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Executive Summary
In response to the emerging Covid-19 pandemic, all local health and care systems were required to put in place a Single
Point of Access (SPA) arrangement to enable the timely discharge of patients and to avoid hospitals becoming
overwhelmed.
The One Bromley health and care partnership put in place a SPA infrastructure made up of:
•
•

A multi-agency clinical triage system, and
Integrated pathways that supported people being discharge into the community and or care homes with rehab and
therapies support

The SPA achieved exactly what is was set up to achieve. Between March 2020 – March 2021; 3047 residents were
discharged in a timely fashion and into the community and, equally as important, with the support that was right for
them (on average each resident required 2 community services). 11,730 bed days were saved at the PRUH. All One
Bromley agencies played a significant part in this success and each benefited from their participation.
Creating a successful SPA was helped by:
•
•
•

Building on existing positive relations across One Bromley agencies
All agencies working to a clear and single purpose in responding to the pandemic
Additional NHS Covid funds that enabled greater capacity across the system and paid for the first stages of all
discharges out of the PRUH

An impact analysis of the SPA conducted by the CCG and LBB, in consultation with stakeholders, has made
recommendations on commissioning the SPA to support Bromley discharge arrangements into the future and after the
pandemic. Key to enabling this is:
• One Bromley agencies making permanent their resource input into the SPA arrangements
• Replacing and or negating the need for the interim NHS Covid and transformation funds used to fund part of the SPA
arrangements
• Mitigating the financial risks to the Local Authority of inappropriate supported discharges into the community
• Consolidating and then further transforming the SPA clinical triage arrangements and pathways through additional
investment afforded from the financial benefits realised by the PRUH through timely discharge
• Putting in place SPA governance arrangements that manage risk and give oversight to performance and continuous
improvement
It is recommended that the Borough Based Board agrees to :

• Make permanent the SPA and hospital discharge arrangements developed throughout Covid19
• Formalising and collocating the reorganised clinical triage staff from all organisations into a permanent SPA
arrangement
• Updating Bromley Healthcare contractual arrangements to reflect the new delivery model
• Formalising the current discharge arrangements (health professional assessing for discharge support needs and
referring to the SPA) into a recognised Trusted Assessment, to enable financial assessments and client contribution
to be initiated from the point of hospital discharge and therefore not offering a free at the point of discharge service
and mitigating the potential financial impact on the Local Authority
• Hospital Care Management remain in the community with oversight of hospital discharge decision making via Care
Management capacity in the SPA triaging referrals and reviewing long term care and support needs in a more
appropriate community-based setting
• These arrangements to be supported by formal governance arrangements and memorandum of understanding
• Re-directing acute resource in response to the impact the SPA and discharge pathways has on reducing acute bed
days – further enhancing the model to an exemplary standard
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1. Context
On the 19th March 2020 the government published ‘Covid-19 Hospital Discharge Service Requirements’ which stated
unless required to be in hospital, patients must not remain in an NHS bed. The guidance required acute trusts and
community health and social care providers to work together to deliver a discharge to assess model that facilitates
immediate discharge from hospital with assessment of need taking place in the community.
Guidance outlined four discharge pathways with pathway 0 being managed by the Trust and pathways 1-3 being
accessed via a Single Point of Access (SPA) for community health and social care services.
The single point of access was required to:
•
•
•
•
•
•

Function seven days a week 8am-8pm
Provide a single route for all community health and social care services
Accept assessments from hospital staff on the needs of individuals
Use multidisciplinary teams on the day of discharge to assess and range packages of support
Provide timely access to equipment
Maintain the flow of patients through the pathway ensuring assessment of long term care and support needs
are undertaken following a period of recovery
In Bromley the local system pulled together to build on the existing strong foundations including the Bromley
Health Care (BHC) Care Coordination Centre; the Local Authority Discharge to Assess model; the Transfer of Care
Bureau (ToCB) and a system of strong working relationships to deliver a comprehensive and robust model.

The new model was implemented from April 2020 with the following core components:
•
•
•

a discharge to assess model with the Transfer of Care Bureau assessing and coordinating all
supported discharge
a single point of access to clinically triage all referrals from hospitals
wider infrastructure change to support and manage a residents transition back into the community

The model has been proven to successfully facilitate timely discharges whilst ensuring residents are
central to decision making and independence maximised. Since its introduction, residents admitted to
the PRUH and requiring a supported discharge (pathway 1- 3) have experienced a significant decrease
in their length of stay from on average 20 days to 15 days (a 25% reduction).
From April 2020- February 2021 this equates to 11,730 saved bed days.

Source: KCH Sunrise Data

2. Key System Benefits
1

2

3

Simple, resident focused discharge
process

Greater flexibility with resources

More responsive to changing needs

Managing a resident's access to services

A single, simplified referral process with
effective clinical triage and post discharge
MDT working to flexibly meet needs and
choice

within a single access point, resources can
be used flexibly to prevent delays or gaps;
ensure timely discharge; enable individuals
to return and remain at home; maximise
independence and prevent admission.

The SPA has facilitated a professional
network across all community pathways
which allows for a reactive approach to
post-discharge changes/issues (this has
been essential within the current context
where a resident’s needs can be
unpredictable).

4
Improved patient flow
There has been a significant decrease in
DTOC and length of stay for patients
requiring supported discharge at the PRUH
(from 20-15 days).

5
Greater depth and quality of
assessment
The discharge to assess model allows an
assessment to begin within the hospital
and then be continued at home, allowing
for the resident’s immediate and longerterm needs to be more appropriately
evaluated and more opportunity for
choices to be explored.

6
System wide analysis of urgent care
activity

7
The SPA is able to gather system wide
intelligence to identify and understand
activity and needs which can be used to
ensure commissioned services are meeting
local needs.

3. Operating model
There are 2 key components to the SPA, a clinical triaging system and a wider infrastructure that
supports and manages a residents transition back into the community.

3.1 Clinical triaging system operating model

3.2 Clinical triaging system resource overview
Partners from across the system have collaborated resources to form a SPA and work as a virtual Multi-Disciplinary
Team (MDT) simplifying the hospital discharge process.
The SPA operates 7 days a week 8am-8pm. Funds from Winter Transformation and NHS Covid monies have provided
extra capacity. In total 11.9 FTE were mobilised into the SPA

DISCLAIMER
Please note, the following slides detailing costs and activity relate to Covid 19 discharge guidance
which included groups not typically provided for by LBB or the CCG.

The Covid19 discharge funding allowed LBB and the CCG to claim for all post discharge support
costs for those discharged between March-September 2020 and up to 6 weeks worth of costs from
September 2020 onwards. This included any new or increased care for the following groups:
•

LBB funded

•

CHC

•

Self funding

•

Out of borough residents (Q1 and Q2 2020 only)

•

Homeless

It is assumed that new guidance will be introduced and will likely be more reflected of pre covid
discharge guidance.

4. Activity overview
The graph below describes all activity that has been triaged through the SPA by outcome pathway for April 2020 – 2021:
SPA referral pathway April 2020 - January 2021
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Source: BHC SPA Dashboard

5. Referral pathways by organisation
The graph below details the percentage of activity (not capacity) by pathway for all referrals processed through the SPA
from April 2020 – 2021. Of which, 6% relates to onward referrals to the CCG, 27% to LBB and 67% to BCH services.
It should be noted that district nursing has seen a sharp increase in referrals due to the pandemic, this level of activity is
unlikely to continue post Covid19.

Source: BHC SPA Dashboard and CHC reporting

6. Impact analysis
The following slides outline how the new SPA arrangements have impacted on the following areas:
1.
2.
3.
4.
5.
6.
7.
8.

LBB Care Management
Bromley healthcare
Kings College hospital
Brokerage
Equipment
CHC/St Christopher’s
Oxleas
Bromleywell

With a key focus on the following factors:

Operating
model

Activity
levels

Financial
impact

Future
model

1.1 Impact on LBB Care Management (Hospital Social Work) process
Due to the Covid19 pandemic, the Hospital Social Work team have moved to home based working (unless there is a
necessity for a home visit). A discharge to assess model was implemented at pace with trusted assessor
assessments being conducted by Discharge Coordinators (DISCO) from the Transfer of Care Bureau (ToCB),
facilitating both new packages and placements (building on the existing trusted assessor model in place for
restarts).
From March 2020, Care managers now carry out Care Act assessments within the community (and Section 42
Safeguarding, Human Rights assessments where appropriate). The team continues to work along the ToCB,
supporting with placement eligibility enquires where required. Representatives from the team attend weekly SPA
MDT meetings to support with transition management.

1.2 Impact on referrals to LBB Care Management (Hospital Social Work)

On average the hospital social work team have received 149 referrals a month between April 2020-January 2021. All
patients who were referred on to LBB required a care assessment.

Please note data is sourced from Carefirst reports; VMTD list and SPA impact analysis Carefirst and validated by the Adults Demand Management Monitoring
Report, MDT lists and internal care management recording. The SPA referral data is sourced from Bromley HealthCare SPA dashboard report

1.3 Impact on referrals to LBB Care Management (Hospital Social Work)
Comparison between SPA referrals for placements April 2020-Jan 20201 with LBB and CHS
placements combined 19/20
As shown, placements reduced during the pandemic.

Source: Carefirst activity report, LBB brokerage
dashboard and CHS activity report

1.4 Impact on referrals to LBB Care Management (Hospital Social Work)
Comparison between SPA referrals for domcare April 2020-Jan 20201 with NODs for domcare 19/20
As shown, brokerage of domcare packages by LBB have increased during the pandemic although it
should be noted that that the 2019/20 comparison does not include CHC and self funder activity.

1

1 Please note that 2019/20 NOD data excludes CHC and self funder activity

Source:Carefirst activity report

1.5 Impact of timely discharge and up to 6 week free care on costs
First 5 day costs November 2020
It is estimated that the new SPA infrastructure has, on average, reduced length of stay by 5 days. The indicative cost
of these 5 days to LBB for patients discharged in November is between £15,834 - £29,270.
The transformation programme will need to examine the cashable impact of this to LBB following the revised
discharge guidance, if any.
Please note - If applied, the DTOC charge for this cohort would be £73,500 (£175 per day).

6 Week Costs November 2020
Table 1 below shows that for the month of November, LBB recharged £245,774 (assumed 6%, £14,746 relates to CHC
activity).
November Recharge

Number of residents

Recharge total

Packages

197

£157,926

Care home

33

£81,113

Other

23

£6735

Total

253

£245,774

Table 1 – November 2020 recharge activity(Source :LBB Finance HDP (LA & CCG) SPEND MONITORING)

1.6 Impact of Covid19 and policy framework on 6 week costs
The following graphic outlines 5 key factors that will impact upon the 6 week funding figure
post Covid with a return to the usual policy and governance framework. These factors assume a likely reduction of costs
by £145,181 to £100,563 per month.

£100,563
per month for as
is D2A model
(post covid
environment)
for all new and
step up to
placement
residents who
are not eligible
for reablement
or rehab for up
to 6 weeks.

1.7 Impact of D2A model 6 week costs
During the pandemic the hospital discharge guidance gave patients being discharged from hospital
access to care funding for up to 6 weeks. Prior to this, the local D2A model sought to have assessed residents within 2
weeks of discharge. The Bexley and Greenwich Homefirst D2A model aims to assess patients within 4 days of
discharge. The graphic below illustrates how the length of time between discharge and Care Act and financial
assessment significantly impacts upon the temporary funding requirement.

Alternative
options

1

2

Recommended assessment model

Needs assessments completed within the hospital by
trusted assessor with continued assessment by CM post
discharge (allowing financial assessment to be back dated to
the date of discharge)

3

Hospital Social Work Team return to hospital

The hospital social work team return to working within the
hospital and complete Care Act assessments and brokerage
of long term care prior to discharge.

1.8 Long term financial impact for Pathway 1 on LBB care costs
Pathway 1 Impact at 6 week and 12 weeks (November 2020)
Indicative costs per
week for new clients
open post 12 weeks
£3955
(includes client
contributions where
available)

This data strongly suggests that
there seems to be a NET
reduction in volumes of clients
in the system post 12 weeks
from a November 2020 hospital
discharge.
This is likely to be because of
high mortality rates.
*Source Bromley Healthcare SPA Dashboard

Source: Carefirst Records (manual check) validated by Carefirst SPA impact report

1.9 Long term financial impact for Pathway 3 on LBB care costs
Pathway 3 Impact at 6 week and 12 weeks (November 2020)

Indicative costs per
week for new clients
open post 12 weeks
£1499
(excluding client
contributions)

Again, this data strongly
suggests that there seems to be
a NET reduction in volumes of
clients in the system post 12
weeks from a November 2020
hospital discharge.
This is likely to be because of
high mortality rates.
*Source Bromley Healthcare SPA Dashboard

Source: Carefirst Records (manual check) validated by Carefirst SPA impact report

2.1 Bromley Healthcare

Throughout the pandemic, Bromley healthcare have significantly increased the flow through rehab/Reab
pathways as well as created an ‘urgent response’ approach with RATT and Rapid Response to maintain safety
and independence at home, alongside the wider professional network. An increase in rehab as a default step
and ‘step up’ post discharge is also ensuring everyone is able to access rehab and reablement not just at the
point of discharge.
The more flexible use of resources across the urgent and unplanned care services, has meant all demand has
been met consistently throughout the pandemic as well as provided an additional safety net to the wider system
including bridging of care and emergency response when issues arise post discharge and in the community.

2.2 Bromley Healthcare

On average Bromley Healthcare received 230 district nursing, 102 Reab/rehab, 50 RATT and 45 bedded rehab referrals
a month between April 2020-January 2021.
The Integrated rehab and reablement pathway has achieved great economies of scale enabling more residents to
access the pathway and increasingly used as a default step for ‘new’ clients/patients. In addition the resource has
been used to bridge care in the case of emergency for the whole system and has ‘stepped up’ increasing numbers from
community services and post discharge ensuring access to rehab/reab not just at the point of discharge.

Source: BHC performance dashboard

3.1 Kings College Hospital

Due to the Covid19 pandemic, the Transfer of Care Bureau has assumed responsibility for supported discharges.
The team of discharge coordinators has been restructured to meet the change in demands. Following the new
government policy framework all discharges have been carried out under a discharge to assess model.

3.2 Kings College Hospital

The graph below shows the volumes of supported discharges from the Princess Royal University Hospital. It shows
that although there was variance from week to week, overall activity has largely remained consistent within the pre
Covid19 activity range (between 150-225 from October 2019 – January 2021). Since mid April, all supported
discharge activity is managed by discharge coordinators in the Transfer of Care Bureau.

1

3

2

Source: PRUH activity dashboard

1 This peak in activity can be attributed

to the surge in discharge activity as the
hospital prepared for Wave 1.

2 This dip in activity can be linked to the
period when all but 2 DISCO’s were
redeployed to meet other demands.

3 This dip activity can be related to the

higher RIP rate that the hospital
experienced during the second Wave.

4. Brokerage

London Borough of Bromley brokage team extended their provision to cover all D2A and CHC Domcare
packages. The team has also managed service line entry on Carefirst for all packages, requests from
agencies for changes in need and are active members of the MDT.
Kings extended their self funder provision to cover all nursing and residential placements under Covid
funding at the point of discharge. This included all LBB discharges from April 2020.

CHS experienced an uplift in activity due to Covid demands (to an average of 30-38 placements per
month). Going forward, a stronger homefirst model should mitigate this increase.
The LBB brokerage team have seen an increase in activity in regards to Domcare where activity has
been significantly higher then previous years.

Option 1 – Retain covid19 model (as above)
Option 2 – LBB resume making discharge placements to care homes
Please note, further work is required to model the impact on brokerage and any associated resourcing
requirements once the SPA operating model and Kings commissioning intentions have been agreed.

5. CHC/ St Christopher’s
Representatives from St Christopher’s have attended the weekly SPA MDT and a streamline CHC
referral pathway has been put in place to ensure timely and effective handover for CHC assessments.
This new arrangement has provided greater assurance for LBB and ensured the system is responsive
when residents rapidly deteriorate.
Throughout the pandemic the PRUH has stopped completing CHC checklists, with DST being identified
by clinical triage in the SPA. There have been no problems arising from this approach.

1

Source: CHC activity reporting

5.1 CHC/ St Christopher’s
•

Restart CHC assessment and recharge model (precovid)

•

Maintain CHC/LBB pathways interface and joint working (Pre- and throughout Covid)

•

Maintain model for St Christopher’s

6. Oxleas
Representatives from Oxleas have attended the weekly SPA MDT however there is further work to
ensure assessment pathways are streamlined and able to be completed in a timely way. In particular,
challenges between identifying whether a residents mental health needs are related to a physical issue
have led to barriers in onward referrals for assessment and safety issues.

Further work during Qtr 1 and 2 is required to development the mental health pathway particularly in
regards to embedding the D2A model, timely assessment, strengthened clinical governance and safety
mechanisms. It is proposed that an interim pathway development lead is mobilised to support this
work.

7. Bromleywell
Bromley well have continued to be an effective partner, supporting discharges with services such as the
Take Home and Settle service which ensure safe transition home and the Handyman and Deep Clean
services which ensure residents can safely return home.
The primary and secondary intervention service will be recommissioned for 2020 (this process and
associated discussions will operate outside of this review).

7. Recommended model
A Single Point of Access system commissioned jointly by LBB and the CCG to manage timely and effective discharge into
the community, providing choice and control and supporting residents in there transition home. The model will co locate
resources to provide clinical triage and a multi disciplinary approach to post discharge management, formulising
accountability, organisational governance and mitigating financial risk to partners.

This approach
removes the
need for a 6
week funding
budget.

7.1 Clinical triage arrangements

To sustain the existing
model of clinical
triage there is a
funding gap of 2FTE
nurses

8. Next Steps

Transform
Implement
Local implementation plans to be
developed and contractual
developments undertaken.

Sign off
Joint agreement and sign off at ONE
Bromley than to be signed off by BBB
(with input from Health Scrutiny,
HWBB and ICB).

SPA Nominated

Further development work with
partners and investment of acute
monies to further enhance the
hospital discharge offer.

