OFFICIAL

COVID-19:
Lewisham system
recovery update
Lewisham Health and Care
Partnership
August 2021
Version 5.0

1

OFFICIAL

Contents
Lewisham Borough COVID-19 System Recovery Update

page

1

Executive Summary and Context

3

2

Population health

6

3

COVID-19 – what changed

9

4

Delivering Recovery

11

6

Finance

25

APPENDICES:
Partnership structure – board details
LHCP ways of working

28

2

OFFICIAL

1. EXECUTIVE SUMMARY AND CONTEXT
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1. Executive Summary
The Health and Care System Recovery Plan set out Lewisham’s approach to managing the recovery of the health and care
system over an 18 month period. The plan formed an integral part of both the Lewisham Borough COVID Recovery Plan and
South-East London (SEL CCG) CCG’s COVID Recovery Plan. Wide-ranging engagement took place with users and carers which
informed the content of the plan and the subsequent approach to implementation and delivery. The Lewisham Health and
Care System Recovery Plan was approved by the Borough Based Board on 22 September 2020.
Implementation of the recovery plan is reflected in service delivery plans and progress is reported regularly to the Lewisham
Health and Care Partnership and Borough Based Board.
During COVID waves 1 and 2, Lewisham experienced three lockdown periods. The main impact of COVID-19 was on
residents, especially those who were frail and alone. There have also been reports of staff being traumatised by the
experience of caring for people during lockdowns. The Council and CCG have worked closely with providers in offering as
much support as is practicable in a continuously evolving situation that a lot of people have found very unsettling and, in
some cases, life changing.
Ongoing challenges remain. The pandemic continues – we are likely to need to adapt to a world where waves of variant
COVID appear – and this highlights the importance of the national and global immunisation programme and ongoing use of
test and trace.
As summer progresses we need to consider delivery of Autumnal Flu and possible COVID-19 booster immunisation
programmes to meet new and emerging winter pressures, recognising that the current COVID-19 vaccination programme is
continuing.
There is significant clinical unmet need within our population – both existing and new, and we need to consider access to
services – promoting new models of accessibility without creating digital or telephonic inequity.
Valuable work has been carried out to mitigate the worst of the impact, and services continue to engage with residents and
adopt national guidance in order to support residents to stay as safe and well as possible. Staff have responded to
successive waves with dedication and rigour. Our journey of recovery is being underpinned by joint working across
organisational and geographical boundaries with mutual support and shared resources now firmly a part of our delivery
methods.
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1. Context – the Lewisham Health and Care System

The Council’s Corporate Strategy 2018-2022 outlines the Council’s vision for residents over the next four years and
includes the following priority:
Delivering and defending: health, social care and support - Ensuring everyone receives the health, mental health, social
care and support services they need.
Since March 2020, SEL CCG has worked with local authorities and other partners to control and respond to the spread of
COVID-19. This included rapidly increasing critical care capacity and enhancing joint working across health and care.
Health and Care partners remain focused on the development of person-centred, co-ordinated care and addressing the
impact of COVID-19. This includes addressing the disproportionate impact across different parts of society including
BAME communities, people living in areas of deprivation, older people and those with existing health conditions, as well
as the broader effects of lockdown on the mental and physical health of children and young people, and neighbourhoods
and communities.
In the light of learning from COVID during 2020/21 and the system response, Lewisham Health and Care Partners have
agreed two areas for specific focus in 2021/22. These are:
•
•

Frailty
Mental Health

Work on the following priorities, which were updated as part of the first iteration of the Lewisham Recovery Plan, also
continues: Inequalities, Prevention, Building Community Resilience, Care Homes, Children and Young People, Frailty,
Mental Health, Planned Care, including Respiratory & Diabetes
5
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2. POPULATION HEALTH
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2. Population health: Population
Lewisham has a population of 305,300 people
Population pyramid: annual percentage of females
and males in Lewisham by 5 year age band, 2020

Lewisham is densely populated and has the 6th highest rate of
household overcrowding in London. Nearly 10% of households
in the borough are classed as overcrowded.

% females

The borough has a relatively young population profile.
Residents aged 0-19 make up nearly 25% of the total population
About 70% of the borough’s population is of working age (16-64)
Whilst older residents, aged 65+, make up about 10%
Lewisham has an ethnically diverse population.
46% of the total population are of BAME heritage
This differs with age. Over 65% of Lewisham residents age 0-19
are from BAME heritage.
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2. Population health: direct impact of COVID-19 on health
Number of cases

There have been 27,180 confirmed cases of COVID-19 in Lewisham residents (up to 29th July 2021).

Number of deaths

There have been 609 deaths associated with COVID-19 in Lewisham (up to 29th July 2021).

Demographic analysis of deaths registered in Lewisham up to 16th July 2020 confirms that mortality from COVID-19 impacts
population groups in Lewisham disproportionately, matching some of the patterns that have been identified nationally and
internationally:

Mortality

Men and women aged 50 and above have an increased risk of mortality. The gender difference in
mortality risk increases with age with the rate of death considerably higher in males aged 80+ than
females.

BAME

Lewisham residents born in the Americas & the Caribbean or the Middle East & Asia have a
significantly higher death rate than people born in either the UK or Europe.

Deprivation

The updated analysis shows no significant difference in the rate of death from COVID-19 between
those living in the most deprived areas of Lewisham compared to those living in the least
deprived areas

Care Homes

45 deaths from COVID-19 were to residents who normally live in care homes, approximately 7% of
the total number of deaths in Lewisham
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3. COVID-19
WHAT’S CHANGED SINCE THE INITIAL RECOVERY
PLAN?
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3. COVID 19 – what changed?
Lewisham Health and Care Partners’ first recovery plan (Sept
2020) highlighted the learning and changes implemented
following the first wave of COVID. Most of the lessons learned
continue to influence changes in how we deliver services and
respond locally. It has been accepted that there are elements
of service delivery which, in response to COVID, resulted in
positive change which will continue in some form. This
includes: infection control measures; use of PPE; virtual clinics;
and some remote monitoring systems. Equally, services are
working hard to build back pre-COVID types of delivery where
these achieve better outcomes for people, including face to
face consultations, elective care and investigations.

Services learned well from the first wave and changes were
incorporated into business continuity plans to support during
wave 2. Infection prevention and control measures were
robustly supported by Public Health. At one point, the system
experienced the closure of ALL older people’s care homes in
Lewisham to new referrals and returnees. This was mitigated
by agreements across all SEL boroughs to provide mutual aid.
The use of the Nightingale hospital also provided a safe place
for patients who were unable to return home.

The implementation of new NHS Discharge to Assess guidance
and subsequent policy has changed the process for patients
being discharged. This policy was implemented at speed
Systems put in place during wave 1 have been utilised during
during the first lockdown. A review is now taking place to see
wave 2 and can be reinstated for further waves if needed. For where the systems set up at the height of the pandemic can
example, Lewisham’s health and care leadership team
be improved.
instituted twice-weekly meetings to monitor local health and
care delivery. These meetings were stood down to weekly,
Wearing PPE became the norm and accepted as an integral
then stood down completely as COVID cases diminished and part of a carer’s and health professional’s role.
the delivery system recovered. Mutual aid agreements were
set up across the acute, mental health and community
During first lockdown, care hours were reduced as family
sectors, to ensure there was resilience from within the wider members took the decision to care for their loved ones.
system when local systems were under pressure.
During 2nd lockdown, demand for care went back to preCOVID levels. The demand for double-handed care packages
The use of virtual working has become second-nature to many has increased, reflecting higher levels of patient complexity.
staff teams, and has resulted in excellent participation in, for
example, a recent workshop to consider how best to improve
10
frailty services in Lewisham.
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4. DELIVERING RECOVERY
WHAT ARE WE DOING?

11

OFFICIAL

4. DELIVERING RECOVERY: engagement
Engagement
In depth engagement has continued throughout the 2020/21 waves and key messages have
been shared across all partners and built into service-level recovery plans. Healthwatch
Lewisham have provided additional feedback as part of the development of this revised
recovery plan, and national Healthwatch reports have further informed system providers.
Engagement with user, carer and interest groups continues to help shape our service plans
and delivery. For example, as a result of discussion held more recently with the Carers
Forum, a key stakeholder monthly meeting is being established to improve hospital discharge
processes at University Hospital Lewisham.
In June 2021, our Mental Health provider, the South London and Maudsley NHS Foundation
Trust, carried out South London Listens, a wide-ranging initiative to understand the impact of
COVID on local people: South London Listens (slam.nhs.uk). The campaign heard from
5,732 people across South London and focused on reaching groups disproportionately
affected by mental ill health. The work has led to a significant number of pledges for change.
Lewisham Borough Council led on ‘Voices of Lewisham’ to capture insights and the lived
experience of Lewisham residents since lockdown. This work is informing future strategy and
approaches for the Council and health and care partners in Lewisham.
In Lewisham our aim is to collaborate with our local communities to improve health and
wellbeing and build trust in health and care services. We are seeking to identify
opportunities for collaborative action to support our citizens and communities.
Collaborating with communities on how they feel their health and wellbeing can be
improved, how Lewisham can be a healthier place to live and how we can work together to
address wider health and care inequalities.
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4. DELIVERING RECOVERY
Inequalities
The Lewisham Health and Wellbeing Board is continuing to prioritise tackling health inequalities in Black, Asian
and Minority Ethnic residents in Lewisham, particularly in light of the disproportionate impact that COVID-19 has
had on Black and Asian communities. During the pandemic the Health Inequalities working group of the Health
and Wellbeing Board has developed a specific work stream around COVID-19 to drive forward action in the
following areas:
•

COVID-19 communications and engagement with Black, Asian and Minority Ethnic residents through the
development of the Lewisham COVID-19 Community Champion programme.

•

Data collection around COVID-19 deaths where we now locally collect ethnicity data the time of death
registrations.

•

Overseeing the collaborative work that Lewisham is undertaking with Birmingham City Council to perform
an in-depth review of health inequalities in Black African and Black Caribbean residents in Birmingham and
Lewisham. This review has now started and is due to complete in 2022:
https://lewisham.gov.uk/myservices/socialcare/health/improving-public-health/birmingham-and-lewishamafrican-and-caribbean-health-inequalities-review

Lewisham Health and Care Partners, as commissioners and providers, are committed to promoting equality and
diversity related to the services that are commissioned and delivered, and for their staff. COVID-19 has meant
new ways of working across the system, with health and wellbeing being promoted to all staff.

13
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4. DELIVERING RECOVERY
Prevention
Despite the pressures on staffing teams during successive
neighbourhoods, in order to provide a quicker intervention for
COVID-19 waves, a number of new initiatives began during the people before their needs worsened.
pandemic to improve support to frail people and prevent
hospital admissions where possible.
The new Lewisham Urgent Community Response (UCR) team
provides a rapid response community service to patients at
A pilot digital home monitoring scheme for people with
risk of hospital admission in their place of residence . The
diabetes and respiratory disease began in January. This
team can respond to referrals within 2 hours where clinically
initiative forms part of Lewisham Health and Care Partner’s
appropriate. Referrals are made direct to a multi-skilled team
programme to support people innovatively using technology
of Advanced Clinical Practitioners who on accepting the
to improve their wellbeing and to stay at home safely. Clinical referral will visit the patient, complete a comprehensive
coaching enables the patient to regain control of their
assessment (including a Complex Geriatric Assessment) and if
condition and feel empowered to manage their symptoms
required implement a short-term intervention plan of up to 5
and gain wider use of the healthcare system. The analysis of days. The team now operate from 8-8 weekdays, and 8-6
the data and the wider system impact will formulate what
weekends.
might become a new way to manage long-term conditions.
A new service has begun at University Hospital Lewisham
Social Prescribing services continue to play a critical role in
provided by Age UK (Take Home and Settle), to support
post COVID recovery, providing a vital link to social, emotional vulnerable people returning home from hospital, ensuring
and practical support. There will now be a greater focus on
they are safe, have heating, food and the necessary support
pro-active, preventative and anticipatory data led approaches once they are home.
which will help to identify and support people with long term
conditions.
A workshop was held in June 2021, to re-launch the
development of a Lewisham approach to supporting people
In summer 2021, Lewisham Borough Council’s enablement
who are frail. Input obtained during this workshop will help
service began a pilot to provide direct referrals from
frame the frailty programme of work planned for 2021/22. 14
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4. DELIVERING RECOVERY
Vaccination
The COVID-19 vaccination programme is being overseen by a Lewisham Borough COVID-19
Vaccination Group chaired by Lewisham’s Director of Public Health. The Group has representation
from Primary Care Networks, South East London CCG, Lewisham and Greenwich NHS Trust, and
Lewisham Council. The Group ensures that there is steady progress against the Borough Vaccination
Plan which aims to achieve high levels of COVID-19 vaccination uptake in all eligible vaccination
cohorts and reduce inequalities in vaccination uptake among Lewisham communities.

The evidence-based plan outlines action under 4 main categories: Working in Partnership, Data and
Intelligence, Removing Barriers to Access, and Conversations and Engagement. The plan is updated
on a monthly basis to incorporate the latest guidance, learning and insights regarding vaccination.
The plan also has specific areas of action outlined to maximise uptake by care home staff and
residents and among our Black, Asian and Minority Ethnic Communities.
To date there have been very strong examples of collaboration, community outreach and
innovation. These examples include:
• The development of a Lewisham COVID-19 vaccination call-back service for Lewisham residents to
book a confidential call with a healthcare professional to answer any questions about COVID-19
vaccination.
• Several community pop-up events including events at Lewisham Islamic Centre, New Testament
Church of God in Lee, Evelyn Community Store, UCKG Help Centre in Catford, Besson Street
Community Garden in New Cross and a Vaccinating Bus to complement both a doorknocking/promotion drive and pop-up locations.
As of 22nd July, over 2 million vaccinations have been administered in South East London. In care
homes, 80% of staff and 93% of residents have been vaccinated, and 770,000 people in South East
London are now fully vaccinated with both doses.
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4. DELIVERING RECOVERY
Care Homes
Following learning from the first COVID-19 wave, support was implemented quickly
to care homes, with specific bedded units (and Nightingale Hospital) opened to take
COVID+ patients direct from hospital and reduce the risk of infection spread. Central
Government set up direct ordering hubs for Personal Protective Equipment, PCR and
Lateral Flow testing and local funding was made available to care home providers to
enable a reduction in cross-venue working for carers. This fund has been extended
to September 2021.
Care home residents have been a priority for vaccination, with over 90% now
vaccinated. New entrants to care homes are checked for vaccination status and
prioritised for vaccination if needed. In-reach from local GPs was put in place to
support vaccination uptake by care home staff, focusing on those homes where
vaccination uptake has not reached the required (SAGE) threshold.
During January-April 2021, there were high levels of COVID-19 infection in care
homes, and there was an extended period where all Older People’s care homes in
Lewisham were unable to take further patients discharged from hospital.
Consequently a mutual support system was put in place with neighbouring boroughs
to access their care homes and intermediate care bedded support.
Public Health colleagues provided excellent infection control support throughout,
and wellbeing support for care home staff continues to be offered and promoted.
16
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4. DELIVERING RECOVERY
Planned Care

Unpaid Carers

Cancer screening, specifically breast
cancer, where we have seen a decline
in uptake, is one of the areas that
general practice is focusing on during
2021/22.

Healthwatch carried out a specific engagement session in February
2020 to understand the impact of COVID-19 on the mental health of
unpaid carers. A number of issues were highlighted as a result of this
engagement, including lack of respite care, the pressures of caring
during the pandemic particularly, and difficulties in engaging with
mental health services for the people they care for.

Remote monitoring and support pilots
are being run for patients with
diabetes and respiratory issues to help
them self-manage. These pilots are
due to report shortly on their findings.
An oximetry remote service run by the
GP Federation has supported well over
2,000 people in Lewisham, and
continues to be extremely well used in
Lewisham to remotely monitor risk for
suspected or actual COVID-19 cases.

Local services looked to address this and see how they can support
carers better. In addition, Your Voice in Health and Social Care (Carer
support service) has been carrying out ongoing consultations with
carers to understand more of the detail around these issues.
Counselling services for carers will be re-starting as a face to face
service in summer 2021. This was a telephone counselling service
only during lockdowns. Funding is being sought to support the reopening of the carers centre in light of infection control measures
required, and also to provide online health and wellbeing exercise
classes for carers.
Work continues to provide additional vaccination options,
information and advice for carers.
17
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4. DELIVERING RECOVERY
Mental Health
Mental Health Community services have been increasing the proportion of face to face contacts based on the levels of
need of their clients. Clients with complex needs are prioritised for direct face to face support and individuals with lower
levels of need are offered virtual contact through video conferencing or telephone contact.
Crisis pathways within the borough are fully operational and support all clients through direct face to face contact. The
borough’s Mental Health acute bed use reduced during the initial lockdown phase but has been rising slowly over the
past year back to pre-COVID lockdown levels of occupancy and use.
Lewisham Mental Health adult services continue to meet the national performance standards outlined in the NHS Long
Term Plan.
The Lewisham Mental Health Alliance formally became an all-age Alliance (CAMHs, working age adult services, Mental
Health Older Adult services) in April 2021. The Alliance is now the primary borough based planning, development and
delivery forum for Mental Health services in the borough and is based on the overriding principle that we apply collective
effort to address our population’s mental health needs.
Addressing health inequalities remains a key objective and priority for the Mental Health Alliance. Insight work to gather
a greater understanding of how Alliance partners can improve the access, experience and outcomes for our Black African
and Caribbean communities within Mental Health Services has been completed and the findings of the study are being
considered for action.
Staff mental health has been an area all providers have identified as a defining factor of the pandemic. In-house sessions,
signposting and other initiatives were introduced by providers to support staff.
18
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4. DELIVERING RECOVERY
Acute
Acute services adapted rapidly to the two waves of COVID-19, significantly expanding critical care capacity, redeploying
staff to high pressure areas, pausing non-urgent work, redesigning clinical pathways and working closely with health and
care partners to manage demand.
Lewisham and Greenwich NHS Trust (LGT) is making good progress against its recovery plan, focusing in particular on
elective recovery and treating long waiters as there are 2,600 patients waiting over 52 weeks. Patients are being
contacted, their clinical priority is being reviewed and LGT is working closely with South East London to share capacity.
Demand for emergency attendances is high for this time of year, this reflects a national position for all acute trusts.
The demand for blood testing has increased 40% since April 2021, and LGT has a plan in place to manage this increased
demand including increasing capacity and developing an online booking system.
The hospital has seen significant improvement in outcomes for patients admitted with COVID-19. During the first wave,
overall mortality was 29.5%, during wave 2, this was reduced to 18.5%
LGT has made changes to delivery of services including managing infection control, maintaining some virtual
appointments and putting plans in place for future waves, and work continues with Guy’s and St Thomas’ NHS
Foundation Trust and King's College Hospital NHS Foundation Trust to provide additional clinics to support Lewisham
requirements.
A discharge improvement plan is in place, straddling the hospital and community provision, to ensure that patients
discharged are safely and well supported where further support is needed. A pilot was delivered in March/April of 2021
to test the need for follow-up nursing assessments in case of rapid deterioration immediately post-discharge. This pilot
19
showed that the need for such assessments was very low, and could be met by the hospital discharge team.
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4. DELIVERING RECOVERY
Primary Care -1
During the last 12 months, General Practice has responded to the pandemic with flexibility to ensure an on-going
service. This has enabled General Practice to manage challenges such as infection control, workforce issues, supporting
acute colleagues and rapidly learning new ways of working.
There has been significant collaborative and at scale working to deliver, for example, hot covid sites, remote monitoring,
virtual consultation, effective triage and the covid vaccination programme. General practice continues to learn from the
COVID-19 experience, however, general practice is also aware that the pandemic has highlighted and generated new
needs – health inequalities, access challenges specifically related to digitalized care, delayed proactive long-term care,
and preventative care such as screening and immunisations
As part of the recovery of primary care, general practice wants to ensure the right contact for patients is available, be that
face-to-face consultations or digital access; to provide COVID-19 safe environments; to implement effective safe triage to
manage demand and improve access; to work with local pharmacies to manage minor ailments; and to reintroduce with
other health care partners, services previously hosted in the community – e.g. physiotherapy, midwifery, heart failure
support. Alongside this they are developing a digital suite of tools to improve access, recognising the risk of digital
inequality and ensuring service provision and care continues for those unable to use digital support or for whom it is not
appropriate. Several surgeries have new and improved telephone systems set up during 2020/21.

Practices need to continue to offer COVID-19 safe environments. Triaging continues to be used at many practices –
initially this was introduced to screen for COVID-related symptoms but effective safe triage is also being usefully
employed to manage demand and thereby improve access – ensuring the right nature of contact for the patient’s need.
20
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4. DELIVERING RECOVERY
Primary Care -2
COVID Oximetry at home was established at the height of the
COVID-19 pandemic and allows for remote monitoring of
confirmed COVID-19 patients at home. The service provides a
safety net for patients with suspected or confirmed COVID-19
when in the community.
Home visiting team, which includes paramedics, supports GP
practices with the increasing demand of home visit requests. It
provides rapid assessments and treatment to housebound
patients and preventative care for housebound patients with
chronic conditions, by providing their care planning, annual
review, and medication review and blood testing helping deal
with issues upstream. The service works closely with LGT’s
Urgent Community Response Service.
Social prescribing – The GP Federation and Modality PCN
provide social prescribing to Lewisham residents using social
prescribing link workers. Social Prescribing helps address a
wide range of social, emotional or practical needs that do not
necessarily require a Health Care professional or service. The
Link workers are part of a network that also includes
Community Connections Lewisham which is delivered by
Lewisham and Southwark Age UK.
Access to virtual physiotherapy service for musculoskeletal
condition - Clinicians are using virtual physiotherapy to provide
education and advice to help patients manage and improve

their symptoms associated with MSK.
Community Pharmacy - Preventative health is an area where
community pharmacy has been active. A significant proportion
of Lewisham community pharmacies now offer regular opening
hours of 9am to 7pm, while 100-hour pharmacies are open to
the public and patients from 9am to 11pm (some 7am to
10pm).
The Community Pharmacy Consultation Service – This service
receives appropriate patient referrals (with minor ailments)
from NHS 111, improving flow and access to community
services to deliver care in the right place, by the right Health
Care Practitioner in a timely way. This service is designed to
take pressure off GP services and hospitals by ensuring patients
turn to pharmacies first for low-acuity conditions and support
with their general health. It places community pharmacy as the
first port of call for many patients.
Pharmacy First – This service is commissioned by the Lewisham
Medicines Optimisation Team for Lewisham Borough. The
pharmacy will provide advice and support to people on the
management of conditions listed in the pharmacy common
illness pack. Including where necessary, the supply of medicines
for the treatment of the common illness, for those people who
would have otherwise gone to their GP, Accident and
21
Emergency department or Out of Hours Service.
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4. DELIVERING RECOVERY
Community Health Services
District Nursing: The service maintained business as usual where
possible, working within an escalation plan. The service was
adapted to meet the needs and the demands in the community as
a result of other services changing the way they worked, with many
primary care, local authority and other health community teams
unable to carry out face to face visits. The team developed new
skills to meet the demand. All senior nurses undertook training on
Verification of Death to be able to support with this in the
community.
The senior nurses were instrumental in setting up the Community
Screening for COVID and providing home screening and a drive
through screening on site.
Urgent Community Response service: This team continued to visit
patients in their own homes, preventing hospital admissions, whilst
also working with the district nurses on home screening and
assisting the Emergency Department with assessment and support.
Bladder, Bowel and Pelvic Health : Managed to provide virtual
appointments with patients and support for Care Homes, they also
saw patients in clinic and their own home if clinically needed. This
team also supported the district nurses and Intensive Care Unit.
Lower Limb and Lymphoedema: Clinics remained open and
provided home visits if clinically needed. The team undertook
virtual appointments and supported self- care. A healed leg ulcer
clinic was set up run by the Health Care Assistants to ensure that

patients were able self- manage with better outcomes for the
patient and less demand on the clinics.
Community Therapy: Community Therapy has continued
throughout the pandemic, particularly focused on supporting
hospital discharge through our Discharge to Assess and Supported
Discharge pathways. Increased demand and acuity has meant more
patients waiting longer for rehabilitation. Waiting times are now
steadily reducing due to the addition of extra resource. The
Community Falls Service and Pulmonary Rehabilitation services
have delivered group sessions in innovative ways with virtual group
interventions keeping service delivery going.
Lewisham Integrated Medicines Optimisation Service (LIMOS):
Clinical Pharmacy support to care homes via LIMOS continued
remotely during the pandemic and is now returning face to face to
support safe care transfers, reviews of new residents and
additional support including proxy (remote) ordering of medicines.
Face to face support for frail elderly with medicines needs is
ongoing with an increased return to face to face in line with risk
assessments and following vaccination of staff and patients.
Clinical pharmacy support to Primary Care Networks commenced
May 2021. This support is being rolled out across the Borough.
Personal Protective Equipment: community health services are now
having supplies couriered to sites.
22
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4. DELIVERING RECOVERY
Children and Young People
While as yet unclear, there are concerns about the possible impact of
the past year on children and young people’s emotional health and
wellbeing. Pandemic pressures on children and families may have
worsened the mental health picture locally, not least as a result of long
absences from school.
While the number of cases needing counselling through the Young
People’s Health and Wellbeing Service has not markedly increased, the
complexity and risk associated with young people referred has grown
significantly.
Funding of Mental Health support to children and young people
continues therefore to be a priority, with significant additional funding
confirmed to support children’s mental health in schools with the
return to school. Funding is also being committed amongst other
areas to support care leavers with emotional wellbeing and mental
health needs. Family thrive services have received additional
investment as have children with autistic spectrum disorder and
learning disabilities who are at risk.
Children’s and Young People’s (CYP) services are keeping under close
review key indicators of demand to closely manage service delivery.

23
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4. DELIVERING RECOVERY
Home Care
Lessons learnt from the first COVID-19 wave were applied during
wave 2. Although home care was impacted by staff sickness and
self-isolation, the processes and infection control measures put in
place during wave 1 meant the impact on services during wave 2
was much lower. For example, home care providers had begun
zoning staff and clients, and had instituted a system of prioritisation
which worked well. While availability and use of PPE was the main
concern in wave 1, in wave 2, the main concern became school
closures and infection rates for staff. A wider number of home care
providers were available to supplement existing provision and all
care was delivered as planned, without the need for additional
provision.
Care workers were better informed and felt better protected with
PPE and testing, and therefore less nervous of providing care.
Use of the Infection Control Fund (ICF) helped providers maintain
services during lockdown. ICF was used to minimise the spread of
the infection by supporting initiatives to enable care workers to
avoid public transport (including provision of cycles), cover costs of
extra recruitment and training, producing leaflets, and transport
costs.

End of Life Care
COVID has had a major financial impact on
Lewisham’s two main providers of in-patient
and community specialist palliative care as most
fundraising activities had to cease during the
lockdown periods. Government funding has
mitigated some of this. A London-wide group
has been established to explore how to support
these critical services. The CCG has also agreed
increased fee levels for some provision to help
offset these financial losses.
St Christopher’s hospice saw an increase in
referrals of 39% on 19/20 levels which they
have met without issue. Although an infection
outbreak saw the closure of a ward, infection
control measures were effective and services
continued to be provided to all those who
needed them.
Working methods changed with an increase in
telephone and video consultations.
24
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5. FINANCE
THE IMPACT OF COVID
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5. Finance
Lewisham Borough Council
Overall Council position:
At end of Quarter 1 21-22, Lewisham Council is forecasting an
overspend position of £31.3m. This position includes COVID
related expenditure / pressures currently estimated at £21.5m.
The COVID position is fluid and difficult to fully predict as post
COVID impact is still being understood and worked out. The Net
position (Non Covid) is a £9.4m overspend. The most significant
areas of pressures are within Adult services and Children
services as well as other community services where impact of
COVID continues to hold sway. As well as COVID pressures, the
Council is implementing a significant savings and overspend
reductions plan of £34.8m which will be challenging in any
climate more so with the current COVID challenges and its
economic impact which are exacerbated by post Brexit factors.
Last year impact and continuing into 21-22:
In 20-21, the Council out-turned at a position of £0.2m
overspend. This was largely supported by both Government
COVID funding in excess of £40m as well as significant Health
funding specifically for discharges for COVID impacted clients.
The Discharge funding last year across Schemes 1 and 2 was
circa £9m. Scheme 1 funding was about 70% (£6m) and funded
full costs of these clients. This was for period to August 2020.
Since then funding has been capped at 6 weeks up to first
quarter of 21-22 and is currently at 4 weeks. This has created a
further funding gap as the Council will bear the additional costs
of these discharged clients over the immediate and long term.

As of quarter 1 we are beginning to see the impact of COVID on
demand and costs in social care with a forecast overspend for
2021/22 of £5.6m being reported. In Adult Social Care we are
seeing an increase in demand for community based services
coming through both the community and hospital discharge
pathway. Many service users are leaving hospital with increased
complexity of care and impacts of long COVID. This is a
combination of new packages of care not previously known to
Lewisham Borough Council as well as existing packages of care
which are being stepped up to support change in need.
Residents in the Borough have been isolated during the
pandemic which has had an impact on their physical / mental
wellbeing. This has exacerbated the number of service users
being referred to social services through the community
pathway.
The position could be worse still if;
• In year savings of circa £10m are not delivered as planned
and
• Funding from Health and Government ceases (which could
occur later in the financial year)
• Current trend of increased demand for Domiciliary and
Mental Health services continues
• As well as continued inability of clients to contribute to cost
of their care.

These challenging factors are not unique to Lewisham and are
similarly reported across London.
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5. Finance
SEL CCG - Lewisham
Pre COVID, Integrated Care System (ICS) partners across the NHS
and local authorities had been working to establish agreed financial
plans for 2020/21 which included significant savings programmes
for the year.
The onset of COVID changed the financial planning context for
2020/21 and these changes were characterised by:
• Implementation on a national scale of block payments to cover
core costs.
• System top ups initially and then fixed envelope allocations to
recover additional Covid-19 related costs.

The CCG (Lewisham) incurred expenditure of £11.9m in 2020/21 of
which the largest element (72%) was incurred to fund the hospital
discharge scheme allowing early facilitated discharge of patients
from acute settings, to release capacity in hospitals for dealing with
COVID patients.
A further £3.3m was spent on out of hospital schemes to ensure
more clients were treated in the community and this included
initially significant investment in PPE, and support to primary care.
These costs were funded in full in 2020/21 by NHSE/I.

As we move through 2021/22 the expected costs for the first half of
These arrangements have continued into the first half of 2021/22 in the year total £2.1m, of which £1.5m is expected to be incurred on
support of the system recovery from Covid-19. There is no
hospital discharge with re-imbursement by NHSE/I.
confirmed financial planning guidance for the second half of
2021/22.
A further £0.6m has been earmarked for the continuation of out of
hospital schemes and is funded through a non-recurrent COVID
This unknown position presents significant risk to the CCG in
allocation. This is being utilised to continue service provision
understanding what resources will be available in the second half of relating to remote monitoring, respiratory and COVID hot hub
the year to support the continuing response to COVID, but also as
services.
regards allocations for core activity and the scale of consequential
required savings programmes that are likely to be required.
The forecast expenditure on COVID in quarters 1 & 2 (H1) of
2021/22 is in the context of a more challenging CCG core financial
COVID financial impact
allocation which requires South East London CCG as a whole to
deliver £6.1m of savings to deliver a breakeven control total.
The CCG is currently assessing the financial risk and impact of this
situation and the fact that financial allocations for the 2nd half of 27
this financial year remain unknown.
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APPENDICES

SUPPLEMENTARY INFORMATION
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APPENDIX: Partnership structure – board details
Group

Remit

Lewisham Health and Wellbeing
Board

The role of the Health and Wellbeing Board is to carry out statutory functions set out under the Health and Social Care
Act 2012. These functions include: promoting collaborative working amongst the various agencies whose role it is to
advance health and wellbeing in the borough. As part of this the Board oversees the development of joint strategic needs
assessments and informs the development of strategy. The Board also offers its opinion on how effectively the Council is
performing its functions with regard to promoting health and wellbeing in the borough.

COVID-19 Health Protection Board

The COVID-19 Health Protection Board will report to HWBB to ensure that services can continue to operate as normally
as possible, see link for outbreak plan https://lewisham.gov.uk/myservices/coronavirus-covid-19/health/the-lewishamcovid19-outbreak-prevention-and-control-plan

Lewisham Health and Care Partners
Executive Board

This board provides system oversight and delivery of Lewisham’s vision for health and care and sets the priorities for
system transformation. This board works closely with the Lewisham Borough Based Board which is made up of CCG and
Council commissioners.

Lewisham Borough Based Board

Borough (place) based boards (BBB) are prime committees of the SEL CCG governing body, bringing together the CCG in
the borough and the local authority. The BBB is accountable for delegated functions and local delivery as well as helping
to shape the priorities and work across SEL.

I-Thrive (CYP) Board

The iThrive Board brings together agencies in Lewisham to improve outcomes for children, young people and their
families.

Stronger Communities Partnership
Board

This board provides a partnership forum to develop joint actions between the local authority and statutory partners and
the Voluntary and Community Sector.

Care at Home Alliance Leadership
Group

This group is responsible for the development and implementation of integrated health and care (except MH) for adults
in their own homes.

Mental Health Alliance Leadership
Group

The group oversees the development and implementation of integrated provider arrangements to improve outcomes for
people and which enables individuals and their families to take control of their recovery, wellbeing and overall life

Care Home Strategic Group

This group supports the partnership work with Lewisham Care Homes and their vulnerable residents and ensures delivery
of the associated action plan.

The Lewisham Health inequalities
group

This group provides oversight of the development of the health inequalities action on behalf of the Health and Wellbeing
Board.

Lewisham Public Reference Group

Working closely with the CCG, the PRG members act as a mediating voice between the public and the CCG. They do this
by meeting regularly and giving their opinion and views to make valuable contributions to help shape health services for
29
people in Lewisham.
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APPENDIX: LHCP – ways of working
The Lewisham Health and Care Partner Executive Board have agreed some key principles, behaviours and approaches which
underpin their work

Principles
We have agreed to work together in good faith and will operate in
accordance with the following principles to achieve our vision:
• Equal voice and status around the table irrespective of
organisational size.
• Openness and transparency in relation to the sharing of
information and data.
• Fair and proportionate distribution of risk and reward in relation to
new ways of working.
• Consideration of the needs of the health and care system when
taking decisions in our own organisations .

Shared behaviours
We are committed to working together to achieve our vision and will
adopt the following behaviours:
• Collaborative and constructive: Partners will support the
development of a whole system approach by engaging in
collaborative and constructive dialogue.
• Consensual: Partners will seek to achieve consensus so far as is
possible when making recommendations and taking decisions,
while respecting each other’s views and statutory accountabilities.
• Supportive: Partners commit to a supportive approach, sharing
learning and expertise and thereby maximising transformation
resources.

Shared Approaches
We will ensure our work:
• Is population based – ensuring that the health and care needs of the
whole population are met.
• Expands and strengthens primary and community care – providing
most care at home or near to people’s homes.
• Promotes health and wellbeing – providing easy access to information
and advice and the support, activities and opportunities available in
neighbourhoods to improve and maintain health and wellbeing.
• Provides a co-ordinated response to the specific needs of the
individual – providing holistic, personalised and integrated care that
gives individuals control of their care, enabling them to be
independent and make informed choices.
• Is developed in partnership with patients, service users, carers and
wider communities – involving them in the design and development of
services and pathways, listening to their experiences and seeking their
feedback at an early stage.
• Takes a whole system approach - ensuring it contributes to the overall
safety, sustainability and provision of high quality care; managing
effectively our shared resource and delivering value to the whole
system.
• Is evidence based and outcome focused – using the evidence available
across health, social care and public health, taking account of patient
and user experience, to identify and adopt best practice, develop new
ways of working and identify and address inequalities.
• Actively and energetically seeks to identify and rectify inequalities.
• Builds up from communities to boroughs to sub-region, with
integration at neighbourhood and primary care network levels.
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