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1. Purpose 
 

1.1 This report provides Members of the Health and Wellbeing Board with a 
report on the 2016/17 Better Care Fund (BCF). 

 
2. Recommendations 

 
2.1 Members of the Health and Wellbeing Board are asked to: 

 
 Note the report on the 2016/17 Better Care Fund. 

 
 Note the continued delay in the publication of the Better Care Fund 

Planning Guidance; 
 

 Agree that, if required, an additional meeting of the Health and Wellbeing 
Board be arranged as soon as the date for submission of the 2017-19 plan 
is known so that it can be signed off by the Health and Wellbeing Board.  
 

3. Strategic Context 
 
3.1 The Health and Social Care Act 2012 requires Health and Wellbeing Boards to 

encourage persons who arrange for the provision of any health or social 
services in the area to work in an integrated manner, for the purpose of 
advancing the health and wellbeing of the area. 

 
3.2 The Care Act 2014 amended the NHS Act 2006 to provide the legislative basis 

for the Better Care Fund.  It allows for the mandate to NHS England to include 
specific requirements relating to the establishment and use of an integration 
fund.   

 
3.3 The Government’s Spending Review in November 2015 announced a 

requirement for all areas to have a plan for integration between social care and 
health by 2017, to be implemented by 2020.   

 
3.4 The Better Care Fund (BCF) is a joint health and social care integration fund 

managed by Lewisham Council and Lewisham Clinical Commissioning Group. 
The strategic framework is set out in the national BCF policy framework and 
planning guidance.  

 
4. 2016/17 Progress 



 
4.1 During 2016/17, the BCF supported the development of Prevention and Early 

Intervention tools, the delivery of Community Based Care including the 
development of Neighbourhood Community Teams and the Neighbourhood Care 
Networks and the redesign of services to deliver Enhanced Care and Support. 

 
4.2 Prevention & Early Intervention 

 
4.2.1 Preventative interventions are critical to managing the increasing demand in 

health and social care services, reducing the overall burden of disease in the 
population and have the potential to underpin financial sustainability.  
 

4.2.2 Through the Better Care Fund we have funded a range of services to make it 
easier for everyone, including professionals, to access the right information and 
services: 
 

 The ‘Single Point of Access’ for Health and Social Care provides one number that 
acts as a gateway for contacts to district nursing and social work services.  During 
2016/17 significant work was undertaken to improve demand management and 
reduce the level of abandoned calls. 

 The development of a social care and health digital directory provides information, 
advice and signposting to more effectively manage demand, prevent the 
escalation of need and encourage behaviour change.     

 The development of two online self-assessment forms.  The wellbeing self-
assessment is for people who think they may need care or extra help.  The short 
questionnaire assists people to identify what support they may need, whether 
they are likely to be eligible for adult social care support and provides tailored 
information to help people to self-manage their own health and care.   There is 
also a self-assessment for carers, which helps carers to identify their support 
needs. 
 

4.2.3 Through the Better Care Fund we have supported people to live in their own 
homes safely and independently by funding: 

 

 SAIL (Safe and Independent Living) Connections, which is a quick and easy way 
for vulnerable older people (60 plus) and those supporting them to access a broad 
range of coordinated support and/or information to help keep people safe and 
independent in their own home.  SAIL was launched in February 2017 and had 
received 97 referrals by the end of Q4 2016/17. 

 Community Connections, a preventative community development programme 
aimed at supporting vulnerable adults over 18 who are resident in Lewisham and 
who may benefit from services to improve their social integration, health and 
wellbeing and also reduce isolation.  Over 800 individuals in 2016/17 have been 
supported through person centred plans with 86% reporting an improvement in 
their overall wellbeing. 

 Community Falls Service, to proactively manage those at risk of falling as well as 
providing a range of physical activity interventions and care coordination to 
reduce repeat falls.    

 Improved use of community equipment, through the launch of the Transforming 
Community Equipment Services online learning tool to help staff order equipment 
more efficiently and minimise waste.   

 
4.2.4 Through the Better Care Fund we have funded a range of information, advice and 

care to support people with long term conditions to make it easier for people to 
self-manage their own health and wellbeing:  



 

 Primary care, through the Lewisham GP Federation (One Health Lewisham), was 
commissioned to deliver the Co-ordinated Care Service 2016-18.  The 
overarching aims of the Coordinated Care Service are to deliver an enhanced 
level of primary care in the community and reduce avoidable emergency activity.  
The service provides an enhanced level of coordinated care with a focus on long 
term conditions (LTCs) and the vulnerable and has delivered the following 
outcomes:      

a) Closing the gap between recorded versus expected prevalence for LTCs.  
Across the borough LTC registers have increased by more than the average 
annual growth figures.  Since 1 April 2016 diabetes registers have increased 
by 593 patients, the chronic obstructive pulmonary disease (COPD) register 
by 268 patients and the hypertension register by 1179.   

b) Smoking cessation for newly diagnosed COPD patients.  20% of all patients 
diagnosed with COPD since April 2016 have stopped smoking. 

c) Proactive management of patients at risk of emergency activity.  The 
Federation has started to proactively manage those patients who frequently 
attend A&E and have established a cross-federation team to review and 
coordinate care for these patients.   

d) GP Practices are also participating in patient centred multi-disciplinary team 
working with neighbourhood community teams.  

 A two year pilot to deliver a tailored approach to self-management education 
activities for people with long term conditions.  The pilot offers a ‘menu’ of 
evidence based flexible self-management activities tailored to an individual’s 
health and social care complexity as well as their individual learning needs. The 
pilot addresses a major gap for those residents that have long term conditions 
who face barriers to accessing mainstream structured self-management 
education as well as building an evidence base for a future integrated approach 
to self-care and self-management in Lewisham. 

 
4.3 Neighbourhood Care Networks and Community Based Care 

 
4.3.1 Our work on Community Based Care and Neighbourhood Care Networks is being 

informed by the plans and priorities of the south east London Sustainability and 
Transformation Plan (SEL STP), developed in collaboration with south east 
London’s commissioners and providers. 

 
4.3.2 LHCP have organised a range of health and care services on a neighbourhood 

footprint to create four ‘local care networks’ based around GP registered lists in 
the following geographical areas: (1) North Lewisham (2) Central Lewisham (3) 
South East Lewisham and (4) South West Lewisham . 

 
4.3.3 A neighbourhood care network is the way in which people and organisations, both 

statutory and voluntary, build connections and links between them so that people 
receive the right advice, support and care to improve and maintain their health 
and wellbeing. 

 
4.3.4 In Lewisham we are focusing on building connections across our four 

neighbourhood areas, enabling all those working to maintain and improve 
people’s health and wellbeing to connect up more easily and deliver care in a 
joined up way.   

 
4.3.5 Networks are also being developed through multi-disciplinary meetings which 

bring health and care staff together to support people with complex care needs.  
All GP practices hold regular multi-disciplinary meetings (MDMs) to agree how 



best to co-ordinate care for people with complex health and care needs.  Practice 
based MDMs provide a mechanism to enhance and improve inter professional 
working to maintain people in the community and prevent unnecessary admission 
to hospital or long term care.  A Standard Operating Procedure for practice based 
MDMs has been developed which sets out the approach to MDMs in Lewisham.  

 
4.3.6 Multidisciplinary Neighbourhood Community Teams (NCT) cover each of the 

neighbourhoods bringing together district nurses, social workers, occupational 
therapists and physiotherapists.  These virtual teams are aligned to GP Practices 
and community mental health services.  This has enabled more holistic care to 
be provided as well as greater sharing of information and collaboration. During 
2016/17 workshops to improve joint working and joint training sessions have 
taken place.  Work to co-locate the NCTs is on-going.   

 
4.3.7 Neighbourhood Co-ordinators (one in each neighbourhood) have been in post 

since November 2015.  The Co-ordinators support multi-disciplinary working, 
liaising between professionals within the NCT and with services outside it. 
Funded by the BCF, the Neighbourhood Co-ordinators work across health and 
social care to improve multi-disciplinary working for those people with complex 
health and social care needs. The team facilitates effective liaison between formal 
and informal health and care providers across Lewisham.  Feedback from all 
professionals has been very positive.  The Co-ordinators received 1254 ‘referrals’ 
(requests for support) in 2016-17.  These ‘referrals’ range from straightforward 
signposting or information chasing to supporting the co-ordination of case 
conferences for more complex cases.  The Co-ordinators have improved 
communication and information sharing between professionals, reduced time 
spent by professionals chasing information and enabled more effective 
signposting to support person centred care.  

 
4.3.8 To further strengthen networking across the neighbourhoods, four 

Neighbourhood Community Development Partnerships have been established.  
These neighbourhood partnerships bring together voluntary and community 
sector organisations and groups in that area to support community development, 
to work with statutory partners in the area and to build stronger, healthier 
communities. 

 
4.3.9 Lewisham is one of five devolution pilots across London.  The devolution asks 

focus on estates and workforce, specifically the freedoms and flexibilities needed 
within the workforce to accelerate the development and transformation of 
Community Based Care.  The devolution pilot aims to develop a new approach 
and model for those health and care professionals who visit and support people 
in their own homes, informed by the Buurtzorg model developed in the 
Netherlands.  Lewisham will explore the development of similar joint health and 
care roles and responsibilities which support integrated and holistic delivery.   

 
4.3.10 Through the BCF in 2016/17 we have also funded a range of community health 

services to enable the management of people with more complex health and 
social care needs out of hospital.  These include: 

 

 The Care Home Intervention Team (CHIT) which supports the mental health 
needs of patients in care homes and day services in Lewisham.  It provides 
a community in-reach service for older adults who display behavioural and 
psychological symptoms of dementia.  The team works on a one-to-one basis 
with patients as well as with organisations to develop best practice.  Over 



2016/17 the Team has reduced the prescribing of anti-psychotic medication, 
avoided placement breakdowns and emergency admissions to hospital. 

 The Home Treatment Team (HTT) operates 7 days a week and provides a 
rapid response and assessment for a mental health crisis.  The Team also 
supports early facilitated discharge for patients by offering care and 
treatment at home following an inpatient admission.  In 2016/17 the HTT 
supported 609 people, 92% did not require a subsequent admission to 
hospital.  The HTT also supported 263 people for early discharge.       

 The Enablement Services deliver enablement and rehabilitations services to 
people identified as needing support to prevent admission to hospital or to 
facilitate discharge from an acute bed.  The numbers of people being 
supported through the service has increased from 100 to 125 at any one time 
through better scheduling, flexibility of staff and expanding trusted assessor 
roles.   In 2015/16, 76.6% of people supported by the Enablement service 
needed no further intervention at the end of the period.   

 
4.4 Enhanced Care and Support 

 
4.4.1 Lewisham’s non-elective pathway is characterised, in terms of patient volume, by 

a significant number of people attending the emergency department, who could 
have been appropriately treated elsewhere, and a smaller number of patients with 
more complex needs who could, with the appropriate interventions, avoid a 
hospital admission. 

 
4.4.2 In response the increase in non-elective activity in 2015/16 and the refresh of One 

Version of the Truth (OVT, a diagnostic of what was happening along the urgent 
and emergency care pathway), Lewisham & Greenwich NHS Trust, Lewisham 
CCG and the London Borough of Lewisham worked in partnership to support the 
redesign and development of the Emergency Department Discharge Team, 
Community Discharge and Support Team and the Rapid Response Team. 

 
4.4.3 Due to the challenges facing the entire system including invest to save and the 

South East London Sustainability and Transformation Plan requirements for 
Enhanced Care and Support, the need to reduce avoidable admissions, support 
discharge and improve flows to reduce length of stay, further work needed to be 
done to refine the activity modelling and proposed impact.  Therefore the 
redesigned services have been implemented later than originally planned and the 
expected benefits were not realised in 2016/17.   

 
4.4.4 The remodelled Emergency Department Discharge Team is a dedicated 7 day a 

week, 8am-8pm service and identifies patients presenting at the Emergency 
department who are at risk of an admission to hospital or those patients who 
require rehabilitation and links them to other services.  The phased 
commencement of the service began in December 2016.   

 
4.4.5 The remodelled Community Discharge and Support Team has been enhanced to 

incorporate the discharge to assess pathway to help facilitate patient flows in 
Lewisham Hospital and facilitate the early discharge of patients.  The phased 
commencement of the service began in March 2017.      

 
4.4.6 The remodelled Rapid Response Service will provide a dedicated 7 day week 

8am-8pm service to patients in the community at risk of an emergency admission.  
Currently there are two Rapid Response Services, one delivered by Lewisham 
and Greenwich Trust as part of a wider admissions avoidance programme and 



one developed to support winter capacity to receive referrals from GPs and Care 
Homes.  The proposal is to bring these two providers together to deliver a single 
Rapid Response Team.     

 
4.4.7 The Integrated Primary and Urgent Care (IPUC) Model is still being developed.  

The borough wide GP Federation commenced delivery of the seven days per 
week, 8am till 8pm GP access component of the IPUC service on 1st April 2017.  
The Primary Care Assessment pilot (at the front door of Urgent Care Centre) 
component of the IPUC commenced on 3rd October 2016.   

 
4.4.8 The BCF funds Social Care Staff to be available 7 days a week, 8am-8pm in the 

Emergency Department at Lewisham Hospital and in the Enablement Services in 
the Community.  Over the winter period (November 2016 – March 2017) staff 
have been available 7 days per week to undertake complex assessments and 
liaise with families to bring forward discharges.   

 
4.4.9 The redesigned Continuing Healthcare (CHC) pathway brings together health and 

social care resources for CHC assessments and reviews, to create a single CHC 
team.  This new team has focused on providing a single point of access to 
improve processing times to reduce the time spent in hospital for patients who 
are medically fit for discharge.  The team has been place since May 2016, all 
checklists go through the team and all fast track patients have been seen within 
24 hours.  The referral to assessment times have reduced to the statutory 28 days 
maximum and are being managed within an average 10 days at Lewisham 
Hospital and the percentage of deferred decisions has been reduced from 20% 
to 10%.   
 

4.4.10 Extra Care Provision has been provided at Conrad Court comprising of 78 units.  
Over the last year the service has supported 8 people who have left care homes 
and 3 people who left hospital who may otherwise have gone into residential or 
nursing homes.  There are also high levels of satisfaction of people using the 
scheme. 

 
4.5 Enablers 

 
4.5.1 ‘Digital’ technology has a significant role to play in the sustainability and 

transformation of the local health and care system.  The BCF has been used to 
fund the development of technology that will change the way care is delivered to 
achieve improved and consistent patient care, better prevention and allow more 
care to be delivered in the community.   

 
4.5.2 Connect Care is a local electronic record which allows patient information from 

separate records to be viewed quickly and safely by front line professionals, such 
as GPs, hospital staff, district nurses and social workers, directly involved in 
patient care.  Currently the portal receives feeds from GP practices in Bexley, 
Greenwich and Lewisham, out of hours services based at the Queen Elizabeth 
Hospital and University Hospital Lewisham, Oxleas Mental Health Trust and 
Lewisham Community Services. 

 
4.5.3 Assessments have taken place to identify the development or refurbishment 

needs in relation to estates to support new ways of working and shared use.  
 

5. 2016/17 Performance against the National Metrics  
 



5.1 During 2016/17 targets were achieved for non-elective admissions and 
reablement; targets were not achieved for Admissions to Residential Care and 
delayed transfers of care (DToC) although performance in the latter improved 
over the course of the year. 

 
5.2 In 2016/17 non-elective admissions were 4.6% below plan for the year. 

 
5.3 In 2015/16 Lewisham had one of the highest performances for reablement at 

98.1% of people remaining at home 91 days after discharge from hospital.  In 
2016/17, 92.8% of people remained at home 91 days post discharge.  Whilst this 
is a slight decrease in last year’s performance, performance remains higher than 
the target set.       

 
5.4 The number of people feeling supported with their long term condition has 

increased from 59.1% in 2014/15 to 60.1% in 2015/16 and we are on track to 
meet the target set for 2016/17 (data due to be published in July 2017). 

 
5.5 The 2016/17 target for admissions to residential care was not met.  Although more 

people have been admitted to care in 2016/17 than in 2015/16 they have shorter 
lengths of stay due to higher acuity.  In year we continued to see an increase in 
elderly mentally ill placements in both nursing and residential care.  We are 
working with families and Extra Care providers to explore more complex 
packages of care at home and this has started to show signs of success.   

 
5.6 The 2016/17 target for delayed transfers of care was not met.  However significant 

improvement was made throughout the year.   Over 2015/16 there was a 
significant increase in the number of days delayed reported to LB Lewisham by 
South London and Maudsley NHS Foundation Trust (SLaM) and this continued 
into 2016/17.   

 
5.7 Lewisham’s Joint Commissioners have been and continue to work with Social 

Care and SLaM to fully understand and address the reasons for the delays.  The 
interventions to support the reduction in delayed transfers of care include system 
weekly surge calls, the appointment of a Head of Borough for inpatient services, 
a continued focus on length of stay and agreement to a refined clinical and 
operational process for delayed transfers of care. 

 
5.8 In addition, local work to support Winter Resilience at Lewisham and Greenwich 

Trust was initiated to support and improve flow for complex patient discharges.  
This reduced hospital delays for people ready for discharge, avoiding delayed 
transfers of care and reducing excess bed days.  The recovery programme 
included; the appointment of a Nurse Flow Manager to co-ordinate discharges 
across the system for University Lewisham Hospital and increased complex care 
brokers.  The local Discharge Policy has also been reviewed.  

 
5.9 This system approach has had a significant impact on the complex patient “ready 

for discharge” list.  The number of days delayed has continued to decline from Q2 
2016/17.  However we recognise that there is further work to do with both the 
health and care economies to sustain this. 

 
6. 2016/17 Finance 

 
6.1 The total BCF pooled budget for 2016/17 was £21.946m.  The fund was 

fully spent with underspend arising from slippage on new projects 



reallocated to other priority areas by the S75 Agreement Management 
Group. 

 
7. BCF Plan 2017-19  

 
7.1 The Policy Framework for the implementation of the BCF in 2017-18 and 2018-

19 was published on 31 March 2017.  The policy framework sets out the 
Government’s vision that by 2020 health and social care should be integrated 
across the country in order to reduce health inequalities, support sustainable 
systems and better co-ordinated care. 

 
7.2 At the time of writing the detailed planning requirements and allocations that 

underpin the framework were in the process of being finalised.  
 
7.3 As in 2016/17 the BCF Plan is being developed by Lewisham Council and 

Lewisham CCG.   
 

7.4 The BCF Plan 2017-18 and 2018-19 will be an evolution of the 2016/17 Plan and 
will continue to fund activity in the following areas:    
 

 Prevention and Early Intervention  

 Primary Care including supporting extended access to GP services. 

 Community based care and the development of neighbourhood care 
networks 

 Enhanced Care and Support to reduce avoidable admissions to hospital and 
to facilitate timely discharge from hospital. 

 Estates and IMT  
 
7.5 The 2017 Budget announced an additional £2 billion to support social care in 

England.  This money is included in the IBCF grant to local authorities and will be 
included in local BCF pooled funding and plans.  The 2017-19 BCF Plan will also 
set out how this money will be spent ensuring that the grant conditions are met.   

 
8. BCF Submission and Assurance Timetable 
 
8.1 The timetable for assurance and approval of BCF plans will be published in the 

Planning Guidance.  
 

8.2 The delay in the publication of the Planning Guidance is likely to result in a tight 
timetable for submission of our local BCF Plan and it is possible that approval 
and sign off of the plan will fall in the period between this meeting of the Health 
and Wellbeing Board and the next.  Members are asked therefore to agree that, 
if required, an additional meeting of the Health and Wellbeing Board be arranged.  
However if the timetable allows the plan will be presented for sign off at the 
November meeting.  

 
 

8.3 A first draft of the 2017-18 and 2018-19 plan is being prepared addressing the 
key areas as set out Policy Framework.   
 

9. Governance 

 
9.1 The BCF arrangements are underpinned by pooled funding arrangements with 

a section 75 agreement. (A section 75 agreement is an agreement made under 



section 75 of the National Health Services Act 2006 between a local authority 
and an NHS body in England. It can include arrangements for pooling 
resources and delegating certain NHS and local authority health related 
functions to the other partner). 

 
9.2 The Section 75 Agreement Management Group (Adults) oversees the 2016/17 

BCF Plan and will also oversee the 2017-2019 BCF Plan and expenditure.   
 
10. Financial Implications 

 
10.1 There are no financial implications arising from this report. Monitoring of the 

activity supported by Better Care Funding continues to be undertaken by the 
Section 75 Agreement Management Group (Adults).  

 
11. Legal implications 
 
11.1 As part of their statutory functions, Members are required to encourage persons 

who arrange for the provision of any health or social services in the area to 
work in an integrated manner, for the purpose of advancing the health and 
wellbeing of the area, and to encourage persons who arrange for the provision 
of health-related services in its area to work closely with the Health and 
Wellbeing Board. 

 
11.2 Where there is an integration of services and/or joint funding, then this is 

dealt with under an agreement under Section 75 NHS Act 2006 which sets 
out the governance arrangements for the delivery of services, and where 
relevant any delegation of functions from one party to another and the respective 
budget contributions of the local authority and the CCG in relation to the 
services. 

 
12. Crime and Disorder Implications 
 
12.1 There are no specific crime and disorder implications arising from this report or 

its recommendations. 
 
13. Equalities Implications 
 
13.1 Although there are no specific equalities implications arising from this report, 

Equalities Analysis will be undertaken where necessary to inform the BCF 
plan. 

 
14. Environmental Implications 

 
14.1 There are no specific environmental implications arising from this report or its 

recommendations. 
 
15. Conclusion 
 
15.1 This information report provides an update on the Better Care Fund and invites 

members to agree the recommendations set out in paragraph 2.1. 
 
15.2 If you have problems opening or printing any embedded links in this document, 

please contact stewart.snellgrove@lewisham.gov.uk (Phone: 020 8314 
9308) 

mailto:stewart.snellgrove@lewisham.gov.uk


 
15.3 If there are any queries on this report please contact sarah.wainer@nhs.net 
 (Phone: 020 3049 1880) 

 
 

mailto:sarah.wainer@nhs.net

