risk population” of patients with multiple long-term conditions and/or
frailty, who may have underlying risk factors such as social isolation or poor housing.
Nationally, around 15% of people over the age of 65 are likely to be identified by the Electronic Frailty Index
as living with either severe (3%) or moderate (12%) frailty. For a PCN covering a population of 30,000, this
equates to approximately 165 people. For a PCN covering a population of 50,000, the figure rises to 275.
The pathway aims to improve the lives of patients and carers by enabling them to:
• Stay healthier for longer, with maintained or improved functioning
• Enjoy a quality of life
• Develop skills to self-manage their care
• Sustain the best possible level of independence
• Reduce unplanned access to health care from their GP or other health service
• Receive urgent primary and community care as quickly as possible to reduce unplanned admissions
The goals of the pathway are delivered through a jointly agreed a care plan. This pathway can only be
delivered through primary care, social care and community services working to an agreed set of criteria and
processes.
Image 2: Vulnerable Patients pathways
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Image 3: Bexley and Greenwich Home First Pathways - this diagram is the core offer that community
providers and commissioners across SEL have agreed is what we are working towards.
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Image 3: Royal Borough of Greenwich Pathways

Image 4: Home First Clinical Model
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As the Home First model matures, more patients will be able to be supported at home with a shift away from bedbased care to a multi-disciplinary approach to support acute care in the home and rehabilitation, reablement and
End of life care in the most appropriate place for patients at an individual level.
Our modelling, which is explained in more detail later in the document, indicates that we can expect to ultimately
deliver our proposed model of care with a reduced bed base, with a particular focus on our community beds. We
have taken a phased approach to the changes in our delivery and recognise that this model will not deliver
financial savings until the system has matured to deliver care to enough people within their own homes to enable
closure of beds.
We will have contingency plans in place to deal with surges in demand and have modelled our capacity to account
for longer-term demographic growth.
3.2.2 Key elements of our model:
Focus Area – Admission Avoidance
•

Prevention and Promotion of Self-Management – As we face an ageing population, so the
number of people living with more than one long-term condition will rise. Currently, 44% of
people over 75 now live with more than one long-term condition, and around 10% of people
over 65 are living with frailty, a distinctive health state related to the ageing process (Royal
College of General Practitioners and British Geriatrics Society, 2016).
Both Bexley and Greenwich have implemented Falls and Frailty programmes (slightly
different names) that support earlier identification of those experiencing moderate frailty and
providing health and care input to maximise health and wellbeing. This strategic commissioning
implementation proposal includes a request for funding on a recurrent basis to extend these
schemes.
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•

Enhanced Health in Care Homes (EHCH) - The NHS Plan promises to 'upgrade NHS support
to all care home residents who would benefit by 2023/24, with the EHCH model rolled out
across the whole country.' Older people living in care homes have not always been able to
expect equal access to NHS services, despite the fact that care home residents are among the
most likely to be living with complex health needs. The EHCH programme was developed as
part of the NHS Five Year Forward View to pilot new approaches to providing wrap around
services for residents.

•

These include:
o named general practice support
o timely access to emergency out of hours support
o access to regular clinical pharmacist-led medicine reviews
o support for care homes to share information relevant to residents' care.
o Evidence from the six EHCH 'Vanguards' suggests that this model can reduce A&E
attendance and emergency admissions from care homes by around 25%.

•

Both Bexley and Greenwich have programmes of work in place to achieve these targets for
care home residents. These are closely entwined with our Home First Programme and all
home first pathways are also available to Care Home residents.

•

Included within this business case is the specific recurrent funding arrangements for an End of
Life Care Home Nurse and subscription to the ECHO Care Homes programme for SE London
to provide clinical support and education with an expected outcome of a more resilient and
confident care home workforce, a reduction in hospital admissions at the end of life and an
increase in anticipatory care planning for care home residents.

•

Expansion of Rapid Response through Accelerator bid – The NHS Plan anticipates that more
than NHS community and intermediate health care packages will help free up over one million
hospital bed days. Too often, older people find themselves admitted to hospital during a crisis,
or stranded in hospital longer than needed, simply due to a shortage of services in the
community that could support them at home. SEL CCG was one of seven accelerator sites to
benefit from investment in 20/21 to implement the 2-hour rapid response initiative. Bexley
borough received £600,000 and Greenwich borough received £400,000. The roll out of this
initiative was delayed as a result of the Coronavirus pandemic but the standard began to be
achieved in Q2 20/21. This strategic commissioning implementation proposal requests
continuation of funding on a recurrent basis to enable this provision to be permanently
delivered.

•

In a recent evaluation Bexley were receiving 1680 referrals for crisis assessment and
Greenwich received 1920 per annum through existing rapid response teams. Bexley met the 2
hour response standard for 52% of cases, and Greenwich in 24% of cases. Non-recurrent
funding through the Accelerator programme has supported this progress.

•

A goal is to increase capacity within the Home First pathways to achieve 95% within 2 years.
Further resource and work is required to achieve the national standard by October 2021.

•

Provision of Immediate Home Support Service for people at End of Life – based on a pilot in
2018 we anticipate reaching another 240 patients a year avoiding their unnecessary admission
to hospital, enabling a more comfortable death and supporting their carers

•

Medical support – GP sessions – As a result of additional COVID funding GP sessions were
able to be included within the Joint Emergency Team (JET) in Greenwich from April 2020 and
from October 2020 in Bexley. There were two different models of care but both involved a small
team of local GPs working with the Rapid Response teams primarily focusing on admission
avoidance with the biggest benefits being agility of responding to requests for home visits to
complete assessments, and involvement in MDT discussions.

•

Medical support - Consultant sessions were made available to the Home First pathways for
Greenwich by LGT through Winter 2020, and the Meadowview Consultant provided operational
support to the Rapid team in Bexley in order to test proof of concept. Frail older people
returning home following ED attendance or Hospital admission have high rates of re-

Page 29

Think
#Home First

153 of 199

attendance to acute hospital services and a high risk of mortality over the following year. Many
of these patients present with geriatric syndromes, which usually have a background of multiple
complex long-term conditions.
The consultant role working across the Home First pathways has supported MDT assessments
for complex people, promoted strong links with our Intermediate Care Beds – maximised the
step up pathway from community, access to diagnostics, and led the development of additional
pathways to enable early supported discharge - build confidence of acute colleagues to
discharge.
•

Dedicated Pharmacy Input into our Home First Pathways –The number of older people in
the UK and those with multiple long-term conditions is on the increase. These patients take
many medicines and are high users of health and social care resources. Within this group, frail
older people are the most vulnerable to the adverse effects of drugs (ADE) and are more likely
to be admitted in hospital for a medicine related problem (MRP).

•

Optimising use of medicines can have a high impact on patient experience, health outcomes
and costs and reducing inappropriate polypharmacy is an important component of improving
care. This element of our model includes a specialist pharmacist providing co-ordinated
support and expertise as part of the case management model, to improve patient outcomes
associated with a finely tuned medicines regime.

•

Single point of access – Improved referral pathways including interface with Ambulatory
care and NHS 111 – Discharge pathways have been reviewed and streamlined in line with the
Discharge Framework review, and area that required some clarity was our single point of
access. In order to support admission avoidance both NHS 111 and the Ambulatory Care
services are able to refer into the rapid services via the single point of access. As part of this
work we will continue to promote this pathway and will launch a significant communications
campaign that is being co-ordinated through our multi-organisational engagement group. Work
is underway across SEL to look at the 12 SDEC pathways and whether there are clear referral
routes into Urgent Community Response services. Once complete this can be included within
the programme.

•

QEH Navigator Nurse – A 4 month pilot scheme to test this element was hampered by the
Coronavirus pandemic with the recruited staff member required to follow shielding rules.
However, the system group saw the value in testing this element and reallocated resource from
the Greenwich JET team to allow this to be implemented through Winter 2020.

•

The aim is to encourage timely and appropriate referral; case finding by being visible and
working with A/E and EMU (Emergency Medical Unit) and other colleagues, attending MDT
and readmission meetings; helping to safely extend the boundaries of potential acute and
complex care in the community; reviewing processes that delay discharge home and
increasing confidence of secondary care staff in the Home First pathways.

•

ED Therapist – Allied Health Professionals play a significant role in improving the quality,
effectiveness and productivity across pathways - but in order to fully benefit from this, AHPs
need to be appropriately utilised and of course funded.

•

For the last 18 months Greenwich CCG has commissioned specific therapy support at the front
door of QEH as pilot scheme to test the arrangement. Through close working with the ED team
therapists are invited to complete assessments at the point of attendance, through working
alongside the multidisciplinary team and exploiting links with community services, they have
limited unnecessary admissions. The data collated by the therapy team demonstrates that
approximately two thirds of the patients seen have avoided an admission via the ED
department following early intervention for the therapy team.

•

All referrals are accepted and screened within 15 minutes, with a maximum response time for
treatment of two hours, to support any pending major examinations which can contraindicate
therapy intervention. There have been a consistent number of referrals to both Bexley and
Greenwich rapid response teams, they have been able to respond to patients same day or next
days as per the service guidelines.
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•

The vision is for the service to expand and integrate more closely with our rapid response
teams. The short term nature of previous funding has meant the team have relied on agency
staffing, this strategic commissioning implementation proposal requests support to enable
substantive staff to be recruited.

Focus Area – Smooth Discharge from Acute Hospital Beds
•

AgeUK Take Home and Settle Service from QEH – This service has been commissioned by
SEL CCG (Greenwich) and RBG since August 2019 to support frail elderly residents to return
home safely following ED attendance or hospital stay at QEH. The service has taken home up
to 50 people per month, settles them in at home, ensures heating is on, small food shop is
completed, and a snack prepared. The service gives confidence to discharging hospital staff
that the person will be safe to return home alone. This is now being reviewed for Bexley.

•

There is the potential to increase provision to provide an escort service for frail elderly patients
to outpatient appointments and to expand to other local Trusts.

•

Single Point of Access – Combined Health and Social Care teams working closely with
Hospital teams to facilitate timely discharges into onward destinations in line with the Discharge
Guidance

•

End of Life discharge co-ordinator at QEH – The lack of a dedicated co-ordinator to work with
hospital and community teams has been identified as a gap in the workforce. Funding has
been secured locally to introduce this role into QEH and it is anticipated that this will support
reduced hospital length of stay, reduced number of care home admissions and increased
number of home deaths.

•

Seven day care coordination to enable rapid access care packages seven days a week for
people at end of life – during the pandemic additional interim funding was provided to support
the delivery of care packages for people who meet fast track criteria for continuing health care.
The role has been found to be successful in being able to put care packages in place to enable
discharge from hospital or to prevent the need for admission to care home, hospice or hospital.
This business case includes this on a recurrent basis

Focus Area – Out of Hospital Provision
•

•

Enhanced reablement – The aim of our local reablement services is to support adults who are
recovering following hospital admissions or have experienced a recent decline in health, to
reach the maximum level of independence possible. The intervention usually lasts for a
maximum of six weeks and covers a range of areas including prompting with medication,
personal care, weekly shopping, housework and laundry. Through maximising efficiencies
increasing the staffing resource within these teams through Winter 2020 more people could be
seen, with improved outcomes.
Putting in place an outcomes-based model of homecare which has a focus on further
reablement and promoting independence for residents who still need a package after the initial
reablement period.

•

Greenwich increased capacity from 500 to 800 people per year through more effective
processes, and the additional specialist therapy resources enabled a broader complexity of
person to be managed in their own home. 70% of HID cases (discharges planned with the
support of the Hospital Integrated Discharge teams) were accepted during the monitoring
period, they received up to six weeks care and had improved such that reablement could be
reduced or removed within 19 days.

•

Early therapy intervention results in greater outcomes for people.
o Expectation people are seen within 72 hours of discharge by an Occupational
Therapist and seen by a physiotherapist within a week of the need being identified.
o Support on average 2-3 additional discharges per day.
o Able to reduce community physiotherapist waiting times and enhance physiotherapy
support into reablement.
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•

End of Life Social Worker – A dedicated palliative social worker role is already in place and
this has been expanded to meet increased demand for complex cases including housing, court
of protection, drug and alcohol problems, safeguarding. The role has been found to be
successful in being able to respond in a timely way to address very difficult challenges and to
reduce crises which may result in inappropriate ambulance conveyances and ED attendances.
Further interim funding has been identified to enable this role to be reintroduced and this
business case includes this on a recurrent basis

•

Night Respite service – Identified as a current gap in our system and a time when admissions
of frail elderly are experienced in greater numbers due to the lack of support out of hours from
other existing services. Overnight care is when a trained carer stays in the home overnight to
meet normal activities of daily living. Both Bexley and Greenwich have specific provision for
End of Life needs, but in Bexley this is in very short supply but we intend to extend this to
include general frail elderly people who might benefit from additional support, or short term
assessment, during the night and who might otherwise have experienced a night time
admission to an acute hospital.

•

Development of a delirium pathway - There are now 800,000 people living with dementia in
the UK. By 2021, the number of sufferers is projected to exceed one million and dementia is
estimated to cost the NHS, local authorities and families £23 billion a year. As the Prime
Minister’s 2012 Challenge on Dementia noted, diagnosis comes too late for many dementia
patients and they and their families don’t always get the care and support they need.

•

Management of confusion, whether permanent eg dementia related or as the result of short
term ill health causing delirium, has been identified as a gap in provision across our system.
Whilst those with more complex needs have specialist inpatient facilities available to them,
those experiencing less severe but agitated behavioural symptoms are limited in access to the
appropriate input.

•

Together Bexley and Greenwich system would like to develop a delirium pathway that will
provide care in line with current best evidence (Delirium: prevention, diagnosis and
management (2010 updated 2019) NICE guideline CG103). This pathway would offer rapid
support to people who have a sudden change in behaviour and functional ability due to
delirium, to avoid admission which for many would mean moving to an unfamiliar environment
is highly likely to worsen delirium

•

Greenwich held a procurement exercise through Winter 2020 with additional funds that enabled
commissioning of five residential dementia beds; these have been well used and have
benefitted people requiring this level of support.

Based on the information above this proposal recommends commissioning of the full model of care. We
anticipate a phased approach over that time that will build as workforce and systems develop to achieve our
Home First ambitions.
3.3 New bedded capacity
Ultimate success of the Home First model mean that both our current intermediate care services and beds at
both Eltham Community Hospital and Meadowview ward will be different together with a surplus of beds in their
current form. Futher review of demand and capacity following the winter pilots will continue to help us develop
the staffing needs around new bedded capacity.
3.3.1 Intermediate Care and other beds
Both the type of patient referrals and volume have changed over the last couple of years. During the previous
two winters the capacity in both units has not been fully utilised. During the first wave of the pandemic we saw a
further reduction in the referrals into the units. Now with the pilot work on Home First more people are receiving
care in their own homes and levels of referrals into the two units remain low, however the level of complexity of
the patients who are referred has increased. This has been further exacerbated by Covid, which together with
impact of winter making judging the need for beds challenging based on one year alone.
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It is clear that the staffing skill mix for a future service would need to change together with defining what we
mean by intermediate care together with supporting the wider system. It is proposed that in tandem with the
Home First deployment we adapt to a new model of intermediate care and use of beds to the following;
Intermediate Care
• Based upon need rather than criteria that need to be flexed.
• Needs based is the best approach, however there will need to be some conditions that the
units are unable to manage from a patient safety perspective.
• Step up facility with medical, nursing and therapist interventions for RAPID and JET
• Step down rehabilitation facility with therapies and nursing interventions
Other care & supporting the system
• Increased double handed capability
• System “Therapy flex” patients identified by the system therapies team
• Covid positive pathways support care homes during Covid periods.
It is important that intermediate care bedded services are provided as part of the wider continuum of a
resident’s care, so that they are able to move seamlessly between bedded capacity, Home First services,
District nursing, care home, residential home and primary care.
3.3.2 New Beds
In this section we consider both the physical site options and the possible repurposing opportunities for the
remaining beds. This section summarises the advantages and disadvantages of each based upon evaluation
criteria.
•

•

•

•
•
Option
Option 1

Option 2

Option 3
Option 4
Option 5

Option 1 – Retain and reconfigure Meadowview for intermediate care/rehab and complex
patients. Discontinue the use of Eltham and look for new purpose. Both sites becoming system
wide facilities.
Option 2 – Retain and reconfigure Eltham Hospital for intermediate care/rehab and complex
patients discontinue the use of Meadowview and look for new purpose. Both sites becoming
system wide facilities.
Option 3 – Retain some intermediate care beds at both Meadowview and Eltham and use
some beds for complex patients. Meadowview remains Bexley resource and Eltham as
Greenwich resource rather than sharing.
Option 4 – Maintain the provision of intermediate care beds: explore whether there is need
from other boroughs within SEL to increase capacity
Option5: Oxleas (Meadowview) does intermediate care/rehab and Eltham hospital repurposed
Advantages
• Existing NHS Estate
• Proximity of diagnostic services on
QMS site
• Proximity of UTC service on site
• Realised capacity to repurpose Eltham
• Proximity of QEH
• Proximity to UTC and the QEH
• Realised capacity to repurpose
Meadowview
•
• Maintain individual borough
intermediate care facilities
• Maintain individual borough
intermediate care facilities
• Increase utilisation of beds
• Existing NHS Estate
• Proximity of diagnostic services on
QMS site
• Proximity of UTC service on site
• Realised capacity to repurpose Eltham
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Disadvantages
• No longer have borough specific
intermediate care beds
• Greenwich patients not treated
locally
•
•
•
•
•

No longer have borough specific
intermediate care beds
• Bexley patients not treated
locally
Limited ability to repurpose beds
across two sites.
Underutilisation of bed base
Greenwich patients not treated
locally
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Review of the initial Home First pilot and discharges from the QEH, DVH and the PRU would indicate that we
would need for 40 beds (30 core with 10 to cover Covid support for care homes and allow room to cover
increased double handed capacity) together with enhanced staffing skill mix across the wider system to support
the more complex patients.
This will leave us with 40 intermediate care beds that we no longer require for intermediate care. This presents
an opportunity to see how we can use these beds for a different purpose. This will leave the system with a level
of fixed costs that we need to make effective use of that can be repurposed to release some of the bed
pressures within the QEH and support both Darent Valley and the Princess Royal University Hospital (Kings)
with their flow within emergency medicine.
3.4 How to utilise the released bedded capacity
Due to infection prevention control measures there is an requirement to remove a wards worth of patient
activity out of the QEH on a permanent basis, together with releasing pressure at the Princess Royal Hospital
and Darenth valley Hospital for Bexley and Greenwich patients to support flow. During the current period the
system works with patients focused around Intermediate Care. However, as indicated earlier in this section and
the wider Home First case we have moved to a different model. This allows for wider options now to be
considered for the spare capacity that can be directed to relieve flow on a permanent basis for the QEH site.
The following long list options have been indicated;
• Neuro rehabilitation – there is acknowledged shortage of rehabilitation services for neurological
and Stroke patients.
• Step down FNoFs / Orthopaedics – rehabilitation for orthopaedic patients both planned and
unplanned.
• Daycase PEG feed and Endoscopy – deliver PEG feed surgery combined with endoscopy
services.
• Diagnostic centre – develop the unit into a community based diagnostic service focused on
releasing pressure on non-admitted and admitted pathways. These could cover, but not limited
to, Specialist Nurse led Urology Diagnostics Investigation Centre, Early diagnosis centre for
cancer, dermatology and allergies.
• System wide community infusion unit delivering infusions for rheumatology, chemotherapy with
ability to separate “clean and non-clean” areas.
• Ambulatory frailty site alongside the intermediate care beds. This would be for the assessment
and treatment of patients diverted from 111, UCC, primary care, rapid response teams and
local acute trusts. This would significantly reduce the demand placed upon local acute trusts
and provide specialist input in an environment tailored to frail older adults. Outflow options
would include discharge home (with either no, voluntary sector, primary care or rapid response
input) or admission to Meadowview ward for further assessment, treatment and care.
• Relocate some specialist medicine specialities from QEH into Eltham including out patients.
(Dermatology, rheumatology)
Option
Neuro rehabilitation
Step down FNoFs /
Orthopaedics
Daycase PEG feed and
Endoscopy
Diagnostic centre
System wide community
infusion unit
Ambulatory frailty alongside
intermediate care beds
Specialist Medicine

Potential Benefits
Release bed pressures in QEH and KCH – trauma centre
and HASU
Release bed pressures in QEH
Release bed pressures in QEH
Support improvements in non admitted pathways for RTT
recovery and improved patient outcomes.
Release bed pressures in QEH

Release space on QEH to be repurposed and brings the
QEH into the heart of population
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Within Q4 and Q1 detailed proposal will be made of the repurpose of Eltham beds this will be taken through
various governance routes for discussion and approval.
3.5 Recommendation
It is recommended that we consolidate on to a single site for new intermediate care model and rehabilitation to
allow focused consolidation of staffing resource to improve residents’ outcomes and enable the more effective
repurposing of a whole unit again to give opportunity to focus on resident / patient outcomes. Given the level of
diagnostic available it is recommended that we make use of Meadowview for the new intermediate care model
and to repurpose Eltham. Therefore Option 5 is being recommended.
Further detailed work will be completed during Q4 and Q1 to present recommendation for repurpose of Eltham
from eth seven initially list long options.
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4. Strategic Context
Our model has been developed against a backdrop of unprecedented pressure within health and care
systems and contributes to the achievement of our high level strategic objectives. The programme has
developed in conjunction with the requirements of the NHS Long Term Plan, the Five Year Forward View,
new Discharge Guidance, planning frameworks including Enhanced Health in Care Homes, the usual
pressures of Winter and in the midst of an international pandemic of COVID 19.
All of these requirements have made our Home First ambitions even more significant at this time. We know
we can deliver more and better care for our local residents outside of hospital and we need to work together
to do everything we can to keep people out of hospital or facilitate earlier discharge wherever that is
clinically safe to do so.
4.1 NHS Long Term Plan
On 7 January 2019, the NHS long-term plan (formerly known as the 10-year plan) was published setting
out key ambitions for the service over the next 10 years. The plan builds on the policy platform laid out in
the NHS five year forward view (Forward View) which articulated the need to integrate care to meet the
needs of a changing population. In line with the Forward View and the General practice forward view,
improving care outside hospitals is one of the headline commitments in the plan.
Much of the focus is on the development of Primary Care Networks however alongside these, the plan
commits to developing ‘fully integrated community-based health and social care’. This will involve
developing multidisciplinary teams, including GPs, pharmacists, district nurses, and allied health
professionals working across primary care, community, hospice and hospital sites. Over the next five
years, all parts of the country will be required to increase capacity in these teams so that crisis response
services can meet response times set out in guidelines by the National Institute for Health and Care
Excellence (NICE).
The Plan outlines several important changes to the way the NHS should work to support patients and
their carers. Improving care for older people living with frailty or multiple long-term conditions is one of its
priorities. Poor health and frailty in later life is not inevitable. Healthy behaviours throughout our lives can
help avoid many long-term health problems. However, it's also never too late to improve health and
wellbeing.
There is good evidence that providing proactive support to people with moderate frailty or existing
conditions can have a big impact – helping them stay active, build their mental and physical resilience
and ensure their care is both effective and well-coordinated
Reducing delayed discharges from hospital remains a priority. The plan aims to cut the average number
of daily delayed transfers of care (DTOC beds) to around 4,000 and maintain that level over the next two
years before reducing it further.
4.2 Five Year Forward View
NHS England’s Five Year Forward View (FYFV), published in October 2014, sets out recommendations
for sustaining and improving the NHS: improving quality of services, reducing
fragmentation, and accelerating integration.
It describes new models of care to improve integration of services, with a particular focus on the delivery
of out of hospital care. This includes:
• A drive towards outcomes-based commissioning: “personalised care will only happen when
statutory services recognise that patients’ own life goals are what count; that services need to
support families, carers and communities; that promoting wellbeing and independence need to
be key outcomes of care; and that patients, families and carers are often “experts by experience”
• Decisive steps are needed to break down the barriers in how care is provided between services,
including health and social care, and to develop radical new care delivery options. This includes
permitting groups of general practices to combine with community nurses, other community
health services and hospitals to create integrated out-of-hospital care.
• A ‘new deal’ for GPs, including investing more in primary care, while stabilising core funding for
general practice nationally over the next two years, and a shift in investment from acute to
primary and community services.
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4.3 Long Length of Stay Programme
Prolonged stays in hospital are bad for patients, especially for those who are frail or elderly. Spending a
long time in hospital can lead to an increased risk of falling, sleep deprivation, catching infections and
sometimes mental and physical deconditioning. Despite this, nearly 350,000 patients spend more than
three weeks in acute hospitals each year.
The Reducing Length of Stay (RLoS) programme aims to provide patients with a better care experience
by ensuring they are discharged from hospital without unnecessary delay. In June 2018, a national
ambition was announced by the Secretary of State to lower bed occupancy in hospitals by reducing the
number of long stays (21 days or more). This ambition was originally set at a reduction of 25% by
December 2018.
Reducing unnecessary patient waiting should be a priority for all teams, with a patient’s time being
viewed as the most important currency in healthcare.
4.4 Hospital discharge service guidance
Health and social care systems are expected to build upon the hospital discharge service developed
during the COVID-19 response, incorporate learning from this phase, and ensure discharge to assess
processes are fully embedded for all people aged 18+. The discharge to assess pathways model, is
based on four clear pathways for discharging people with expectations around activity that will be seen
through each pathway.

Acute hospitals will continue to be the responsible organisation for discharge of all persons on pathway
0, ensuring that the 50% of people who can leave the hospital and only need minimal support, do so on
time and safely.
Discharge to assess pathways 1-3 require NHS organisations to work closely with adult social care and
housing colleagues, the care sector and the voluntary sector. To ensure that resources are used
effectively across the system, acute trusts should ensure that their staff work closely with community
health services and local authorities on pathways 1-3.
Although the smallest group, discharges at end of life are often complex and generally time sensitive.
During the pandemic, the bulk of end of life discharges have been the responsibility of palliative care
teams working together to ensure a safe and rapid discharge, supported by care staff who are skilled in
compassionate care for the dying.
Whilst most people will be discharged to their homes, a very small proportion will need and benefit from
short or long term residential, nursing home or hospice care as part of pathways 2 and 3. No-one (except
those who are fast track) should be discharged from hospital directly to a care home without the
involvement of the local authority / CHC
4.5 Winter
System wide partners have worked together to develop a robust winter plan across health and social care.
This includes actions around flow of patients out of the hospital into community-based and home-based
care settings.
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Learning from past winters, we want to ensure that all community beds – including any commissioned from
care homes – are used in a coordinated and appropriate manner, staffed with the correct skill-mix of carer,
nursing and rehabilitation staff, and working in conjunction with acute services to move people from high
acuity settings as soon as safely possible.
Through monitoring of the use of these bedded units together we have oversight of the patient flow through
the community beds, with the ability to flex staffing to meet patient needs and react quickly if patient flow
slows through the acute hospital.
Our winter plans include the ability to respond to surge with the opening of 10 additional beds in Eltham
Community Hospital.
We are also cognisant of the capacity within our local care homes. We know that some homes are running
at 50% capacity following the recent phase one of COVID, and equally they are working under very strict
infection control regimes with support of our local Public Health teams.
We are maintaining strong links with our Care Homes and where appropriate will use Care Homes as
additional beds within our system for example to support our Discharge to Assess (D2A) pathways. This
complements the bed base in other community bedded units, which, whilst suitable for rehabilitation and
meeting general physical healthcare needs, may be less appropriate for some people.
4.6 Provider Core Offer
The Core Offer is a commissioning and development set by SEL CCG and the ICS. However, an
integrated pathway delivers better patient care. The core offer is based on the principle that community
services always will seek to work in partnership. This strategic commissioning implementation proposal
outlines the operationalisation of the Core Offer across the boroughs of Bexley and Greenwich through
an integrated delivery model that includes all partners.
The SE London ICS recognises that there may be unwarranted variation in patient outcomes across the
ICS, and that access to community services may not be consistent, increasing the risk of health
inequalities across our sector.
The ICS has sought to address this risk through developing a ‘core offer’ that specifies – for a number of
care pathways – the common outcomes and high level access criteria, available within each borough.
The aim is to ensure that patients are offered the same access and set of outcomes, wherever they live,
based on national standards of good practice, locally delivered.
As with other boroughs we do not have all the essential elements in place at a level to meet demand: the
core offer is a commissioning and development framework that will be used to assess current capacity
and inform development priorities and investment.
There will be a core offer for the following care pathways:
• Urgent community response
• Care of shielded and vulnerable patients
• Care of people with LTCs
• Care of people with neurological disorders
Other pathways may be added to this list. The pathways link together and form part of the SE London
ICS’s commissioning framework for community services.
There are two principles that underpin each core offer, which this strategic commissioning
implementation proposal articulates:
•

A ‘Home First’ approach. The major focus of SEL’s community services is to keep people in or
return them to their own home/Care home.

•

Working in partnership. The delivery of the core offer always is in partnership across health and
social care, including Hospices and the voluntary sector. MDT teams are at the heart of
effective delivery and should underpin all elements of care delivery.
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5. System working
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
Greenwich and Bexley Community Hospice
Lewisham and Greenwich Trust
Darent Valley Hospital Trust
Kings College Hospital (Princess Royal
University Hospital)
South East London CCG (Bexley and
Greenwich)
Oxleas Community Services
London Borough of Bexley
Royal Borough of Greenwich

R
R
R

Primary Care

C

R
R

Core membership of Resplendent (System
oversight group), Decorous (Operational group)
and Home First Clinical Leadership group

R
R
R

Resplendent members attend local Primary Care
meetings to update on progress with plans and
consult on planned changes
Resplendent members attend local Care Home
Care Homes
C
meetings to update on progress with plans and
consult on planned changes
London Ambulance Service
C
Once per calendar month Resplendent system
Greenbrooks Healthcare (UTC provider at
meeting is devoted to emergency care and LAS /
C
QEH and PRUH)
ED / UTC colleagues are invited to attend the
system group
Hurley Group (UTC provider at QMS)
C
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.
5.1 Communication and Engagement
Building confidence, profile, and ease of referral, for the new Home First pathways will be key to its success,
growth and cost effectiveness. A Communications Plan has been developed to ensure that the services are
effectively promoted, understood and provides a mechanism for further feedback.
A key enabler of the overall model is the improved engagement and communication at all levels within and across
our organisations. Relationships were strengthened by coming together to develop our system response to the
demands of the COVID pandemic. We have continued to build on these relationships as we have co-designed the
Home First model with all system partners to ensure the design is based on the collective insights across a diverse
range of stakeholders and service providers.
We recognise that communication and engagement at all levels of our organisation is essential to managing
individual cases. There are several engagement tools that we will continue to promote including stakeholder
mapping, a robust communication and engagement plan with structured interventions, stakeholder meetings,
Consultant Connect – advice from Consultant specialists on individual case management, Geriatrician on call,
Access to a geriatrician, promotion of CMC record development and view.
We have engaged with the public and technical expert groups in developing our model.
Overall, the concept of bringing the delivery of care out of a hospital setting to closer to where people live has been
met with a positive response by stakeholders.
5.2 Workforce
The main barrier to the success of this work is the ability to attract, recruit and retain a high quality, experienced
workforce to facilitate this new way of working.
There is a national shortage of all clinical staff, but specifically Allied Health Professionals and nursing staff.
Greenwich and Bexley face an additional challenge of falling within the Outer London weighting for Agenda for
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Change pay scales, despite many staff living in central London, which gives other boroughs within SEL ICS an
advantage over us with regards to attracting high-demand staff. This means that individual organisations across
Bexley and Greenwich compete for the same small pool of staff, and despite securing the resources to recruit to
these roles, we are, in many cases, unable to recruit to substantive roles and have to rely on agency staff.
The Home First programme is, by design, a system offer, with an expectation for staff to be able to work
seamlessly across organisational boundaries, with work and decision-making driven by the needs of the person,
rather than being limited by organisational boundaries.
Moving forward there is a need and an opportunity to develop a new way of collaborating across our different
organisations. Bringing together our collective capability and expertise will enable us to develop a strong and
sustainable model for workforce development as a system, rather than within our individual organisations.
Across Bexley and Greenwich we have assets and opportunities that can positively support a new model for
workforce across our system. We have a young population, particularly in Greenwich, and there are significant
developments in housing which will attract people into the area in years to come. We are fortunately to have
Greenwich University and Goldsmiths as educational intuitions on our doorstep. The impact of Covid has
resulted in a greater appetite to work locally, which will hopefully encourage more local people to look for local
opportunities in the future.
5.2.1 Strategic Workforce
To address our current, urgent need of recruiting to some of our essential roles, we have set up a clinical
working group to develop a model for shared medical and therapy staffing across LGT and Oxleas ICBs. The
following themes have been identified following sessions with therapists;
• Changing profile of home based patients across Bexley and Greenwich
The complexity of patients in the community has increased significantly over the past few years. As the Home
First agenda becomes more embedded, the system will need a more specialist workforce working in patient’s
homes if we are to successfully treat patients at home rather in secondary care environments.
Not only are patients becoming more complex, but the current demand for therapists in the community setting
significantly outstrips supply. The lack of AHP workforce to provide early intervention for home based patients,
results in more complex and intensive interventions required due to longer waiting list times.
• Career development, training and education opportunities for AHPs across Bexley and Greenwich
Across Bexley and Greenwich, we are able to recruit to high quality newly qualified staff (band 5).
Organisations provide good training for staff, with an embedded preceptorship programme for band 5 staff and
a preceptorship programme for band 5 to band 6 transition in development. LGT and Oxleas share rotational
roles for band 5 staff which enables junior staff to develop their skills across the acute and community
environments. As staff progress however, the number of opportunities to move into more specialist roles or
rotate around the system decreases, leading to people looking outside of their organisation to develop, with
staff moving to larger Trusts that offer inner London weighting, and wider career and research opportunities.
As a system we do not look to recruit from within our system first as a matter process, which means we rely
on people actively looking to change roles rather than ‘pulling’ skilled therapists into stretch roles, thereby
enabling them to develop within the system.
Our training, supervision and professional development programmes are currently managed within individual
organisations. This limits the opportunities for staff to create networks across Bexley and Greenwich and to
develop insight into other ways of working or other opportunities across the system. It also leads to duplication
in training resources.
• Collaborative working
Over the past few years there have been an increase in the number of integrated therapy roles working across
organisational boundaries. These include therapy roles in rapid response and reablement in Bexley, the Jet+
team in Greenwich, the trusted assessor roles across LGT and ICBs, Oxleas/ LGT rotational posts and the
generic working in the frailty team. These roles have been very successful and have driven forward new ways
of working and improved patient outcomes. We are looking to build on these roles with potential opportunities
for home care plus worker roles.
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The majority of AHPs across Bexley and Greenwich still however work within a specific area and organisation.
This means that although therapists receive good training within their core specialty it limits the breadth of
skills, and limits their opportunities to work in different environments.
The Home First programme is, by design, a system offer, with an expectation for staff to be able to work
seamlessly across organisational boundaries, with work and decision-making driven by the needs of the
person, rather than being limited by organisational boundaries. While we need to ensure we limit the movement
of staff as much as possible to avoid cross contamination of Covid, the ability to draw on a larger pool of health
care professionals is needed to develop the required system resilience. Limited inter-organisational working
not only limits the flexibility of the system as a whole, but also results in a lack of understanding of what different
therapy services are available across Bexley and Greenwich, often leading to disjointed working across the
different organisations and duplication of work.
• Recruitment of AHPs across Bexley and Greenwich
There is a national shortage of Allied Health Professionals. Bexley and Greenwich face an additional challenge
of falling within the Outer London weighting for Agenda for Change pay scales, despite many staff living in
central London, which gives other boroughs within SEL ICS an advantage over us with regards to attracting
high-demand staff.
AHP resourcing across community services in Greenwich and Bexley has increased over the past few years,
but not at the same rate as the demand. In many cases, posts are created with short-term funding which limits
the number of applicants for roles, often making these roles hard to recruit to.
Recruitment of substantive AHP staff occurs within organisations, rather than as a system which results in
parallel recruitment processes which attract the same pool of AHPs. In some cases this leads to organisations
across Bexley and Greenwich competing for the same staff, and in other cases, multiple organisations missing
out on opportunities to attract staff due to lack of coordination. For example, where two organisations both
need 0.5wte of a role, the separate recruitment processes lead to a smaller number of applicants than a joint
1.0 wte post would do.
Organisations across Bexley and Greenwich run separate staff banks. Feedback from AHP leads report that
there are occasions where they have good locums who prefer to work in other specialties, but due to
uncoordinated staff banks are unaware of other opportunities within Bexley and Greenwich so move to another
organisation. A more coordinated approach would provide greater levels of flexibility and improved utilisation
of bank/ locum staff
• Recruitment of AHPs across Bexley and Greenwich
To better understand the specific issues and opportunities around the nursing workforce in Bexley and
Greenwich, we ran a session with nursing representation from LGT, Oxleas and voluntary providers (GBCH).
The following themes were raised as potential factors influencing recruitment and retention of nurses in Bexley
and Greenwich:
• Lack of structure career pathways: Across Bexley and Greenwich, we are able to recruit to high quality
newly qualified staff (band 5), but there is a lack of opportunity for career development with few band 6
jobs available to progress into. This means that experienced band 5 staff need to move out of borough to
progress. Similarly, there is a gap between band 8A and band 8C, resulting in a lack of structured
development at a senior level within the system.
• Lack of structured development opportunities: As a system we do not look to recruit from within our system
first as a matter process, which means we rely on people actively looking to change roles rather than
‘pulling’ skilled nurses into stretch roles, thereby enabling them to develop within the system. Nurses also
reported a lack of equal opportunities and felt that “you are only promoted if your face fits”.
• Limited training and development opportunities: Nurses at the session felt that our training and
professional development programmes were limited, and as their training usually occurs within individual
organisations, it does not offer the breadth of training required to enable them to develop capability in a
range of environments. These further limit nursing opportunities to move around the system and work in
different environment. Nurses spoke of a nervousness to work in settings other than their own.
When asked what would make Bexley and Greenwich a great place to work, nurses identified the following
opportunities:
• Develop greater levels of collaboration around training and development.
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•
•
•

Introduction of band 5 nurse rotations across health and social care
Explore innovative opportunities to retain staff across the system through collaboration around job
vacancies, offering supportive “stretch” opportunities/ secondments to staff to develop experience in
different environments, ensuring equal opportunities
Explore staff benefits to support work life e.g., free parking for staff during weekends and evenings

However, for the medium and longer term, a more strategic approach is needed. To do this, we would like to
bring together a strategic workforce focus across Bexley and Greenwich that would enable us to:
•
•
•

Explore how we can work more collaboratively across workforce and professional service lines to
maximise the capacity of our teams across the system
Work with clinical teams to develop structured career pathways to attract local people into health and
social care careers and to keep clinical staff in clinical role (removing the glass ceiling for clinical staff,
specifically in AHP and nursing roles)
Collaborate with our local training and education institutions to design and commission courses that
enable local people to train in role that are needed locally.

If we are successful in this work, it will not only support the sustainability of the Home First programme but will
positively impact workforce as a whole across Bexley and Greenwich, provide opportunities for our local
population and positively impact the local economy.
5.2.2 Approach to recruitment
There is appetite and ambition across Bexley and Greenwich to develop greater levels of collaboration across our
system to make Bexley and Greenwich the best two boroughs to work in across London.
To achieve this ambition, we propose to set up a system-wide forum (one each for AHP, Nursing and Medical)
whose remit it is to drive forward a system approach to workforce focusing on 3 key enabling work streams to
deliver the workforce requirements of Home First:
Recruitment: Working with workforce leads, explore a recruitment and retention model which enables the
system to maximise its recruitment opportunities, to create a more attractive offer for AHPs-both substantive
and contracted staff.
• This workstream will include:
• working with workforce colleagues to develop a joint staff bank for AHP workforce
• developing a process to share vacancies and recruitment plans across the system in order to maximise
recruitment opportunities
• providing local AHP leadership to the ICS workforce programme, collaborating with local universities and
apprenticeship schemes to develop AHP roles at both end of the career spectrum: attracting local people
into therapy roles and developing specialist roles to retain highly specialist roles in clinical careers.
System collaboration: Strengthening our opportunities to collaborate across organisational boundaries
(statutory and voluntary), and exploring different ways of offering therapy support.
• This workstream will include:
• working with workforce and operational colleagues to operationalize the staff passport across Bexley and
Greenwich – building on current local arrangements between LGT and Oxleas staff, and then extending it
out to Social care and voluntary staff
• exploring opportunities to develop System roles that support patient and person flow around our system.
This ties in with programme identified through the Oxleas and LGT programme board.
• developing a proposal to extend AHP rotations across Bexley and Greenwich
Education and training: Develop a joint approach for career development across the system to offer excellent
training and development opportunities for our AHP workforce across the breadth of health and social care
environments.
• This workstream will include:
• exploring opportunities to create joint training, education and CPD opportunities for AHPs working in
Bexley and Greenwich
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•

developing a process to identify upcoming roles across the system and to ‘pull’ skilled therapist into
stretch roles

5.2.3 Workforce recruitment for Home first
As discussed above the team will be a system team with a system appointments (hosting to be agreed). It is
proposed to invite staff through consultation process to TUPE into the Home First service from both the existing
Meadowview and Eltham Community Teams. Any vacancies left will be recruited to in line with proposal above.
5.2.3 Workforce recruitment for Intermediate Care
It is proposed to invite staff through consultation process to TUPE into the Home First service from both the
existing Meadowview and Eltham Community Teams. Any vacancies left will be recruited to in line with proposal
above.
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6. Finance & Activity Analysis
6.1 Introduction
The current provision of care across Bexley and Greenwich generates inefficiencies, for example through fragmentation
arising from organisational boundaries between providers across a pathway. Such inefficiencies are inherently
unsustainable, and if not addressed then funding for services will be increasingly stretched.
A consequence of fragmented delivery of out of hospital services is escalating costs, and/or an increase in inefficiency.
Improved efficiency from leaner pathways (including clearer connections across primary, secondary, and social care)
along with more focus on proactive and preventative care is expected to have wider benefits for the health and social
care system. Working across the system, this should include impacting on the key challenge to reduce elements of
acute sector demand, such as non-elective admissions.
During the first wave of the Covid19 pandemic we saw increased levels of mutual support and much closer system
work which broke down previous barriers; geographic, political, health and social care, providers, and commissioners.
NHS budgets, though increasing more than most other public sector budgets, are constrained and significantly below
both historical funding growth levels and the increase in demand. In addition, social care budgets face cuts of around
40%. This means that activity, and the cost of delivering services, will increase faster than headline population growth
would imply. This will contribute to further strain on budgets and resources.
There is a gap between the expected growth in demand and the expected growth in the financial allocations (the
amount of money available to South East London CCG). As well as patient benefits, there are savings opportunities
through reducing both non elective and planned care activity in the acute setting and shifting care into the out of
hospital setting.
There will be reinvestment from existing services into the Home First model, emergency medicine and intermediate
bedded care. However, there will remain a funding gap which the business is seeking support from SEL and the ICS. It
is recognised there is a disparity in the investment into out of hospital services between inner and outer London
boroughs. Rather than examining history the case is proposing a phased increase investment in disproportionate
amounts to Bexley and Greenwich. The proposal is aligned with provider common offer and the Long-Term Plan
strategic direction for out of hospitals,
There are five financial components to the case as follows:
• The cost of delivering the Home First model funded through a combination of.
o New investment in line with equitable investment across South East London CCG, Community provider
common offer and reinvestment of existing Bexley and Greenwich resources.
o Mainstreaming existing non recurrent funding pots within the current home first projects
• The Urgent Community Response delivered initial through Accelerator funding direct to Oxleas plus additional
funding into Royal Borough of Greenwich to deliver 2 day response.
• Change in Intermediate Care Bed infrastructure which represent a reduction in the number of beds and change
in staff mix reflecting increased complexity of patients needing bedded capacity. The cost of new intermediate
care beds with staffing resources with remaining resources reinvested in the Home First Services.
• This will leave a surplus of intermediate care beds at Eltham which this business case also presents options for
repurposing.
• Fixed costs of remaining beds that need to repurpose to cover the costs of the site and utilise the capacity
available.
The investment costs are set against existing baselines within each organisation as part of programme. We have taken
a base line of do nothing and future cost avoidance. These will enable us to monitor the impact against a base line
position and allow for adjustments throughout the implementation through a CIP programme that will be developed.
6.2 Baseline Measures
Baseline measures for cost and activity have been agreed by the finance subgroup as 2019/20. This is in recognition of
the significant impact of the COVID-19 pandemic on all health and social care activity which would skew our starting
position.
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20-21 costs or forecast will not be indicative of the true level of activity, costs or staffing we would usually expect to see.
We currently have double running costs in some of these areas and are still continuing to deal with the on-going impact
of COVID:
• We also would not be able to estimate any stepped or variable costs at this time for 20-21.
• The 19-20 costs do not include any of our indirect fixed costs which would need to be included in
any final financial modelling undertaken.
• Our submission of these costs are for illustrative purposes only and is not our approval of the
strategic commissioning implementation proposal
With regards to the assumptions/limitations that will need to be considered please see below:
• This cost base excludes specialist medical workforce (including consultants and nurses) that
support the emergency inpatient and outpatient services.
• This cost base is for QEH medicine only and excludes emergency surgical ward costs
• This excludes all overheads
The limitations to using this cost base for cost saving modelling which have been discussed in previous calls are as
below:
• A high proportion of costs are fixed and semi variable.
• To see cost savings, we would need to close a ward and any beds would need to be reduced by 6 at a time.
• As we have very high occupancy at QEH and run above 100% during winter, savings from closing beds would
be limited.
• For ED attendances there is not a linear relationship between cost savings and reduction in attendances. This
would require further modelling to see what % of attendances would need to be reduced before any cost
reductions are possible.
6.2.1 Queen Elizabeth Hospital (Lewisham & Greenwich Trust)
There is a core cost to deliver an Emergency service within a hospital footprint. Whilst there are variable cost elements
to this, fundamentally a level of investment is required irrespective of the footfall. Furthermore the footfall through the
Emergency Department at the Queen Elizabeth Hospital regularly equals or exceed Guys and St Thomas or Denmark
Hill, yet has a fraction of the investment and challenges in workforce recruitment when compared like for like. This limits
the ability to make any CIP savings. However, along with other similar programmes the Queen Elizabeth will invest into
the community geriatrician roles as part of cost avoidance through maintaining attendances and admissions in real
terms going forward. For the Queen Elizabeth Hospital, the following table summarises the annual costs:
Area
Emergency Department & Ambulatory Care
Emergency Department Medical Staff
Medical staff Acute Medicine
Medical staff Elderly Medicine
Non consultant medical staff
Inpatient acute wards
Escalation
Discharge Lounge
Drugs
Total

Annual costs £ M’s
14.1
6.9
2.1
1.3
6.3
14.8
1.8
0.6
1.8
49.7

6.2.2 Oxleas Intermediate Care Beds
Operational services are provided by Oxelas from both sites; however, Meadowview is owned by Oxleas whereas
Eltham is an LCP arrangement. The following table provides high level financial costs for each unit together with
summary.
Eltham £M,s
Fixed costs
Meadowview £M’s
Fixed costs
Variable costs

Estates
2.0
Estates
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Detailed financial analysis and modelling will take place during Q4 2021 and Q1 2021 as part of the proposal for Eltham
and new model for Meadowview and Intermediate Care.
The fixed cost of Eltham of £2m is already with our collective baselines through a combination of SEL CCG and
Oxleas. During the transition period until its repurposed this funding will need to be back with SEL CCG in order to
cover void costs until it commences it new services.
6.2.4 Accelerator & Ageing Well
At the time of this proposal the Accelerator programme is being taped down and the Ageing well fund increasing. At the
current time £1m is invested into Oxleas (£600k in Bexley and £400k in Greenwich), we have then to submit a template
to NHS E for 2021/2022 projected spend. We have agreed the development of the Accelerator programmes and
investment will be within this overall transformation programme going forward.
6.2.5 Social Care – Greenwich
The Royal Borough of Greenwich funding existing levels of reablement and home care services as part of the Home
First programme. This is currently funded through core Better Care Fund and the base line will continue to be funded.
We assume that the additional ask will come from new monies.
6.2.6 Social Care –Bexley
The London Borough of Bexley funding existing levels of reablement and home care services as part of the Home First
programme. This is currently funded through core Better Care Fund. We assume that this will continue with uplift from
new monies.
6.3 Cost of Home First and Urgent Community Response Services
Costings for the individual elements of the Home First pathways and Urgent Community Responses are outlined in the
table below. The planned workforce provides for essential leadership and organisation capacity to enable rapid growth
in complex new services to meet anticipated demand for a scaled-up service across Bexley and Greenwich. Some of
these elements are already in place via interim funding arrangements, together with phased elements of
implementation due to current conditions are reflected in a part year cost in year one.
In addition, the workforce design provides capacity to develop the whole staff team to cope with new clinical demands,
acute interventions, to increase efficiency whilst maintaining the highest quality of patient care and to maximise the
benefits of multi-disciplinary and trans-disciplinary working to avoid unnecessary duplication and streamline visits to
patients. Moving through mobilisation in a phased approach will allow monitoring of the impact and effectiveness of
each change and flexing of resources as appropriate.
The Accelerator programme / Ageing Well investment for the next two years reflects the increased investment to bring
our system up to the core offer in particular 8 am to 10 pm working and delivery of the two-day response from Oxleas
and Royal borough of Greenwich and London Borough of Bexley respectively. In 2021/2022 additional invest of £170k
per borough rising to £340k per borough in 2022/2023.
Sources of funding

New Funding

LGT

Oxleas

Ageing Well
2021-22
£000’s

FYI £000’s
Model Element, description and benefit
Frailty programme - Continuation of existing programmes
in Bexley and Greenwich. Identification of at risk group and
support admission avoidance
Enhanced Health in Care Homes Ensure all Home Based
provision equally available as per EHCH framework –
enhancement of community provision to support admission
avoidance
Care Home Trusted Assessors

Bx

Gn

325

700

0

130

128

64

Bx

Gn

2022-23
£000’s
Bx

Gn

81

175

325

700

0

98

0

130

128

64

128

64

Urgent Community Response
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Accelerator programme
Delivery 2 day target together with Oxleas (8-10) and
RBG/LBB on reablement
Speech and Language Therapy within community to
support Care Homes and UCR
Home First
GP sessions General medical advice within Rapid
response teams – support admission avoidance (Plan –
1WTE each)
Consultant sessions Acute medical advice within rapid
response teams – support early discharges (Plan – 1 WTE
Geriatrician each)
Nursing Additional nursing resource within Home First
teams
Pharmacist Co-ordinated Pharmacy support and expertise
as part of the case management model within rapid
response teams
Reablement CPN
Reablement OT
Reablement care hours
CHRT Physio
CHRT OT
Psychology provision for Long Term Conditions Psychological therapies support for LTCs & frequent
presentations to reduce A&E attendances. Also to provide
support to community staff through reflective practice.
QEH Care Navigator Band 7 Nurse to support admission
avoidance and earlier discharges into community services
at QEH / other Trusts

609

400

340

340

200

120

160

160

160

160

128

128

85

80

64

64

131

609

400

609

400

170

170

340

340

167

100

200

120

107

107

160

160

107

107

160

160

128

128

128

128

57

53

85

80

64

64

64

64

250

66

125

131

250

40

60

40

60

40

60

128

128

96

96

128

128

64

64

32

32

64

64

100

100
50

50

100

100

38

60

75

60

75

QEH flow co-ordinator

60

75

ED Therapist - Therapy team to support admission
avoidance at QEH / other Trusts
AgeUK Take Home and Settle Service

38

75

64

60

32

30

64

60

280

100

140

50

280

100

Staff laptop / mobile equipment

50

50

25

25

50

50

Social work input
Consumables (equipment, beds, mattresses, drugs,
oxygen, physio equipment)

64

32

0

64

50

50

100

100

67

30

133

60

100

100

200

200

75

75

150

150

2,496

2,248

3,853

3,728

100

100

133

60

200

200

150

150

3,853

3,728

End of Life provision: Care Home Nurse / Education
Programme / Discharge Co-ordinator / Social Worker
Night sitting service
Development of delirium and dementia pathways through
reablement
Total

6.4 Cost of new beds
It is difficult to accurately predict the precise number of beds by cohorts as the flow and case mix of patients will change
over time and given the current Covid19 impact. It is proposed that we ultimately consolidate onto a single site at
Meadowview, whilst stepping Eltham back in a phased approach.
We will consolidate onto 40 beds at Meadowview (will be less if need to keep rehab). We plan to repurpose the Eltham
beds in a phased approach over a year. , The details will be developed during Q1 2021 following the completion of the
pilot and we are clear of at least winter and managing Covid.
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The increase in complexity of patients and the phased approach to implementation will be developed alongside
workforce and adapted as the complexity of the patients changes. As with the number of beds, the staffing detail will be
developed during Q1 and sit alongside a consultation process with staff.
For this purpose of moving resources from Eltham into Meadowview this proposal currently estimates £3.5m
reinvestment. This will be made up of existing Meadowview resource of £2m plus reinvestment of £1.5m from Eltham.
This will leave fixed costs of £2m at Eltham which cover lease, soft and hard FM. These will need to be covered as part
of the repurposing options for Eltham. A proposal for Eltham will be developed during Q4 2020 for consideration. Initial
long list options identified are identified in section 3.4 of this proposal.
As indicated in the high-level plan we are currently proposing the following phasing:
• Year One – 6 months to complete more detailed options, staff consultation and implementation. This cost
would then be shared equally between Bexley and Greenwich.
• Year two service fully implemented with no double running costs.
There will be support in double running costs for these during year one of £250k whilst we transition Eltham down from
40 beds to 20 initially and then down to zero as it is repurposed.
6.5 Programme Implementation
This is a significant programme of implementation with two local authorities, Oxleas, Queen Elizabeth Hospital, two
groups of primary care working alongside both the Princess Royal University Hospital and Darent Valley Hospital. It’s
also recognised that whilst implementation remains local, there are limited project and programme management
resource. The following programme implementation resources on two-year fixed term secondment opportunities as a
PMO resource for the programme:
•
•
•

Programme Director – two-year fixed term secondment opportunity to oversee the implementation. Working
with each Home First project board, Oxleas and Queen Elizabeth Hospital to support implementation in
conjunction with Darent Valley Hospital and The Princess Royal University Hospital. £80k PA
Organisational Development support – there are significant changes in systems delivery approach £40k PA
Project Managers – one for each Home First project board (include Urgent Community Response) £50k PA
each.

Total £220k per year. It is proposed to set aside funding to back fill staff who may wish to second into these roles.
6.6 Existing funding sources, new funding, and phasing.
There are multiple funding streams that support the various individual schemes and pilot works. Some of these are
recurrent through Better Care Fund(reablement) and others through non recurrent such as liquidity funding within
Greenwich and winter monies in Bexley. It is proposed to mainstream recurrent non recurrent funding together with
recurrent, investment and savings released from consolidation of Eltham beds into Meadowview. This will leave a gap,
together with double running costs and implementation it is proposed that these are funded through new monies. There
will be further inward investment opportunities from the repurposing of Eltham site, which can then be used to offset the
new investment from year two onwards. There will be a phasing of the work due to both the current position of the
Covid pandemic and ability to recruit. The following table provides summary breakdown and proposed funding.
2021-22 £000’s
Bx
Gn
Total
128
162
290
946
670
1,616
1,422
1,417
2,839

2022-23 £000’s
Bx
Gn
Total
128
194
322
1,149
860
2,009
2,576
2,674
5,250

New Intermediate Care Service
Double Running Costs
PMO Implementation Costs
Total Costs

875
125
110
3,606

875
125
110
3,358

1,750
250
220
6,964

1,750

1,750

3,500

110
5,713

110
5,588

220
11,301

Ageing well

779

570

1,349

949

740

1,689

LGT Reinvestment

107

107

213

160

160

320

Summary Financials
Care Homes
Accelerator
Home First

Page 48

Think
#Home First

172 of 199

Oxleas Reinvestment
(Meadowview existing)
Oxleas Reinvestment (Eltham
Reinvestment)

500

500

1,000

1,000

1,000

2,000

375

375

750

750

750

1,500

Total Income

1,761

1,552

3,312

2,859

2,650

5,509

Request to SEL / ICS

1,845

1,807

3,652

2,854

2,938

5,792

Further detailed work will be completed through a more detailed process in Q2 so that therapies and the right roles are
developed into the new Intermediate Care Model at Meadowview. Financials used here are indicative until detailed
work complete and subject to change pending clarity of financial planning and contracting guidance to issues by NHS
England.
6.7 Population data
The following table provides summary population information used as the baseline for referrals into the Urgent
Community Response services as part of the Accelerator programme
2011 census
(rounded)
Number 65+
Bexley
Bromley
Greenwich
Lambeth
Lewisham
Southwark
SEL

47,900
51,900
26,000
23,100
26,200
22,400
197,500

2018 estimates taken from
Office for National Statistics
Numbers 65+
40,750
57,786
29,780
26,920
28,481
26,367
210,098

% population 65+
16.3
17.5
10.4
8.3
9.3
8.3
11.7

Numbers 80+
12,517
17,247
7,785
7,275
7,919
6,764
59,507

6.7.1 Population and demographics
The following charts give an overview of our populations
Bexley
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Greenwich

Changes since 1961
•

•

•

•

Children and young people (0-24 years): a 10%
decrease between 1961 and 2001. Highest
decrease in 10-19 year olds (-29% in 10-14 year
olds, -23% in 15-19 year olds)
Younger working aged adults (25-49
years): largest increase in 25-29 year olds (37%
in males, 59% in females) and 30-34 year olds
(44% in males, 47% in females) between 1961
and 2001. However, there is an overall decrease
in 45-49 year olds to 2001 despite a large
increase (15-20%) between 1961 and 1981 in this
age group
Older working aged adults (50-74
years): between 1961 and 2001 there has been
continual decline with an average of 25% for
males and 30% decrease for females.
Older people (75 and over): 1961 and 2001
increased, but the 85 years and over saw 100%
increase in men and over 135% increase in
women reflecting the increasing life expectancy
over the same time period

6.8 Activity Data
Given the Covid19 pandemic this year, we have seen significant variation in both footfall into Emergency Departments,
Urgent Treatment Centres as well as different cohorts of patients discharged into both Home First existing programmes
and our Intermediate Care beds. We also commenced two Accelerator programmes with each borough as part of
admission avoidance.
Following the first wave of the Covid19 pandemic increased joint working has resulted in a system of systems approach
across Bexley and Greenwich. We brought together Oxleas, Royal Borough of Greenwich, London Borough of Bexley,
Lewisham and Greenwich Trust (QEH), Kings (PRUH), Dartford & Gravesham Trust (DVH), Primary Care Bexley,
Primary Care Greenwich, Bexley and Greenwich Community Hospice, Public Health and Urgent Treatment Centres.
This enabled increased sharing of resources across the system through mutual support and aid around discharge flows
and developing Home First model whilst retaining individual borough identities.
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We also introduced the Virtual Ward, which again has seen patients discharged earlier back into various settings
together with admission avoidance from Emergency Department along with Accelerator Programmes.
All of these made in a short period of time have made using activity predictions based on the last 12 months very
difficult and representative of a typical year. In addition, we don’t yet know the longer-term impact of Covid on our
population. Therefore, in relation to activity we are proposing the following;
•
•
•
•

Focus programme on changing outcomes for residents through the Home First Projects
Delivering the Urgent Response targets for the Accelerator projects
Through Resplendent track
o Progress with discharges, home first and virtual wards
o Flow through ED to track changes and hopefully reduced admissions from attendance.
We will track KPI delivery quarterly basis

6.9 Recommendation
The proposal recommends the following financial flows of new investment, reinvestment and Ageing well funding:
New Investment
•

£3.7m in 2021/22 rising to £5.8m in 2022/23. From 2022/23 going forward this £5.8m will be offset by
repurposing Eltham Community Hospital. Funding to mainstream existing non recurrent funding streams
and pump prime double running costs and marginal implementation costs.

Ageing Well & Accelerator
•
•

2021/22 £0.7m Accelerator and £0.6m Ageing Well. This represents £1m current project plus £300k for
moving to core offer in 8-10 and
2022/23 £1.7m its assumed that Accelerator has tapered off completely with all funding into Ageing well.

Reinvestment of existing
•
•
•
•

£2m Eltham fixed costs already with CCG allocation and Oxleas contract is moved to covered void costs
prior to repurposing
£1.5m Eltham and £2m Meadowview into new Intermediate & rehabilitation onto single site at Meadowview
£0.5m Eltham staff into Home First
£0.3m Community Geriatrician

•
Where is the impact? e.g. Primary Care, A&E,
Community, Mental Health or other

Care setting and Provider

•
•
•
•
•
•
•
•

Right care in the right place at the right time – reduced
demand on unplanned admissions, A&E attendances, LAS
conveyances
Potential shift of activity into own home and other out of
hospital
Increased input required from out of hospital and
community services to support more people in their own
homes
Ambulance service – LAS
A&E – QEH / PRUH / DVH
Acute – QEH / PRUH / DVH
End of Life – GBCH / DN / GP
Primary Care – RAPID and JET teams
Local Authority home care and reablement services – LBB
and RBG
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POD e.g. Direct Access, In Patient, Out Patient,
Critical Care and/or A&E

•
•
•
•
•

Out of hospital/community services – Oxleas / GBCH
A&E
Ambulance
Acute inpatient
Out of hospital / community services
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7
Quality Impact - Non-Financial Benefits
What quality, safety and productivity benefits will be delivered through this work?
7.1 Introduction
The proposal will build on the delivery of the following overarching ambitions:
•
•
•
•

Improved Health Outcomes – Enable people to access a high level of care in their own homes instead of
being admitted unnecessarily to hospital and;
Avoid unnecessary admissions and readmissions - Identify people at risk of a hospital admission and
provide care that prevents their condition from worsening or them reaching a crisis;
Reduce Length of Stay - Allow for advanced discharge from hospital so that people can recuperate in
the comfort of their home while receiving high quality care
Death in usual place of residence - Give people opportunity to die in their preferred place of residence
without unnecessary admissions to hospital

Benefits to patient safety, care and outcomes:
•
•
•

Improve the responsiveness of the existing services to ensure that needs are met in a timely manner
and that discharges with appropriate packages of care can be expedited.
Increase the use of established pathways out of the hospital to allow more patients to die in their
usual place of residence
Ensure better symptom control and outcomes for patients and more expert support for patients and
their friends and families.

Benefits to the healthcare system:
•
•
•

Avoidance of unnecessary admissions to hospital
Reductions in length of stay for those patients requiring some acute management.
Improved capacity within the unplanned care system for providers to engage in work to improve end
of life care across organisational boundaries
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7.2 Proposed KPIs
The following table provides summary of proposed Key Performance Indicators that reflect the aims of the programme and support the development of CIP
based on cost avoidance so we can monitor our successful progress together.
Area of Impact - KPI to track delivery of
programme

Source of
Data

Baseline 19/20

Improve patient experience and outcomes

Survey /
feedback
LBB
RBG

Not applicable

Improved resident outcomes – Adult Social
Care Outcomes Framework
• ASCOF 2b
• ASCOF 1a,b,j
Number of Carers’ assessments and
support plans in place
Urgent Community Response Standards
• 2 hr crisis response
• 2 day reablement response
Avoided admissions - Reduced ED
attendances. Inferred through monitoring
of: How many referrals are made by LAS to
Rapid / JET?
Reduce LOS in acute beds for target cohort
- number of patients on DPTL list 21+ days

Current
measure (Q2
20/21)

Target

Slight increase
Average 3 per
month (Apr –
Aug)
QEH 30

1 per day

How is this being achieved?
Patient comms & engagement re feedback

GP /
Hospice
Oxleas /
LBB /
RBG
LAS / JET
/ Rapid
LGT/DVH
/PRUH

Increase step up admissions into
community beds – referrals to ECH and
Meadowview from JET & Rapid teams

ICB

Increase activity in Home First pathways –
numbers of discharges in each of the D2A
pathways

QEH/PRU
H/DVH
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<2 per month
to Rapid
response
teams
QEH 100+
March 2020

Improve connectivity between LAS crews and
rapid teams
Discharge co-ordinator / case finder roles
Improved discharge routes from acute

50% P0
40% P1
4% P2
1% P3

Medics in Rapid teams to improve referral
routes into ICB
Comms plan to increase knowledge of step up
capacity
Increase capacity in Rapid Response teams
and community teams
Improve referral routes
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Increase proportion of achieving death in
usual place of residence - Inferred through
monitoring of reduction in hospital deaths
(exclude maternity & paediatrics)

ONS

CMC Records utilisation

QEH,
Hospice,
GP
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~25% die at
home ~70%
want to die at
home

Improved discharge pathways
Immediate home support – admission
prevention
Improved communication
Improved staff skills in EoLC
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8. Impact Assessments
8.1 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:
Awaiting final comments from IG Compliance Manager

Yes
Yes
Yes

Any other comments:

2b DPIA
Questionnaire CMC 08

For an innovative, mobile, fast-moving community service, the development of effective IT, electronic recording
and telecommunications systems will be key. In view of the importance of workforce, IT and estates services to
the success, quality and cost effectiveness of integrating our IT services. This programme of work will be
supported by the Bexley and Greenwich System Digital Programme.

8.2 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
actions where negative
Quality Area
Details of any positive or negative impacts
Rating
impacts have been
identified
Patient safety
Clinical effectiveness
Patient experience
Inequalities of care
Staff experience
Targets and performance
Promoting wellbeing
Comments

8.3 Equalities Impact
Has the EIA screening been completed and reviewed by the Equalities Lead?
Full Equality Impact Assessment (EIA):
Have three or more potential negative impacts been identified through the EIA screening?
Have any potential negative impacts been identified that cannot be mitigated
If YES to the above, a full Equalities Impact Assessment is required. Has a full EIA been
completed and attached?
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.
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The following people are
protected by the Equality Act
2010:

Age

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

Details of any
negative impact

Positive
Impact

Disability

N/A

Gender reassignment

N/A

Pregnancy & maternity

N/A

Marriage & civil partnership
Positive
Impact

Race

Positive
Impact

N/A

Religion or belief

Details of any positive impact
Older people are more likely to require the
input of health and care services therefore
they are most likely to benefit from the
improvements outlined in this business
cas
All groups will have access to the Home
First pathways based on clinical need and
irrelevant of any protected characteristics.
For disabled people in particular
avoidance of a hospital admission and
receiving care in their own home will be of
benefit. For patients with a disability this
will mean difficult situations due to
limitations of their disabilities can be preplanned and prepared for
All groups will have access to the Home
First pathways based on clinical need and
irrelevant of any protected characteristics
All groups will have access to the Home
First pathways based on clinical need and
irrelevant of any protected characteristics
All groups will have access to the Home
First pathways based on clinical need and
irrelevant of any protected characteristics
All groups will have access to the Home
First pathways based on clinical need and
irrelevant of any protected characteristics.
For patients whose first language is not
English the time to discuss and plan
interventions in advance or within familiar
surroundings means the language
barriers that often arise at times of
emergency / unplanned health
interventions can be minimised.
All groups will have access to the CMC
based on clinical need and irrelevant of
any protected characteristics

Patients being cared for at home will have
more opportunity to practice their own
faith and follow end of life rituals
N/A
All groups will have access to the Home
Sex
First pathways based on clinical need and
irrelevant of any protected characteristics
N/A
All groups will have access to the Home
Sexual orientation
First pathways based on clinical need and
irrelevant of any protected characteristics
In addition to protected characteristics, consider the following potential impacts:
Will the proposal have an
The frailty programmes will identify those
impact on lifestyle? (E.g. diet,
most at risk of admission to hospital and
nutrition, exercise, physical
Yes
support them to make changes to lifestyle
activity, substance use, risk
that will improve health and wellbeing
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taking behaviour, education and
learning)
Will the proposal have an
impact on social environment?
(E.g. social status, employment
– whether paid or not,
social/family support, carers,
stress, income)
Will the proposal have an
impact on physical
environment? (E.g. living
conditions, working conditions,
pollution or climate change,
accidental injury, public safety,
transmission of infectious
diseases)
Will the proposal affect access
to or experience of services?
(E.g. health care, transport,
social services, housing
services, education)
Comments
Please see embedded checklist:

Support will be provided to carers to
enable them to better cope and to have a
better bereavement outcome

Yes

More joined up discharge planning will
ensure plans are explicit and more people
are able to return home with the right
support, equipment and modifications to
their environment to meet their needs.

Yes

More people will be able to access
services within their own home rather than
needing to attend hospital services

Yes

Home%20First%20Ad
apted%20EQIA%20an

8.4 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
Dedicated Pharmacy Input into our Home First Pathways will
Medicines and prescribing
optimise the use of medicines and have a high impact on on
including quantities and
Yes
patient experience, health outcomes and costs and reducing
care settings.
inappropriate polypharmacy.
Existing premises to be used – including patient’s own home.
Estates, premises or
Potential for increased demand on some out of hospital
equipment – ensure
No
services
inclusion in sections 2 and
Potential for increased demand on some equipment as
9
activity shifts from acute to community provision
Greater connectivity between services would benefit from
ICT premises or
improved technical connectivity to support the improved
Yes
equipment
personal communication. This is closely linked to the digital
programme
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9. Implementation Plan
Summarise the implementation plan, with key milestones and resources required to deliver this
9.1 Implementation timeline
An outline implementation plan has been drawn up which emphasises the challenge of becoming fully operational
whilst acknowledging that several elements of our model are already in place via interim arrangements. At the
time of writing this it also remains unclear both how long and the impact Covid will have on implementation
timelines. The following table provides a summary timeline subject to our position with Covid and contracting
framework which is due out in March 2021.The plan will be developed and adapted according to our position
through the programme board and borough implementation boards. The plans allow for the following development
phases over a two-year period:
Phase
0

Action
Finalise Intermediate Care Beds

1

Mainstream existing interim
arrangements due to end at end
of March 2021

2

Intermediate Care Beds work
programme

3

Workforce programme

4

Recruit into additional posts
within existing structures
Scoping and development of
JDs for new roles / services –
inform future implementation
phases
Intermediate Care Beds

5

6

Summary deliverables
• Workforce proposals for Intermediate Care
• Detailed recommendation for repurposed
Eltham Beds with recommendation to QEH
Divisional Medicine Board, Oxleas Strategic
Executive, Bexley BBB and Greenwich BBB.
• Develop detailed timeline programme plan to
support both Home First project boards
• Confirm and complete KPI targets once
understand level of funding available.
Once understand financial envelope work through
local Home First project boards to mainstream
roles
• Home First roles – GP / Consultant /
Nurse / Therapists
• QEH Nurse navigator
• QEH ED Therapist
• Age UK Take Home & Settle
• End of Life elements
• CPN roles in reablement
• Accelerator (Bexley) transition into Age
well funding
• Accelerator (Greenwich) transition into
Age well funding
Appoint implementation resource
Intermediate Care Beds - Development of
programme of work to review use / develop
detailed plan for future use / staff engagement
following phase 0 deliverables.
Continued development of programme to ensure
staffing resources are best used across our
systems
Recruitment campaign in line with workforce
programme
Home First Pharmacist
Night sitting
Delirium pathways
LAS pathway administrative support
Recruitment of additional resource to allow
acceptance of more complex cohort of patients to
support winter (interim arrangement)
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7
8
9

Contractual extension of existing
interim arrangements due to end
at end of September 2021
Year one evaluation
Intermediate Care Beds

Phased close down of excess capacity and
repurpose implementation of new model and
servcies
Greenwich frailty programme
Bexley and Greenwich accelerator bid
Agree year 2 plan
Move to new model of provision

Q3 2021/22
Q4 2021/22
Q1 2022/23

9.2 Governance
Implementation will remain at a borough level with the ability to share and collaborate where there is either no
logic in doing it separately or there are greater benefits to sharing. It is also important to recognise from Oxleas,
Queen Elizabeth Hospital, Princess Royal University Hospital and Darenth valley hospital working across multiple
boroughs also presents challenges and duplication. So we are proposing the following structure to take forward
the implementation;

Bexley BBB and
Local Care
Partnership
Resplendent
(Pru & DVH)

Bexley Home
First Project
Board

Oxleas
(TPEG &
Execs)
QEH
Divisional
Med Board

Bexley Urgent Community
Response group

Greenwich BBB
and Healthier
Greenwich
Alliance
Greenwich
Home First
Project Board

Greenwich Urgent Community
Response group

Intermediate Care
QEH Emergency Medicine
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10. Commercial Route
As already detailed, Providers and commissioners worked together through meetings both within each borough
and across borough to co-design a new model of care for Home First for each borough, with the person at the
centre, in order to achieve the best outcomes. The spirit of these have 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.
10.1 Current Commissioning Arrangements in all boroughs
Currently providers are all delivering different aspects of care for patients and residents. Each organisation has its
own contract, service specification and KPIs to achieve. These are commissioned either by borough (through
SEL CCG), or local authorities.
Our key providers are:
-

Lewisham & Greenwich NHS Foundation Trust (Queen Elizabeth Hospital site only)
Oxleas NHS Foundation Trust (Bexley & Greenwich)
Darent Valley Hospital and the Princess Royal have their own version of services but we work with them
for our residents.
Kings College Hospital (The Princess Royal University Hospitals) again they have their own service but
work along side them.
London Borough of Bexley
Royal Borough of Greenwich

10.2 Options Appraisal for Future Delivery Model
It is imperative that Providers each local authority take ownership of the co-designed detailed models in order for it
to achieve its desired patient and resident benefit outcomes. There are 3 options available for the commissioning
and delivery 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 co-design of the models
would be lost
Whole system change will not be realised

Option 2: Partnership Model to deliver system Model
This option would be the opportunity for key stakeholder organisations to develop a joint, integrated partnership
proposal detailing how they would work from a borough level up as well as together as a whole system.
Positives
Would be a continuation of the spirit of stakeholder
organisations who have worked together to develop the
models together.

Negatives
This approach is dependent on key organisations
working together in a collaborative way, working to
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Stakeholders would work together to agree the staffing
and resources needed to deliver the models, 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
health a social 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.

improve care for the patient rather than being focused
purely on their own organisation.

Option 3: Go out to tender: 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 models, within an
agreed financial envelope
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
To date, stakeholders 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.
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 employment at another
organisation.

10.3 Recommendation
In order to build on the relationships, commitment, participation and willingness of our key local stakeholders
across our system, the recommendation is to choose Option 2.
Our local Providers are already providing health and social care for residents and patients across both boroughs
and have been a key part of redesigning the models. By choosing Option 2, key stakeholder providers will be the
driving force for putting the operational detail to the models, working together to provide health and social care
and support one for one another to achieve the same outcome.
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11. Programme Risks
The risks that have been identified and mitigated as part of this strategic commissioning implemention proposal.
Risk Score – RAG rating key
Colour
Green
Yellow
Amber
Red
Score
1–8
4-6
9 – 12
15 – 25
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11.1 Home First Risk Register (as at 18 11 20)

There is a risk that…
Ref

HF1

HF9

HF5

Limited staff to deliver
existing services particularly through
second wave of COVID
demand
The Care Home sector
will not be able to accept
patients back following
admission to hospital
Patients who have not
accessed services due
to COVID are now
accessing provision at a
higher acuity
Limited staff to deliver
new plans

HF2

Delirium pathway cannot
be delivered

Caused by…

Sickness,
vacancies, second
wave of covid
Compliance with
COVID IPC
guidance / limited
COVID positive out
of hospital pathway

Leads to…

Reduced delivery of
existing services

Likel
ihoo
d

4

Slow flow of activity
through our systems

5

4

Lack of additional
capacity to support
plans - all chasing
same pool of staff

Limited mobilisation of
additional services

4

Services not
commissioned due
to lack of funding /
resources / staffing

Patients with needs
associated with delirium
receive inappropriate
care or within
inappropriate setting
putting pressure on those
services

HF4
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4

Ris
k
rati
ng
16

Mitigation
Through Resplendent Pause other services /
redeploy staff from paused services / employ
bank / agency staff
Approval for budget pressures

Mitigat
ed Risk
8

12

Increased demand for
services now and for
future similar occasions particularly district nurses
and EOL provision

Services stood
down during
COVID, patient
choice

Sev
erit
y

3

3

15

12

Clarify COVID positive pathway / Comms to
care home providers
Maintain as many on line services as
possible, follow business continuity plans and
part of SEL sector level response on elective
services

10

4
2

8

Consider pausing pr prioritising development
plans
4

4

2

8

Greenwich - commissioning 5 residential
dementia beds via BCF for winter 2020. Ad
hoc placements / POC
Bexley - Ad hoc placements / POC
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Ref

HF7
HF3

HF6

HF8

HF9

There is a risk that…

Caused by…

Leads to…

Likelih
ood

Se
ver
ity

Risk
ratin
g

Mitigation
Continue to work well as a system / develop
further relationships to discuss interface
issues - particularly with LAS - not members
of Resplendent
Escalate to Surge Hub re potential for LAS
handover performance to be affected
Gap analysis against discharge guidance to
prioritise further actions
Escalation of local position to SEL
Continue to work well as a system / develop
further relationships to discuss interface
issues and how clinical risks are identified
and managed
Agree thresholds and criteria between
services
Clear articulation of pinch points and
escalation policy

Ability to offload
ambulance
conveyances within
required standards

No additional
escalation space at
QEH as per 19/20
due to IPC actions

Delays in admissions via
Ambulance / LAS
delayed onward
responses to other call
outs

3

2

6

New discharge
guidance is not
implemented

Lack of capacity /
staff / space / time to
make changes

Delays to discharge
process

2

2

4

Services /
organisations work in
isolation and interface
between services /
organisations is not as
effective as it could be

Differences in
processes and
behaviours mean
interfaces are not
smooth

Slow flow of activity
through our systems

2

2

4

Patients receiving
delayed care and
potentially at a higher
acuity

2

2

4

Clear communications plan

Ineffective use of
healthcare resources
and poorer outcomes for
patients

3

4

12

Strong engagement with members of the
public on new use of Eltham and show
increased Home First services

Patients will not comply
with prescribed
pathways
Unable to repurpose
Eltham

Patient fear around
contact with service
providers or lack of
understanding of
service availability
Resistance to
changes around
Eltham from political
and public
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12. Conclusion & Recommendation
The key decision required.
We agree our collective position across Bexley and Greenwich that ;
•
•

•
•
•

Home First is a significant priority for Bexley and Greenwich in the interests of our residents.
Additional resources into Bexley and Greenwich systems to enable the further development of the Home
First approach in both boroughs, Accelerator programme and;
o Reinvest resources from Lewisham and Greenwich Trust
o Reinvest resources from Oxleas
Repurpose Eltham and consolidate a new model of Intermediate Care.
Take a procurement option of partnership approach.
Undertake further detailed programme once the envelope of funding is agreed.

Progress to be governed through the Home First Project boards in each borough, Adult Community Services
programme board in Oxleas and finally the Queen Elizabeth Divisional Board.

Page 66

Think
#Home First

190 of 199

13. Glossary of terms
ICS
Integrated Care System
ICB
Intermediate Care Beds
CCG Clinical Commissioning Group
RBG Royal Borough of Greenwich
LBB
London Borough of Bexley
EOL
End of Life
SEL
South East London
NHS
National Health Service
LGT
Lewisham & Greenwich NHS Trust
ED
Emergency Department
D2A
Discharge To Assess
LOS
Length of Stay
NICE National Institute for Health and Care Excellence
MDT Multi-disciplinary Team
LOS
Length of Stay
LAS
London Ambulance Service
JET
Joint Emergency Team (Greenwich Rapid Response Service)
AHP
Allied Health Professionals
FYFV Five Year Forward View
CQUIN Clinical Quality Indicator
CMC Co-ordinate My Care (Web based platform for sharing high level information regarding
patients)
LLOS Long Length of Stay
QEH Queen Elizabeth Hospital
TUPE Transfer of Undertakings (Protection of Employment) regulations
KPI
Key Performance Indicator
GP
General Practitioner
DVH
Darent Valley Hospital
WTE Whole Time Equivalent
IV
Intravenous
EHCH Enhanced Health in Care Homes
PRUH Princess Royal University Hospital
ONS Office for National Statistics
FNOF Fractured Neck of Femur
DTOC Delayed Transfer of Care
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14. Version Control
Version
Date Amended
Number
0.1
0.2
0.3
0.4
0.5
0.6
0.7
0.8

By Whom

Nature of Amendments

Jayne Mason
Jayne Mason
Jayne Mason

First draft
Further revision of model
Circulated to Oxleas ACS group for early comments – Iain
Dimond, Lisa Cooper, Helen Jones, Tom Clark, Sarah Burchell
Revised following feedback at Oxleas ACS

Jayne Mason
Jayne Mason
Jayne Mason
Jayne Mason
Jayne Mason
17 11 20
Jayne Mason

0.9

18 11 20

10

23 11 20

11

25 11 20

12

25 11 20

13

30 11 20

13_1

01 12 20

Robert Shaw
Jayne Mason
Robert Shaw
Robert Shaw
Robert Shaw
Robert Shaw

13_2

07 12 20

Refreshed in preparation for discussion at Oxleas TPEG
Case for change and model revised following feedback from Dr
Lesley Bull (Bexley GP), Susie Merrison (Oxleas Therapy Lead),
Dr Tom Clark (Consultant, Oxleas), Lisa Hancock (SEL CCG),
Alison Rogers (SEL CCG & LBB)
Data and Finance section revised following conversation with
Steve Spears and feedback from Azara Mukhtar (Oxleas), Julie
Witherall (SEL CCG, Bexley) & Annie Norton (SEL CCG,
Greenwich)
Review, formatting, content and structure
Addition of End of Life Elements, Implementation Plan and
Glossary of Terms
Updates to Eltham options, feedback from Oxleas ACS
programme board and workforce
Feedback from Helen Smith (SEL) updates to financial, activity
and executive summary
Population information, Accelerator, further financial, Rachel M
and Lisa C feedback
Feedback from RBG (Nick and Devora), Angela Dawe, Lisa
Cooper, Rachel Matherson, Tom Clark, Sarah Burchell, Helen
Jones, London Borough of Bexley Adult Social Care Senior
Management Team
Commercial sectioned drafted

13_2_2

13_2_3

Robert Shaw

Feedback from LBB workshop session
Narrative change to strategic implementation rather than
business case to implement through contracting and planning.
Governance section updates
Inclusion of ASCOF metrics to KPIs
Update exec summary
Update finance tables
Replace national case example with local resident examples

Robert Shaw

Hospice and Kate Heaps feedback
Financial feedback
Bexley Local Care Partnership feedback
Finance Bexley feedback from Julie Witherall
Oxleas TPEG, Strategic Exec and Strategic
General Typos
Updated EQIA, DPIA
KPIs – Carers assessments and support plans
Note to develop baseline position in financials to demonstrate
cost avoidance in emergency medicine.

24_01_21

02_02_21
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Enclosure: H Agenda Item: 4(iii)
“I’m quite anxious myself at the
moment, and its so nice to have a chat
with someone, share your life stories and
listen to stories about their life. Its nice
to make friends even if they are just on
the end of the telephone.”

“Volunteering has been a life saver
for me this year”
A volunteer just rang to say that she’s
really enjoying her match with our
client and that she found out that it is
her 89th birthday next week! The lady
said she never normally has anyone to
celebrate with as she doesn’t have any
family but now the volunteer is going
to call and share some virtual birthday
cake with her!

“A positive experience, whilst
telephoning befriending has supported
vulnerable people, it has also given me
a sense f worth to know that I can
make a difference at this challenging
time.”

“Volunteering with Community
Connect has made me realise I am
in the wrong job. I’ve been applying
for lots of charity roles and hope to
make a difference every day rather
than just during my phone calls.”

“Doreen* now has a grab rail and a blue
badge. She is in such good spirits.
Volunteering is an enjoyable pleasure
during these difficult times for us all”.
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“Just wanted to say how much I
enjoyed my session today. Firstly it
helped being indoors lol but I loved
meeting everyone and having a
good chat with the people waiting.
Felt good being useful!”

“I completed my first shift last night. I
never thought I’d be so happy to stand
outside in the rain. I had lots of ‘thank
you’s’ from people who were very
appreciative of the support received
and I was very happy to be of help”.
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ENCLOSURE: I
AGENDA ITEM: 7

BEXLEY BOROUGH BASED BOARD
Minutes of the meeting on Thursday, 10 December 2020
1.00 to 2.00 pm
Video Conference - MS Teams Live
PRESENT:
Dr Sid Deshmukh (SD) – BBB Chair
Dr Clive Anggiansah (CA) – GP Lead, Bexley
Stuart Rowbotham (SR) – Bexley Borough Based Director, SEL CCG and Director of Adult
Social Care & Health (ASCH), LBB
Robert Shaw (RS) – Director of System Development (Bexley & Greenwich, Oxleas and
LGT)
Keith Wood (KW) – Lay Member, Bexley
Dr Richard Money (RM) – Chair, LMC
Alison Rogers (AR) – Acting Director of Integrated Commissioning (Bexley)
Julie Witherall (JW) – Associate Director of Finance (Bexley)
Yolanda Dennehy (YD) – Deputy Director, Adult Social Care, LBB
IN ATTENDANCE:
Michelle Barber (MB) – Programme Lead (Bexley & Greenwich)
Simon Beard (SB) – Associate Director of Corporate Operations (SEL CCG)
Carol Berry (CB) – Corporate Governance Lead (Bexley)
Vanessa Davies (VD) – Business Support Lead (Bexley)
Sue Wright (SW) – PA, Corporate Services (Bexley)
APOLOGIES:
Diana Braithwaite (DB) – Borough Director - Operations (Bexley)
Dr Anjan Ghosh (AG) – Director of Public Health, LBB
Stephen Kitchman (SK) – Director of Services for Children & Young People, LBB
Jayne Garfield-Field (JG-F), Chief Executive, Healthwatch
Rikki Garcia (RG) – Chair, Healthwatch Advisory Group

1.

Actioned by

Introductions

SD welcomed everyone to the meeting. Introductions and apologies were
made.

Clinical Chair: Dr Jonty Heaversedge

1

SD

Accountable Officer: Andrew Bland
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2.

Declarations of Interest

SD

There were no declarations of interest.
The minutes of the last Borough Based Board Meeting (in Public) were
noted.
3.

Borough Based Business
Borough Based Board 5 November 2020 – Ratification of decisions
The following amendment was noted to the paper (Enc C) – namely:
“3.9 - Members of the Borough Based Board are asked to ‘approve’ in line
with the financial standing instructions £50,647 to fund essential gaps in
resources for Quarter 4 of 2020/21 from the Community Investment budget
as referenced in 3.2 (ii)”. This should make reference to section 3.6 of the
paper.
Home First Business Case – Financial Case for approval

AR

This was previously endorsed at the September BBB meeting with the
caveat that the financial details were brought back here for approval and
ratification.
Members of the Borough Based Board APPROVED the SEL CCG financial
contribution to the cost of the Home First Service to support hospital
discharge during winter 2020/21 at £248,277.
Diabetes System Development Programme – Business Case for
endorsement

RS

Members of the Borough Based Board RECOMMENDED the business
case with Option 2 to go forward to SEL CCG.
Members of the Borough Based Board APPROVED in line with the
financial standing instructions £50,647 to fund essential gaps in resources
for Quarter 4 of 2020/21 from the Community Investment budget.
Bexley’s Special Educational Needs and/or Disability (SEND) Strategy
2020-2023 – for endorsement

AR

Members of the Borough Based Board ENDORSED the SEND Strategy.
4

Continuing Healthcare (CHC) Home Care – Process for approval

AR

Bexley currently spot purchases non-specialist home care CHC clients
using the London Borough of Bexley (LBB) home care framework. LBB is
planning to commission a different model of home care, via a smaller
number of providers working as trusted partners to deliver home care in a
defined geographical area, based on the three Local Care Network (LCN)
areas. There will a consortium of three providers in each LCN, with a lead

Clinical Chair: Dr Jonty Heaversedge

2

Accountable Officer: Andrew Bland
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provider.
Members of the Borough Based Board:
1) APPROVED Option 1 and AUTHORISED the CHC team to work
with LBB to ensure their requirements are included and the facility
to spot purchase from the respective LCN consortia included; and
2) APPROVED Option 2 for the CHC budgets to be included in year
two of the contract, subject to the due diligence outlined and a
further decision by SEL CCG.
5

Finance

JW

Month 7 Financial Position
JW highlighted some key points:
•
•

•

•
•

•
•

•

For months 7 to 12, the CCG is returning to a more “regular”
funding arrangement and has received a fixed budget allocation for
this period.
Top-up payments for months 1 to 6 will result in a break even
position. These are now allocated at borough level and therefore
for Months 7 to 12, the CCG is now back in proper budgetary
control and in a management situation whereby it does have to be
very mindful of what is being spent. The system allocation cannot
be exceeded.
The CCG has received funding to cover its Business as Usual
(BAU) activities. Against its recurrent BAU budget during month 7,
the CCG has reported a break-even position in line with its financial
plan.
Underspend of £42k on the CHC budgets - an improvement on the
month 6 position, in part due to the QIPP requirement for the year
being reduced to 25%.
Overspend of £70k on Mental Health in respect of Cost per Case
placements including complex care and S.117 clients. This has
been identified as an ongoing issue all year. The budget holder is
continuing to review all MH expenditure to establish if there is any
scope for any underspends plus continuing to undertake a review of
clients to assist with mitigating this position which is a continuation
of the trend from last year.
Overspend of £58k arising from the pressures around the
Prescribing budgets taking into account that 75% of the QIPP ask
has been reversed for the period of months 7 to 12.
Bexley borough has incurred year to date, £6,943k of COVIDrelated expenditure, which includes spend on Primary Care, the
CCG BAU budget and the amount incurred by LBB in respect of
Hospital Discharge Schemes 1 and 2 for which the CCG will
reimburse the Council.
At month 7, Bexley is reporting a £99k underspend against its
indicative financial allocation. The pressures on MH cost per case

Clinical Chair: Dr Jonty Heaversedge

3

Accountable Officer: Andrew Bland
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budget and the prescribing budget are being offset by offset by the
underspend on the CHC and Corporate budgets) and therefore the
CCG is in a reasonable position.
Members of the Borough Based Board:
1) DISCUSSED and NOTED the Month 7 (October 2020) financial
position for both NHS South East London CCG and Bexley Borough.
2) NOTED the details of the final annual 2020/21 allocation (programme
and running costs) received and expenditure to date for both NHS
South East London CCG and Bexley Borough.
3) NOTED the returns made to NHS England reporting the Month 7
financial position of NHS South East London CCG.
4) DISCUSSED and NOTED the key risks identified for NHS South East
London CCG and how they relate to Bexley Borough.
5) NOTED the details of the COVID-19 expenditure to date for both NHS
South East London CCG and Bexley Borough.
6

Public Forum – questions received in advance of the meeting
A question was received in advance of the meeting in the form of a letter.
As per the policy, this will be responded to formally within 10 working days.

7

CB

Any Other Business
There was no other business.

8

Date of next meeting – Thursday, 28 January 2021 – 2.00 to 4.00 pm MS Teams Live Event

Clinical Chair: Dr Jonty Heaversedge

4

Accountable Officer: Andrew Bland
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