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1.0

Introduction / Foreword

1.1

High Level Summary of the Better Care Fund Plan

In Wandsworth, there is a focus on avoiding unnecessary hospital admissions, improving
hospital discharge processes and improving the quality and availability of reablement services.
This will be achieved through the system wide integration of health and social care pathways
involving discharge planning at admission, discharge to assess and increasing the
responsiveness and capacity of reablement. Funding will be increased for reablement to
enable the joint commissioning of an integrated rehabilitation, reablement and intermediate
care service.
The main investment of the BCF will continue to be the Enhanced Care Pathway (ECP) which
is the proactive integrated health and social care planning for the most complex cases. The
ECP has significantly reduced the number of admissions for 440 of the most vulnerable people
in 2016/17 and the number of people on the pathway will increase to 800 in 2017/18. In
addition, an integrated rapid response service will be developed to include GPs, nursing and
domiciliary care. This will commence from October 2017, when responsibility for the ECP will
transfer to the local MCP. This coincides with the MCP becoming the direct commissioner for
the Community Adult Health Services (CAHS) when the provider changes from St George’s
University Hospitals NHS Foundation Trust (SGH) to Central London Community Healthcare
NHS Trust (CLCH).
Carers support is also a key development within the ECP. The Wandsworth Carer Strategy
was ratified in July 2017 and aims to increase the number of identified carers as well as the
number receiving carer consultations from their GP. It is hoped that from this more carers will
be able to access support services for their own health and wellbeing. Implementation of the
strategy will commence in 2017.
The number of admissions due to injurious falls continues to be a focus and the reasons for
this will be investigated as part of a redesign of the service in 2017 that aims to develop a
more integrated model of care in line with best practice.
Currently there is no contingency pool in place in relation to Non Elective Admissions. WBC
and WCCG will consider appropriate risk sharing arrangements as the integration agenda is
developed through 2017/18 and the impact of initiatives evaluated. Also, complex delayed
discharges from acute and non-acute NHS care present a significant cost pressure to WCCG.
These delays are sometimes linked to outstanding adaptations to accommodation or the need
for a change of accommodation or waiting for a care home placement. WBC have recognised
the need for a joint approach and discussions are underway to address this possibly as part
of the Disabled Facilities Grant.
This plan forms the foundation of the future intentions of Wandsworth Borough Council (WBC)
and Wandsworth Clinical Commissioning Group (WCCG) to work together to integrate health
and social care services; increasing capacity and improving quality.

1.2
I.

Expected Outcomes of BCF Plan
Expansion of integrated complex case management through increasing the number of
people accessing integrated care planning on the ECP from 440 to 800
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II.
III.
IV.
V.
VI.
VII.

1.3

Reduce the number of A&E attendances and hospital admissions through the
increased number of people on the ECP
Decrease length of stay and the number of delayed discharges through timely
integrated discharge planning
Increase the number of people accessing integrated reablement services
Maintain or reduce the number of people permanently admitted to residential or nursing
care homes
Increase the number of carer consultations to improve the support available to informal
carers
Greater stability in the homecare market and increased capacity to meet the growing
demand for home care

Summary of the Funding Contributions

Wandsworth Clinical Commissioning Group (WCCG) and Wandsworth Borough Council
(WBC) have a strong history of collaborative working, high performance and achieving
outcomes for the local population against a range of national benchmarks.
The table below summarises the contributions made to the Wandsworth BCF fund by WCCG
and WBC for 2017/19
2016/17

2017/18

2018/19

£21,545,162

£30,466,962

£34,409,918

£1,562,181

£1,681,165

£1,800,149

CCG Minimum Contribution

£19,982,981

£20,340,674

£20,727,146

Additional CCG Contribution

£0

£0

£0**

iBCF

£0

£8,445,123

£11,882,623

Contributions
BCF Pooled Total
*Local Authority Contribution exc iBCF

*DFG + funding for Falls service
** Likely to change to include intermediate care services

WCCG and WBC directly commission other services outside of the BCF which will impact
upon the success of the schemes. These are:
•

Continuing Health Care – circa. £22M per annum aligned to the delivery of activities
relating to Delayed Transfer of Care and Discharge to Assess

•

Planning All Care Together (PACT) – Local Incentive Scheme for GPs to actively
identify and assess the most vulnerable and needy patients, especially those with
comorbidities, housebound, resident in Nursing Homes, dementia/stroke patients,
those with a primary mental health need, those within 5 years of a receiving a cancer
diagnosis and stable haematology patients. GP Practices are also able to provide
comprehensive care planning for patients, including participation in Community
Services multi-disciplinary/joint care planning processes for some patients

•

Keeping Independence Through Enablement (KITE) – this is the in-house
reablement service in WBC
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1.4

Signatories and Wider Partners to the BCF Plan

The Wandsworth BCF Plan 2017/18 is owned by Wandsworth Borough Council and
Wandsworth CCG and the authorised signatories for each organisation are:
I.
II.
III.
IV.
V.
VI.

Councillor Ravi Govindia, Leader of the Council, Wandsworth Borough Council
Paul Martin, Chief Executive, Wandsworth Borough Council
Mark Maidment, Director of Resources, Wandsworth Borough Council
Dr Nicola Jones, Chair of Wandsworth Clinical Commissioning Group
James Blythe, Managing Director, Wandsworth and Merton Local Delivery Unit
Neil McDowell, Director of Finance, Wandsworth and Merton Local Delivery Unit

The Wandsworth BCF Plan has also been agreed by:
I.
II.
III.

BCF and Older People’s Programme Board 21st August 2017
Wandsworth and Merton LDU Executive Management Team 23rd August 2017
Health and Wellbeing Board through the Wandsworth Standing Order 83(A) Procedure

Other partners involved with the BCF plan are Age UK Wandsworth, St George’s University
Hospitals NHS Foundation Trust, Chelsea and Westminster NHS Foundation Trust and
Kingston Hospital NHS Foundation Trust.

2.0

What is the local vision and approach for health and social
care integration?

The BCF is the conduit by which WCCG and WBC develop joint strategies and commissioning
plans across care groups where there are opportunities to integrate services and maximise
outcomes for our patients and service users. In line with the Wandsworth Health and
Wellbeing Strategy 1, the aim is to provide person centred coordinated care built on the
following principles:

1

•

Service users will remain at home and services will maximise independence by
ensuring that service users are supported to live an independent life as possible.
Physiotherapists and occupational therapists will coordinate reablement and
rehabilitation with services such as the Integrated Falls and Bone Health Service.
Service users will be able to access support, advice and information from the
Wandsworth Carers’ Support Service and carers’ assessment through social services.

•

Service users will have a coordinated care plan in one place addressing their needs
holistically. The care plan will be delivered by a multidisciplinary team through a daily
handover meeting seven days a week, 365 days a year. Information sharing will be
underpinned by agreed data sharing protocols.

•

Service users will be supported by an accountable lead professional that will also
coordinate joint assessments if required. Service users with complex care packages
will be appointed a key worker for any queries that they or their family and carers may
have.

•

Services will support service users building on the seven day working that has already
started in Wandsworth. They will be supported by social care and healthcare workers

http://www.wandsworth.gov.uk/downloads/file/11850/joint_health_and_wellbeing_strategy
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seven days a week to prevent unnecessary admissions at weekends and delayed
discharges from hospital.

2.1

National Performance on Integration

NHS England published a dashboard in July 2017 that brought together a range of metrics
where health and social care work closely together in each Local Authority with the aim of
demonstrating how integrated they are. The six key metrics from across the sector assess
local areas against their statistical nearest neighbours and nationally.
NB: Data used is from 2015/16/17 and so is not consistent with data in section 4.1.6 of this document

Wandsworth’s position in the National Social Care Interface Dashboard is set out below:

Spidergram comparing ranks with regional &
authority type averages
Metric 1

Overall
national
rank

150
100

Metric 6

Wandsworth
Metric 2

London

50

Inner London

0

Metric 5

Metric 3

Metric 4

Wandsworth

London average

Inner London
Average

Score

Rank

Score

Rank

Score

Rank

30,644

134

28,594

109

27,342

96

2) 90th percentile of length of stay for
emergency admissions (65+)16-17

18

13

21

64

21

64

3) TOTAL Delayed Days per day per 100,000 18+
population 16-17

4.4

11

6.8

34

8.1

42

84.9%

72

89.2%

44

86.2%

61

4.5%

24

5.1%

39

4.1%

56

21.0%

12

20.0%

61

20.2%

50

1) Emergency Admissions (65+) per 100,000 65+
population 16-17

4) Proportion of older people (65 and over) who
were still at home 91 days after discharge from
hospital into reablement /rehabilitation services
15-16
5) Proportion of older people (65 and over) who
are discharged from hospital who receive
reablement/rehabilitation services 15-16
6) Proportion of discharges (following
emergency admissions) which occur at the
weekend 16-17
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Wandsworth is ranked in the upper quartile for metrics 2, 3 and 6 and metric 4 has also
improved since this data was captured. 92.9% of older people were still at home 91 days post
discharge in 16/17. It should also be noted that the actual number for emergency admissions
was 24,333, much lower than the weighted figure in this table. Wandsworth is doing well with
most of the metrics used here but it is recognised that there is more work to do if full integrated
working practice is to be demonstrated.

2.2

Model of Integration by 2020

In line with the SWL STP ambitions, WBC, WCCG and other partners are working together to
transform care by developing:
•

the STP 2 right care best setting with the focus on aligning reablement between health
and social care and integrating discharge processes at St. George’s Hospital.

•

the Enhanced Care Pathway, increasing the numbers of patients accessing this
service, utilising community networks better and the personalised outcomes in the care
plans.

•

the roll out of the Enhanced Care Pathway into care homes with funds for a dedicated
community nursing and therapy team for support and training and a shared approach
to quality monitoring via a quality dashboard

•

admission avoidance pathways including GP referral to Rapid Access clinics, rapid
response reablement service and introducing step-up beds as part of the intermediate
care service

Examples of services that would benefit from more integrated commissioning are care home
provision, rehabilitation and reablement, including intermediate care. This will be considered
in 2018/19. From October 2017, Merton and Wandsworth CCGs will be commissioning
community services from the same provider which may present further opportunities.
The model of integration is in early development in Wandsworth and there is a commitment
across health and social care to have firmer agreements in place in 2018/19 and going forward
into 2019/20.
There are additional boundaries that add complexity to the development of integrated
commissioning (Figure 1). In 2016, Wandsworth and Richmond Councils entered into a
shared staffing arrangement to deliver substantial savings to preserve frontline services.
Initially the focus has been on merging management structures to reduce duplication and
spend. Moving forward, the new structure will deliver further savings through reduced
overheads and obtaining better value for money through commissioning on scale.

2

http://www.swlccgs.nhs.uk/our-plan/our-plan-for-south-west-london/
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Figure 1 Complex boundaries in Wandsworth

In April 2017, WCCG has also commenced a collaborative working arrangement with Merton
CCG and formed the Wandsworth and Merton Local Delivery Unit (WM LDU). This is a SWL
initiative and WM LDU reports into the SWL Alliance. Although statutorily the CCGs cannot
merge, the rationale is on par with the councils and presents the opportunity to jointly
commission services that would benefit from scale but possibly not at STP level. Wandsworth
and Merton CCGs are the main commissioners of services from St George’s Hospital. There
are potentially further opportunities to expand the collaboration by including the local councils,
however, this is made more complex by the Wandsworth alignment with Richmond. Patients
living in Richmond primarily access acute services from West Middlesex Hospital or Kingston
Hospital.
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Figure 2 Model of care for Older People in Wandsworth

The development of the MCP model, as referenced in the NHS Five Year Forward View, is
the key mechanism by which WCCG will realise its ambitions for transforming Primary Care
and out of hospital care across Wandsworth, in line with the following principles:
•
•
•
•
•
•

There should be a single integrated model of out-of-hospital care.
The model should promote collaboration, sharing of resources and multi-disciplinary
team working, with integrated IT systems to support communication.
Patients should have a single care plan, centrally updated and accessible to all
relevant professionals.
Patients can see the right healthcare professional at the right time according to their
needs and know how and where to access care locally when required.
The model should seek to empower patients and health care professionals alike.
There should be a culture of shared learning and best practice so that all patients
across the Borough can benefit from innovation.

Specifically, the MCP is the contractual vehicle which will enable WCCG to deliver on the 17
specifications set out in the London Strategic Commissioning Framework for Primary Care 3.
The vision is for groups of GP practices working together to deliver a wider range of services,
coordinating input from Community Services, hospital specialists and others, and eventually
shifting the majority of ambulatory care and outpatient consultations to out-of-hospital settings
(The King’s Fund, 2015).

3

https://www.myhealth.london.nhs.uk/healthy-london/latest/publications/transforming-primary-care-london
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The MCP started on 1st April 2017 and is still evolving but it will eventually enable the following:
•
•
•
•
•

•

Realisation of WCCG’s ambitions in transforming Primary Care and developing the
role of the GP as the care coordinator
Ensure that all patients across the Borough have access to a range of local out of
hospital services that meet their needs
Facilitate the development of joined up care pathways which enable patients to remain
healthy at home for as long as possible
Address existing inequalities in the delivery of enhanced Primary Care services across
the Borough
Provision of a platform around which other out of hospital services and partner
agencies such as mental health, social care and the voluntary sector can be coordinated and integrated.
Further the development of existing programmes of joint working between Primary
Care, Community Services and other out of hospital care providers.

WM LDU and WBC recognise that there is further work needed to fully integrate health and
social care across Wandsworth and this is a phased redesign to meet the integrated vision of
2020. A project group will be formed to look at the learning so far and map what the new
model of care looks like. This will include looking at the relationship with Merton and Richmond
boroughs. The pooled resource will be extended in the future to build on the jointly
commissioned pathways such as intermediate care and reablement and the in-house local
authority care service with the community maximising independence team.
There will be a workshop held in mid-Winter to consider the options of further integration and
a final vision agreed. Three identified options are:
a) Continue with the MCP model development alongside some joint commissioning. This
is the current situation
b) Increase the breadth of what is included in the integrated model to include services
such as Children, Mental Health and Learning Disabilities. Deliver this via the MCP
and joint commissioning or an ACO.
c) Create a full ACO and joint commission the physical adult health and social care
services

3.0

Background and context to the plan

3.1

Local Demography and Future Demographic Challenges

(Information taken from Wandsworth Borough Council – Adult’s Market Position Statement – updated 2016) 4

Wandsworth is the largest inner London borough and has a growing population, currently
estimated at 307,000 residents. The number of people registered with a Wandsworth GP
practice is approximately 375,000. The population of Wandsworth is much younger than both
the London and England average. Nearly half of all people living in Wandsworth are aged
between 25-44 years. It has the highest proportion of people aged between 30-44 years (31%)
out of all the councils in the country and the second highest proportion of people aged between
25-29 years.

4

http://www.wandsworth.gov.uk/downloads/download/1776/adults_market_position_statement
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As well as being much younger, the population of Wandsworth is transient. A quarter of people
either moved in or out of the borough in 2012/13, which was the third highest in London.
Overall, people living in Wandsworth are employed, financially stable, well-educated and
healthy. However, there are also areas of deprivation. Around one in three children live in
income deprived households and a quarter of people aged over 60 are income deprived and
receiving pension credit.
In 2015, only 12% of Wandsworth residents were aged over 60 years. In 2014, there were
28,700 people aged over 65 and this is predicted to rise to 30,500 in 2020. All age groups
above 65 will rise with the exception of those aged between 65 and 69 which is predicted to
drop over this period. The percentage of the population aged over 65 is predicted to rise from
1.22% in 2014 to 1.38% in 2020 with the largest rise being seen in men over 85. The wards
with the highest proportion of older people are East and West Putney, Roehampton and St
Mary’s Park.
The number of older people living alone is predicted to increase by 741 by 2020 with 611 of
those in the over 75 age group. The number of people living in a care home is predicted to
increase by 117 by 2020, the majority of which are in the 85 plus age group. WBC and WCCG
would like more of this cohort to access Extra Care rather than be admitted to a care home.
Conversely, the number of people funded by social services going into care homes since the
beginning of 2012 has declined steadily from around 260 in 2012 to 180 at the beginning of
the 2015/16. This was likely a result of increased scrutiny of recommendations for care homes
and a commitment to home first with support where possible. This latter effect relates only to
social care funded individuals. It is well known that private funders go into care homes earlier
and spend longer in them than social services funded clients.
The number of people aged 65 or over predicted to be unable to manage one or more domestic
tasks on their own is set to rise by over a thousand and the number of the same population
predicted to be unable to carry out one or more self-care activity on their own is set to rise by
around 850 by 2020.
People aged 65 and over unable to manage at least one mobility activity on their own (activities
include: going out of doors and walking down the road; getting up and down stairs; getting
around the house on the level; getting to the toilet; getting in and out of bed) are predicted to
rise by 531 by 2020. All other predictions regarding ill health for the over 65s are on the rise:
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Condition

Number 2014

Number 2020

Difference

Stroke

654

697

43

Dementia

2040

2286

246

Have a fall

7616

8267

651

To be hospitalised as a
result of a fall

596

657

61

Diabetes

3544

3742

198

Limiting long term
illnesses

13,368

14,330

962

Visual impairment
(moderate, severe or
registrable)

851

947

96

Profound Hearing
Impairment

325

360

35

Approximately 50% (704 people) of people registered blind or partially sighted in Wandsworth
are aged 75 or over.
Over 90,000 people registered with a Wandsworth GP have over 136,000 conditions requiring
varying levels of care and management (whilst this is an all age figure, prevalence rises with
age, affecting about 50 per cent of those aged 50 and 80 per cent of those aged 65).
Co-morbidities are common amongst older people. Their health is likely to be less stable and,
as a result, they may require more intensive or ongoing periods of care and support. This
would possibly be provided by “informal” carers. The 2011 Census showed that 9,000 people
in Wandsworth aged 50 years or over recorded themselves as unpaid carers. Being a carer
can significantly affect physical and mental wellbeing. More than one in four people
undertaking 50 or more hours of unpaid care a week in Wandsworth are aged 65 years and
older.
Falls are a significant issue for older people in Wandsworth with Wandsworth having the fifth
highest rate in London of emergency hospital admissions owing to an injury from a fall. The
risk of falls and hip fractures increases amongst those with impaired vision as well as a result
of taking medicine or receiving treatment for other health problems.
Older people are at a higher risk of social isolation; keeping connected to the community is
key to combating feelings of isolation and loneliness. Risk factors for social isolation for older
people include a lack of access to private transport, minimal or no contact with friends and
family, low morale and living alone. It is estimated that 10% of people over the age of 65 are
socially isolated, with the percentage increasing with age; not all people living alone are
socially isolated but it is a risk factor for social isolation. Currently a projected 10.500 live
alone in Wandsworth; this is projected to increase to 11,300 by 2020, a 7.1% increase.
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Social isolation is also a factor in increased alcohol use and nationally there was a marked
increase in alcohol related hospital admissions across all age groups but the increase was
greatest for older people; for men aged 65 and over hospital admissions rose by 136% and
132% for women.
Improving both the timely diagnosis of dementia and post diagnostic support is a key
government priority. There is a need to be mindful of skills needed and capabilities to provide
support for those with dementia and their informal carers.

3.2

Current State of the Health and Social Care Market

WBC and WCCG believe that working in partnership with providers and service users is the
only way to ensure Wandsworth has a range of quality services available at an affordable price
enabling real benefit for those who access them.
The Care Act 2014 sets out a future in which WBC has a central role in shaping and developing
a high quality, diverse and affordable social care market. For providers, this means a shift
away from much of the stability of WBC directly purchasing care to a greater diversity of
individually purchased services by self-funders and those with personalised budgets who may
also decide to “top up” their budgets to receive services that best suit their need. Providers
need to rise to the challenge to offer flexible, responsive and innovative services that are
adaptable to meet the needs of everyone, not just those whose care and support is directly
funded by the Council. WBC are moving away from being a purchaser within the market to
being a facilitator of the market.
Whilst the numbers of residential care beds are meeting current demand, it is unlikely that
care bed numbers in the borough will increase, given land values. Greater use of extra care
facilities in the future will help to fill any gap in demand but the relatively limited supply of care
home places does make fluctuations in demand difficult to manage, making finding places
difficult on occasion.
WBC and WCCG expect the need for care and support in the home to continue to increase
but the number of people using care home agencies to decrease. The trend seems to be that
more people are using their personal budget to employ personal assistants or to create
personalised support systems which include formal as well as informal support.
The total volume of home care purchased by the council has increased by 33% over the last
three years (2014-17), as a result of more people being cared for at home, and in responding
to NHS discharges. For 2016-17 a total of 678,000 hours were commissioned. This huge
increase in demand has destabilised the current model of homecare provision and the
providers on the council’s homecare framework contract have been unable to meet the
additional demand. This has led to an increase in the number of spot purchases In terms of
the home care provider market. A total of 80 organisations have been used over the last three
years to provide support, the bulk being with 53 providers. This has placed a huge pressure
on the social care work force and systems, especially in brokerage who have to make many
calls, on occasion in excess of 20, to find an appropriate provider. Certain types of package
in particular have been particularly difficult to source. These include packages to support
people with complex support needs, often requiring ‘double up’. The demand for these
packages has increased as the council moves towards supporting increasing numbers of
people with high and complex support needs to remain in their own homes and away from
residential care. The difficulty is sourcing this type of package has also had a detrimental
Version 1.6

16

Official

impact on DTOCs and we have seen the number of people delayed in hospital due to this
reason increase during 2017.The pattern of increased demand has been replicated in the
extra care housing schemes where additional hours of support have been commissioned to
support increasingly frail older people. At the other end of the spectrum it has also proved
difficult to source placements for people who require low levels of support, typically up to 1
hour per day, as some home care providers cannot support these low cost packages within
their profit margins.
To address this issues the Council has commenced a market stability project, using monies
from the iBCF, to review its model of commissioning home care, develop a new model of
provision and renegotiate prices with providers.
Additionally the council is looking at ways to support the development of the Personal
Assistant (PA) market as more people are opting to take a Direct Payment to arrange their
own care and support. Currently it can take in excess of 4 months to recruit a PA and the
council is working with Direct Payment Support Service providers to include this in the
specification for the retendering of these services in 2018.
The Sustainability and Transformation Partnership (STP) provides the environment for NHS
and local government partners to work together on a strategic ‘big plan’ for transforming
services. Much of the national media has focussed on whether STPs would lead to hospital
closures whereas the focus for most STPs, including SWL, is how they could manage
massively growing demand for care, with a workforce, budget and estate that won’t grow at
the same rate. The elderly population in Merton and Wandsworth will grow three times faster
than the working age population over the next nine years. Managing this gap is the everyday
work for local health and local authority staff; changing services and how this impacts on
patients. The STP is the “big plan” but everything that is done links upward to the STP,
including the BCF, A&E Delivery Programmes, Planned Care Transformation or the
Implementation of the Care Act. All of these address the increasing number of people with
complex needs who require support and care to remain in their own home and avoid
unnecessary admissions to hospital; changes to GP contracts to empower them to lead on
the integrated care of their patients; reducing the need for multiple visits to hospital to obtain
specialist advice and ensuring people with mental health conditions can access care before
they reach crisis point. The STP plan describes the changes, how many people will benefit,
how it will happen and how much better things will be. The BCF is just one part of the bigger
plan to address the growing need within the constraints presented.

3.3

Key Challenges and Issues Addressed by the BCF Plan

A combination of the effects of demographic changes and reduced financial resource is driving
change at pace. Providers need to embrace and adapt to this change whilst retaining quality
of service provision. There is an expectation that care providers and community support
services will be able to deliver services at prices that maximise the use of resources.
The Wandsworth health and social care market includes:
•
•
•

Acute and community organisation
The Local Authority’s own in-house services social care service – Keeping Independence
Through Enablement (KITE)
The independent sector (which are particularly dominant in the nursing and residential
care home, day centre and home care markets);
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•

Voluntary sector providers and registered social landlords such as extra care housing

Wandsworth health and social care partners are committed to using the Better Care Fund
(£30,467,288) to extend services:
•

to increase the proportion of frail older people who receive support to live independently
at home for as long as possible,
to reduce emergency hospital admissions wherever appropriate through the provision of
targeted integrated community services, and suitable preventative strategies
to prevent or postpone a person needing more intensive care packages or residential
care for as long as possible
to enable any older people requiring hospital treatment to be admitted for the shortest
possible length of stay, to ensure a focus on rehabilitation and reablement and to
facilitate the most efficient discharge to an appropriate setting of care.

•
•
•

There are a number of areas important in planning for the projected trends, including:
•
•
•
•

•

reduction in non-elective admissions, management of complex discharges and better
utilisation and increase in reablement services. The ECP and rapid response service has
made a positive impact on preventing unnecessary hospital admission.
integration of health and social care services to reduce duplication and deliver the best
possible service for local residents
greater emphasis on early intervention and prevention. This will help to address actual or
potential problems before they reach a critical point.
greater focus on reducing nursing and residential placements with increased emphasis on
care closer to home and integration of frontline health and social care. Current findings
indicate insufficient capacity at present to meet current demand in terms of services for
‘higher’/intensive homecare packages.
greater focus and drive across all services and settings of care will be on maximising each
older person’s functionality – enabling them to live good quality, independent lives for as
long as possible, with the care and support they require, either from time to time, or on an
on-going basis, available and accessible.

WCCG and the Council will continue to use the BCF to develop joint strategies and
commission plans across care groups where there are opportunities to integrate services and
maximise outcomes for our patients and service users.
The 2011 the Census showed that there were 19,728 carers age 16+ living in Wandsworth
with 3,977 caring over 50 hours per week. Measuring the younger carers is challenging, in
part because they often want to remain hidden but there are thought to be around 500-600
carers under age 16 in Wandsworth. In 2017, the Wandsworth Carers Partnership Board
(CPB) developed and agreed a three year strategy to support carers and young carers which
sets out a vision for raising awareness of how vital the role of the “informal” carer is. It also
outlines
•
•
•
•

the provision of good quality personalised support
plans to build solid networks so that carers know where they can turn to for support
how carers can balance their lives with their caring roles
the commitment of providers to working with commissioners to ensure the needs of
carers are understood and met

The CPB membership has representation from WCCG, WBC, St George’s Hospital, the SWL
and St George’s Mental Health Trust, the Wandsworth Carers Centre and carers. The strategy
will help to inform how some of the work in the BCF is delivered and the CPB meetings offer
commissioners the opportunity to test that plans are meeting the needs of carers.
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Project work to introduce full interoperability of data systems across the health and social care
system is continuing. The introduction of the new social care data system, MOSAIC, will move
this forward in 2017. It will link to the NHS spine, allowing cross referencing using NHS
numbers, as well as with a portal which will also be accessed by mental health, primary,
secondary and community care. Each system will feed into the portal, the information will be
consolidated and a holistic view of each patient will be available to each part of the health and
social care system. This second phase is likely to be implemented in 2018/19.

4.0

Progress to date

The approach to integrating health and social care in Wandsworth so far has been through
•
•
•
•

Joint commissioning of services
Commissioning a MCP to provide integrated services that will deliver desired outcomes
Commissioning of additional social carers within the existing community health teams
Locality based MDT Hubs where the membership includes parties from health and
social care and, in future, with links to housing

The main points of the 2016/17 BCF Plan were:

4.1

•

Focus on Health and Social Care DTOCs due to
- Further non-acute NHS care
- Social care packages at home
- Awaiting nursing home placement
- Patient family choice
- Disputes

•

A significant number of delayed discharges due to lack of access to non-acute NHS
community rehabilitation and coordination of discharge across some parts of the acute
sector

•

Diagnostic imaging, testing and rehabilitation are the highest reasons for admission in
people 65+. They also have the highest number of excess bed days for emergency
admissions and this is particularly so with those presenting with alcohol related issues
or falls.

•

Maximising the utilisation of health and social care reablement and home care capacity
and resources

•

Focus on patients with complex needs who are at risk of multiple non-elective
emergency admissions

Data Analysis

4.1.1 Enhanced Care Pathway (ECP)
A cohort of patients were identified using a combination of risk stratification software and
clinical knowledge. They were considered for the Enhanced Care Pathway which started on
1st July 2016. At 9 months, Community Adult Health Services (CAHS) had received 340 care
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plans for those patients and undertook multi-disciplinary team meetings to discuss each
patient’s needs with their registered GP.
The benefits from having a coordinated, integrated approach to patient care continue to be
seen. The non-elective, emergency spells for the ECP cohort have decreased 37% and the
non-elective, emergency excess bed days have decreased by 34% at 9 months. Attendances
at urgent care (A&E, walk-in centres, urgent care centres) and outpatient appointments have
also seen a decline.
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4.1.2 Average Length of Stay (LOS)
Analysis of average length of stay for all Age Groups in 2016/17 showed that the highest
admissions for Wandsworth CCG are for people over 65, as per the expected trend. There
has been an unexpected increase of age 0-4 which is not addressed in the BCF.
The mean LOS across all ages has halved from 5 to 2.5 and there was a reduction in the 65+
age group of between 1.9 to 3.9 days (the highest decrease in 85-89 of 3.9 days).

Version 1.6

21

Official

4.1.3 Emergency Admissions
In 2016/17, the function codes with the highest number of emergency admissions for the 65+
age group continued to be A&E (34%), General Medicine (39%) and Geriatric Medicine (6%).
This is a reduction in the number of General Medicine admissions and an increase in Geriatric
Medicine which may indicate better patient signposting. There was also a reduction of
respiratory admissions (from 122 to 98) which may also represent a more proactive community
care input from specialist nursing.

All of the top five provider Trusts showed an increase in emergency admissions to Geriatric
Medicine (from 472 to 556) with the exception of Imperial where there was a slight reduction.
All of the providers increased their number to General Medicine which increased overall from
2,722 to 3,223.
Wandsworth’s second largest provider, Chelsea and Westminster had a decrease in the
number of emergency admissions via A&E from 205 to 197.
300 - General
180 - Accident &
430 - Geriatric
Medicine
Emergency
Medicine
2,645
2,849
111
577
46
11
75
64
6
165
67
54
183
197
374
3,645
3,223
556

Provider Parent Name
St George's Healthcare NHS Trust
Kingston Hospital NHS Foundation Trust
Imperial College Healthcare NHS Trust
Guy's and St Thomas' NHS Foundation Trust
Chelsea and Westminster Hospital NHS Foundation Trust
Grand Total

Analysis by procedure category shows that admissions for Diagnostic Imaging, Testing and
Rehabilitation remains the highest reason for emergency admission for people aged 65+ and
has increased in number from 926 to 1,818 although this is an overall percentage decrease
from 51% to 44%.
Four categories make up a further 31% of admissions and all have increased; Urinary (169 to
388), Miscellaneous Operations (156 to 323), Respiratory Tract (128 to 211) and Upper GI
(113 to 211).
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Predictably, the highest number of excess bed days resulting from an emergency admission
are from the 65+ age group.

All Types Conditions
250.00
200.00
150.00
100.00
50.00
0.00
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Figure 5 Excess Bed Days comparison – By Age Group (standarised rate per 1,000 population)
Age
Group
0-4
5-9
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74
75-79
80-84
85-89
90-94
95+

Actual
Population

% Population

24,088
21,572
16,826
14,738
24,653
50,551
52,051
44,368
32,881
25,984
21,974
16,167
12,497
10,772
8,177
6,245
4,437
2,581
1,149
346

6.14%
5.50%
4.29%
3.76%
6.29%
12.89%
13.28%
11.32%
8.39%
6.63%
5.60%
4.12%
3.19%
2.75%
2.09%
1.59%
1.13%
0.66%
0.29%
0.09%

Acute
Effective
Chronic ACSACS
Acute
Conditions
Commissio
Chronic ACS Includes
Dementia
Conditions Conditions Includes
ning
Transfers
Transfers
Initiative
0.33
0.21
0.21
0.18
0.18
0.00
0.18
0.00
0.05
0.05
0.07
0.07
0.00
0.00
2.56
0.02
0.02
2.54
2.54
0.00
0.00
0.11
0.03
0.03
0.16
0.16
0.00
0.00
0.72
0.00
0.00
0.70
0.70
0.00
0.00
0.05
0.04
0.04
0.00
0.00
0.00
0.00
0.03
0.00
0.00
0.02
0.02
0.00
0.00
0.19
0.23
0.23
0.00
0.00
0.00
0.00
0.07
0.05
0.05
0.02
0.02
0.00
0.00
0.62
0.03
0.03
0.45
0.45
0.00
0.09
0.37
0.30
0.30
0.00
0.00
0.00
0.00
0.56
0.00
0.00
0.65
0.65
0.00
0.15
1.57
0.50
0.50
1.47
1.47
0.00
0.09
7.83
6.77
7.17
0.73
0.73
0.00
0.11
5.95
4.32
4.94
1.97
1.97
0.00
0.00
9.98
3.77
3.77
2.32
2.32
0.00
0.00
10.60
4.15
4.15
7.86
9.19
0.00
4.68
17.32
10.18
12.30
8.66
8.66
0.00
0.76
44.36
42.31
42.31
4.09
12.28
0.00
0.00
72.52
36.26
36.26
7.93
7.93
0.00
0.00

Falls
0.00
0.00
0.00
0.03
0.00
0.13
0.19
0.00
0.06
0.00
0.36
0.32
0.09
1.06
0.67
1.57
13.25
3.49
16.38
0.00

Fracture of
Neck of
Femur

Heart
Failures

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.34
0.00

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.02
0.00
0.00
0.00
0.00
0.18
0.53
0.25
1.50
6.84
0.68
0.00

Potential
Alcohol
Admissions
0.10
0.00
2.49
0.05
0.00
0.00
0.13
0.29
0.12
1.06
0.48
0.92
2.10
1.53
3.69
6.34
10.25
17.32
12.62
35.13

Strokes
0.00
0.00
0.00
0.00
0.00
0.00
0.11
0.00
0.00
0.57
0.00
0.15
1.25
0.62
0.00
1.95
6.01
2.43
2.73
0.00

Alcohol related admissions can often be linked to social isolation and the highest number of
excess bed days for this is in the 80+ age group.
A high number of excess bed days resulting from an emergency admissions are linked to
ambulatory care sensitive conditions. These are cconditions where effective community care
and case management can help prevent the need for hospital admission. There are 19
ACSC’s identified:
Vaccine preventable

Influenza and pneumonia
Other vaccine preventable conditions

Chronic

Asthma
Congestive heart failure
Diabetes complications
Chronic obstructive pulmonary disease (COPD)
Angina
Iron-deficiency anaemia
Hypertension
Nutritional deficiencies

Acute

Dehydration and gastroenteritis
Pyelonephritis
Perforated bleeding ulcer
Cellulitis
Pelvic inflammatory disease
Ear nose and throat infections
Dental conditions
Convulsions and epilepsy
Gangrene
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All Types
1.38
0.25
10.18
0.56
2.12
0.26
0.50
0.95
0.42
3.30
1.82
3.40
9.07
26.71
24.02
32.27
71.66
87.95
178.11
196.03
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4.1.4 Reablement and Home Care Capacity
KITE (Keeping Independence Through Enablement) is the in-house reablement service of
WBC. An evaluation focussed on response times and outcomes of referrals in 2016-17
highlighted the positive impact of the service. KITE intervention resulted in a significant
reduction in support required on exit i.e. a reduction from 59.3% to 13.7% in terms of those
service users requiring a moderate to intensive level of package of care. However it also
indicated delays in response times highlighting the need for increased capacity.
Detailed monitoring of internal delays in the KITE service commenced in December 2016.
This showed for the period January to March 2017, the proportion of days delaying discharge
at St George’s Hospital which were related to awaiting for a homecare package was 34, 14 of
which were directly attributable to a lack of capacity within the KITE team.
Health and social care partners are developing a single enablement / rehabilitation pathway
that will increase capacity and improve access. This will reduce the length of stay, avoid
unnecessary admissions and delayed discharges as well as support more people to remain
in their own home.
A review of the Step Up Step Down beds and 24 hour reablement schemes in particular have
indicated under occupancy. As they are commissioned under a block contract, this is not
providing value for money. An area of development for 17/18 is to maximise occupancy by
expanding the customer groups accessing the services. This includes people on the discharge
to assess pathway.

Version 1.6

25

Official

4.1.5 Delayed Transfer of Care
Wandsworth has consistently been in Quartile A in the DTOC London benchmarking during
2016/17. According to this data, the overall days delayed in Q4 (Dec 2016 to mar 2017), per
100,000 of population was 4.73 (range 4.32 to 7.13)

WANDSWORTH DTOC APRIL 2016- MARCH 2017

301
272

259
243

240

222

234

223

207
176

163

155
118
88

86

74
54

53
30
0

96

117
101

98

0

5

95

97

67
44
4

0

0

0

7

0

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

Nb of days delayed attributable to Social Care
Nb of days delayed attributable to Both
Nb of days delayed attributable to Health
DTOC Target 2016/17
The table below sets out the reasons for DTOCs from 2016/17. In the main, health delays
were due to:
•
•
•
•

Further non-acute NHS care (including intermediate care, rehabilitation and neuro
rehabilitation)
Patient family choice
Nursing Home Placement
Awaiting Housing – patient not covered by the NHS and Community Act (significant
increase from 2015/16)

Reasons for social care delays were:
• Awaiting nursing home
• Care packages at home
• Awaiting residential home
There have also been a number of inaccuracies identified with the reporting of delays and
WCCG and WBC are working with providers to address this.
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The tables below outline the number of delays at the three main acute trusts that WCCG
commission inpatient services from. WCCG and WBC are working with these trusts to
improve the flow of patients and using a system wide approach commencing with a situation
analysis.

The main acute provider for Wandsworth patients is St George’s and the table below outlines
the DTOCs for 2016/17. The increase of social care delays has been investigated and an
adjustment will be made in UNIFY in September 2017 as a number of reporting inaccuracies
have been discovered. This year there is also a CQUIN with St George’s to identify, develop
and optimise early discharge planning, systems to monitor patient flow, support multi agency
discharge teams including the voluntary and community sector and home first /discharge to
assess processes. The aim is to contribute to better management of transfers of care out of
hospital to prevent delays and create capacity in the hospital as well as a saving for St
George’s.
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Although commissioning of the SWL and St George’s Mental Health NHS Trust sits outside of
the BCP, any DTOCs obviously impact upon the outturn reported. The table below describes
the DTOCs in 2016/17 at South West London and St George’s Mental Health NHS Trust.
DTOC levels remain a KPI within the contract with the Trust and are monitored through the
monthly Contract Performance Meetings. In line with monitoring protocols the Trust will
provide detailed recovery and mitigation plans should they miss the target of 3% of DTOC bed
days as a proportion of their overall bed days. Wandsworth performance as of June remains
green and within this target. Within Wandsworth the MH Trust continue hold weekly bed
management meetings, including WBC representatives to track discharges and any potential
delays.

A formal SWL DTOC plan is under development. The main challenges and actions have
been noted below:
Challenges
1. Ensure DTOC levels remain within the agreed KPI target (3% of all bed days) within
the MH Contract with SWLSTG. Identify any performance trends and take necessary
performance actions. Note that July 2017 showing level of 3.3% for Wandsworth.
2. Within the level of DTOC reported by SWLSTG, ensure that attribution across health
and social care is appropriately agreed and reported.
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Actions
1. WCCG MH Commissioner to continue to work closely with Commissioning Support
Unit (CSU) Contract Management Team and SWLSTG, to monitor DTOC KPI at
monthly SWL Performance Management meeting. Ensure that any failure against
target or downward performance trend derives a contractual action plan – evidenced
in place for SWL CCG’s not meeting target previously and now required for
Wandsworth with regard to July data.
2. Work with SWL Alliance CCGs and SWLSTG to develop plan for a consistent approach
to DTOC reduction across SWL. Development of plan for consultation with CCG’s
anticipated.
3. WCCG MH Commissioner input to weekly bed management/DTOC meeting hosted by
SWLSTG and attended by WBC to ensure that potential DTOCs are managed and
work to ensure that health and social care attribution is appropriate.
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4.1.6 National Metrics
Metric

Indicator

2016/17 Target

2016/17 Q4
Actual

1

Total non-elective admissions into
hospital (general and acute)

No more than 24,269 nonelective admissions

24,333

2

Permanent admission of older people
(aged 65 and over) to nursing and
residential care homes per 100,000
population

Admission to residential
and nursing home remain
below 134 or 451.2 per
100,000

109 admissions
or 365.8 per
100,000 as at
March

3

Proportion of older people (65 and over)
who were still at home 91 days after
discharge from hospital into reablement /
rehabilitation services

93.1%

4

Delayed Transfers of Care (delayed
days) from hospital per 100,000
population (aged 18+)

No more than 1253.7 days
per 100,000 population
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Position
in
London

2017/18
Target

2018/19
Target

25,146

25,492

Top
quartile

134
admissions
or 457 per
100,000

134
admissions
or 457 per
100,000

92.9%

Top
Quartile

93%

93%

Actual days 3929
or 1549 per
100,000

2nd place

1644.6

1333.3
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The number of non-elective admissions is beginning to decline in Wandsworth, partly due to
the ECP which has just completed its first year. It is recognised that more work is needed in
this area and the targets reflect this.
More people have been able to remain in their own home demonstrated by a significant
decrease in the number of admissions to care homes. This success is due to the continued
focus on alternative options to long-term care including extra care housing, provision of step
down beds, 24 hour enablement care on discharge and referring people to reablement
services to maximise independence. It will be difficult to sustain performance at the same
level though due to the delayed implementation of the new care home framework and
additional extra care units not coming on-line for a further 2 years.
Unfortunately, the National 3 metric was missed by 0.2% but this is a pleasing result and
places Wandsworth in the top quartile for performance in London. A significantly higher
proportion of people have been successfully supported to stay at home through enablement;
an improvement from 84.9% to 92.9%. The service is provided to those with a high level of
need which impacts on the ability of WBC to continuously improve performance. The plan to
maintain the current high performance is reflective of this.
In 2016/17, Wandsworth consistently had the 2nd lowest number of DTOCs in London which
was recognised by the BCF regional team who visited as part of their local learning programme
so that the good practice that achieved this success could be shared. The expected DTOC
metrics moving forward have not reflected this success.
Achieving the required DTOC target required for March 2018 will be challenging based on
previous performance levels for the following reasons:
•

•

Since April 2013, DTOCs have seen a gradual upward trend, although there is a lot of
variation on a monthly basis. A level of around 300 days per month is required to be
reached and, while this is the average monthly number of days since April 2013, it
hasn’t been achieved consistently since 2013/14.
WBC is frequently ranked in the top quartile of local authorities (LA) in London which
means that there is limited scope for improvement and DTOC is only one measure for
successful integrated responses across Health and Social Care that positively impacts
on the patient’s care pathway. It would appear that the same expectation (target)
number of DTOCs has been allocated to each LA, regardless of how it is currently
performing.

Most of the BCF schemes will have an influence on the level of DTOCs though a local delivery
plan will be developed in September 2017 that will pull these together so that the impact can
be fully understood. There are some particular challenges that have been identified:
i.
ii.
iii.
iv.

Change in community provider and the potential disruption to service during transition
Awaiting increases to care hours, reablement and intermediate care packages
Shortage of social worker hours
Increased number of housing influences and associated response timelines as noted
in 6.2

Positive influences on DTOCs will come from the Integrated Discharge Pathway and the
Discharge to Assess work streams
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5.0

Evidence base and Local Priorities to Support a Plan for
Integration

5.1

Joint Strategic Needs Assessment (JSNA) 2014 5

The JSNA provides the ability to understand the specific needs of the Wandsworth population
and the interventions required in order to address inequalities within the determinants of health
and social care and to provide proactive and preventative services accordingly. The key
messages in the JSNA (2014) are:
•
•

•

5.2

Significant issues with the number of people who may have a mental health disorder
and associated high cost of care ( £53 million for Wandsworth CCG) – mental health
Care of vulnerable families – a multiagency approach similar to the Troubled Families
Programme could support vulnerable families on a number of issues such as, poor
maternal mental health, sexual exploitation and support for children with caring
responsibilities
Care of the elderly – there are relatively poor rates of excess winter deaths ( the highest
in London between 2009 -2012) and falls injuries ( 6th highest in London in 2011/12)

Increasing Demand by an Ageing Population - Demographic Challenges

The population of Wandsworth has some characteristics that are typical of an inner London
borough and some that are unique: recent benchmarking work by WCCG has identified that
there are in effect ‘two Wandsworths’.
The first population is relatively young, relatively affluent, in work and in good health. This
population is disproportionately high (causing a demographic ‘bulge’) and transient: around
25% of the borough’s population changes each year. This Wandsworth population is
predominately working age young adults, with a pattern of couples having children while living
in Wandsworth and then moving out when children approach school age.
The second population is the core local Wandsworth population and is relatively very young
(pre-school) or elderly; is less likely to be employed and more likely to have long term
conditions, mental health issues and other health and social care needs. There are significant
pockets of deprivation across the borough of Wandsworth, with a relatively high proportion of
elderly, living alone and in poverty. This population is not transient and is proportionately
smaller than is common for other London boroughs.
Wandsworth is also expecting an increase in population in the region of 35,000 as a result of
the Vauxhall Nine Elms Battersea development, which is likely to have significant implications
for health and social services in future years. This has been factored into WBC demand
profiling to ensure appropriate levels of investment.

5

Joint Strategic Needs Assessment 2014 http://www.wandsworth.gov.uk/jsna
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Population Need and Service Demand
Population Need

Service Demand

Falls and Injuries
1.
2879 per 100,000 persons over 65 (significantly worse than England average)
(PHOF, 2016)
Older People
2.
Total population over 65 is projected to increase by 39% by 2030 (POPPI,
2016)
1.
Total population over 65 with a limiting long term illness whose day to day
activities are limited a lot expected to rise by 7.4% by 2018 (POPPI, 2016)
2.
Total population aged 65 and over unable to manage at least one activity on
their own projected to increase by 6.8% by 2018

Benchmarking evidence has indicated that Wandsworth, as an Inner London borough, has
one of the highest rates of over 75s living in poverty in South West London.

5.3

Patients with Complex Needs

Risk stratification affords the Wandsworth primary care and community care providers (and
potentially social services) with an indication of the number of patients that should be
proactively managed and forecasts how many emergency admissions might be avoided. It
provides commissioners with an indication of the required scale of community case
management by multidisciplinary teams that is required.
A risk stratification model was developed to identify people who’s care could potentially be
managed through MDTs across the 40 Wandsworth GP Practices and examine the impact on
emergency admissions’ activity through this proactive care. Wandsworth uses a variety of
methods to identify patients at risk such as use of the Solis software tool, GP clinical
knowledge of patients and EMIS searches.
Approximately 500 of the most complex patients were identified in 2016/17 and this will
increase to 800 during 2017/18. These patients will be reviewed and an Enhanced Care Plan
agreed by the MDT which includes health and social care representation.

5.4

Key Successes So Far and Future Challenges

In 2015/16, significant amount of work was undertaken to transform the care of frail older
adults with multiple long term conditions, focus on self-management, and prevention of
disease progression, case management in the community and minimal hospital episodes and
length of stay. The aim was to deliver improved quality of life and outcomes for frail older
people currently receiving health and social care services. BCF 2015/16 programme achieved
the following:
•

Agreement to further extend integrated working to how we commission services such
as reablement, rehabilitation, enhanced and standard home care packages for older
people

•

Reductions in permanent admission of older people (aged 65 and over) to nursing and
residential care homes

•

Protected social work and occupational therapy staffing capacity and provided
additional investment in prevention, rehabilitation, telecare and services for older
people living in supported housing and community setting within the borough to enable
them to live as independently as possible within a safe environment.
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Progress continued on established initiatives in 2016/17 such as:
•

Planning All Care Together (PACT) Local Enhanced Services with GP practices which
deliver a lead accountable professional for frail patients identified via risk stratification
as well as enhanced prevention measures such as care planning, supporting carers,
patient self-management programmes, medicines management, smoking cessation,
weight and alcohol management.

•

Enhanced Care Pathway which commenced in July 2016 and delivered an integrated
health and social care planning for 500 older people with complex needs. WCCG and
WBC are committed to delivering the integrated service within the framework of the
following principles:
- Shared understanding of patient cohorts
- Universal flagging system for identifying patients on the Frailty Pathway
- Comprehensive assessments and integrated care planning
- Key worker and case coordinator allocation
- Escalation plans and Rapid Response
- Timely discharges from hospital
- Nursing and Residential care linkages

•

Streamlining access to rehabilitation and intermediate care to keep patients well and
in their own homes as well as maximising their ability to function in their own home
following as acute hospital event.

5.5

Key Successes 2016/17
•

•
•

•

•
•
•

ECP is achieving more than expected to influence admission avoidance and is a good
example of integrated teams who are committed to better delivery of integrated
intermediate care services.
Teams on the ground are communicating better through a discharge to assess
programme.
Almost 93% of people over 65 are still in their own home 91 days after being
discharged from hospital. This is an increase of nearly 10% on last year and is
supported by the reduction of the number of people being admitted to residential or
nursing homes.
Admissions to residential or nursing homes over performed at 109 admissions (365.8
per 100,000) against the annual target of 134 admissions (457 per 100,000).
Wandsworth has maintained performance at the top quartile nationally.
DTOCs stable at 4.73 per 100,000 at year end 2017, 2nd in London
93% of patients contacting rapid response GP were visited and assessed within 2
working hours and 100% were followed up for 3 working days
More people able to return to their own home demonstrated by a significant decrease
in the number of admissions to care homes. This success is due to the continued focus
on alternative options to long-term care including extra care housing, provision of step
down beds, provision of live-in care on discharge from hospital and referring people to
reablement services to maximise independence.
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5.6

Key Challenges for 2017/19
•

•

•
•
•
•
•
•
•
•
•
•

There is continued developments needed across health and social care services being
available to support 7 day working, particularly in relation to facilitating discharges from
hospital over the weekend
Navigating through the different ways of working of the various agencies that can have
involvement in the care of complex patients to find areas of duplication and
opportunities to cross work
Confidence that vulnerable patients are not missed due to an inability to crossreference information from different parts of the health and social care system.
Developing a sustainable integrated health and social care model through funding and
data mechanisms that need to evolve more transparency
Sustaining DTOC performance i.e. 3.5 per 100,000 DTOC target for 2017/18
Recruitment and retention of staff, internally and in the external market
Developing and implementing monitoring and evaluation frameworks that will measure
the impact of the BCF
Working across organisational boundaries
Stabilise the home care provider market
Implementation of plans to increase the capacity of the reablement service
The “resetting” of a revised health and social care offer which will move away from
traditional publicly funded care to an asset based approach
Resource levels to deliver the BCF Programme
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6.0

Better Care Fund Plan

6.1

iBCF Spend
17/18
£000

Meeting adult social care
Strengthening statutory social care functions
Housing with preventative support (Mental
health)
Support transition arrangements (Children to
Adult)
Protection of adult social care
Transfer of care from hospital
Increased demand for adult social care services
Preventative services offer (Voluntary sector
support)
Whole system improvement with health service
partners
Invest in carers, admission avoidance
Maintain investment in intermediate care
Increase capacity in enablement services
Accelerate initiatives to accelerate for out of
hospital care
Ensuring stability of the social care provider
market
Maintain stability & capacity in social care
provider market
Total

18/19
£000

19/20
£000

445
150

445
150

445
150

363

500

1000

2,398
3,356

5,457
6,552

7,000
8,595

1,494
689

1,494
948

2,251
948

211

211

211

350
300
300
280

350
300
300
280

350
300
300
280

3,624

3,883

4,640

1,465

1,465

1,865

8,445

11,900

15,100

On 26th June 2017, WBC presented a paper to the Adult Health and Care Overview and
Scrutiny Committee setting out their proposals for expenditure on adult social care that
included funding from the iBCF in 2017/18 to 2019/20. The approach was agreed between
WCCG and WBC as appropriate for increasing stability and capacity in the care market. At
the time of writing, the first year of additional capacity to support transfers of care from hospital
was identified and more work will be needed in the second and third years of the iBCF. £1.49M
has been identified to fund the capacity increase and £1.465M to ensure the stability of the
market through minimum wage and commissioning pressures. In addition there has been
£3.26M set aside for 17/18 and £7M for 18/19 to ensure adult social care services are
protected from the wider context of the Local Government Funding Settlement.
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Within the iBCF, the following schemes will provide additional care services:
2017/18 2018/19 2019/20
£000
£000
£000

Increased demand for adult social care services
Increase capacity in Enablement Services

1,494

1,494

2,251

300

300

300

In 2017/18 and 18/19, these schemes will provide 89,461 hours of home care and 13,043
hours of enablement home care The WBC return to DCLG reported that it was not expected
use this funding for additional residential care. The figure is planned to be the same in 2018/19
and increase to 125,000 home care hours in 2019/20, plus 13.043 enablement home care
hours.
The following amounts from the iBCF will be used to provide additional services i.e. the funding
is not being used to protect/maintain social care services in light of LA government funding
reductions or to meet budget pressures:
2017/18 2018/19 2019/20
£000
£000
£000
iBCF Spend on additional services

5,452

5,848

7,505

Within the amount shown, the amount set aside for supporting the care provider market will
improve quality and service responsiveness by funding increases to the hourly rates paid by
the council.
2017/18 2018/19 2019/20
£000
£000
£000
Support to maintain stability and capacity in the care provider market
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6.2

Disabled Facilities Grant Spend

The role of housing as a determinant of health has been reflected in recent policy. The
statutory guidance around the implementation of the Care Act 2014 asserts that:
“Housing is therefore a crucial health-related service which is to be integrated with care
and support and health services to promote the wellbeing of adults and carers and
improve the quality of services offered.” 6
Under the Care Act, 2014, there is a requirement for closer cooperation between services that
support the health and wellbeing of those who may be in need of care and support in order to
deliver more person-centred outcomes.
In October 2016, a national Clinical Commissioning Group (CCG) engagement programme
was launched, supported by the Housing LIN1, which focuses on three elements related to
housing:
•
•
•

How housing can help prevent people from being admitted to hospital
How housing can help people be discharged from hospital
How housing can support people to remain independent in the community7

Whilst the 2016/17 Better Care Fund (BCF) Policy Framework does not set specific targets for use
of Disabled Facilities Grant (DFG), home adaptation provision can contribute to meeting the BCF
conditions and metrics, such as reducing delayed transfers of care (DTOCs), as well as helping to
meet Public Health, NHS and Social Care Outcome Frameworks. Significant extra resources for
the DFG, alongside local flexibilities, provide an opportunity to innovate to integrate housing related
provision into the BCF planning and reduce DTOCs and unnecessary admissions to hospital and
care homes.

It is also recognised that, people who experience sudden and life changing injuries resulting
in long term disability and need either their current home adapting to assist reablement or a
new home that is either adapted or is adaptable, lengthy wait times can, on occasion, be
unavoidable. WBC and WCCG intend to discuss future policy changes to the use of the DFG
to mitigate against this.
The table below outlines the schemes that have been jointly agreed against the DFG although,
during 2017/18, an expansion of how the fund is used will be considered. Schemes that have
been implemented in other boroughs will be jointly evaluated as to how they may benefit the people
of Wandsworth. The funding plan for 2018/19 may therefore be revised.

6

Section 15.50 Care and Support Statutory Guidance https://www.gov.uk/government/publications/care-actstatutory-guidance/care-and-support-statutory-guidance
7
Housing LIN, Health and Housing; building the evidence base, April 2017
https://www.housinglin.org.uk/_assets/Resources/Housing/Support_materials/Reports/HLIN_KSS_Report.pdf
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Total
Annual
Budget
Disabled Facilities Grant
Major adaptations
Equipment and Minor Adaptations
Better at Home Improvement Scheme*
Hospital Discharge Grant

956,531
243,000
0
0

1,199,531
*Key Safes and Increasing Handy Person from 3 days to 5 days per week

6.3

Total
Annual
Budget

Total
Annual
Budget

1,028,515
200,000
90,000
0

1,007,499
300,000
90,000
40,000

1,318,515

1,437,499

CCG Minimum Contribution Spend

In July 2017, the Department of Health (DH) wrote to the Directors of Adult Social Services to
confirm specific revenue funding and grant allocations for adult social services. 8 The letter
included confirmation of funding for duties under the Care Act that is included in the CCG
Minimum Contribution to the Better Care Fund in 2017/18., including support for carers.
The total of the NHS Minimum Contribution in Wandsworth is £20.3M; £13.2M of which funds
jointly commissioned schemes such as the ECP, Quick Start and Falls. £7M funds WBC
directly commissioned services which includes “Meeting entitlements of carers under the Care
Act”. However, it does not cover the Mental Health Advocacy and WCCG contributes to this
outside of the BCF. It is planned that this will be amended in 2018/19.

8

https://www.gov.uk/government/publications/adult-personal-social-services-revenue-funding-2017-to-2018
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6.4

Commissioned Schemes for the BCF

The table below links the funding streams of the BCF to the various schemes and the High
Impact Changes they support
BETTER CARE FUND 2017/18 % 2018/19 : BUDGETS
(Agrees to BCF Template submission 11.09.17)

05.09.17

High Impact
Changes

3
1,2,3,4,5
1,2,3,4,5,8

1,2,3
1,2,3,4,5,8
1,2,3,4
7,8
1,2,3
1,2,3
1,2,4
1,2
2,3
2

1,3
1,3
1,3,5
1,3,5

1,2
1,2,4
3
1,3
1,3
1,3
1,2,3,4
3,4,7
1,2,3,4
1,2,3,4,5
1,2,3,4,6,8
1,2,3

Total Annual
Budget 2017/18
£
Services commissioned by the CCG (paid by the CCG)
Integrated falls (CCG contribution £533,310+LA contribution £362,650)
Quick Start (Rapid Response) service
Enhanced Care Pathway – community health and social care
Management costs
Services commissioned by the LA (paid by the CCG)
Integrated home care
Enhanced Care Pathway – community health and social care
Integrated Carers Service
Meeting entitlements of carers under the Care Act
Social care staffing
Social care purchased services, including respite
Mental Health community services
Occupational Therapy Equipment
Telehealth (previously telecare)
Preventative and support services for older people
Preventative community services
Management costs
Disabled Facilities Grant (paid by LA)
Major adaptations
Equipment and Minor Adaptations
Better at Home Improvement Scheme (Handy Man and Key Safe)
Hospital Discharge Grant
iBCF (paid by LA)
Meeting Adult Social care:
Strengthening statutory social care functions
Housing with preventative support (Mental health)
Support transition arrangements (Children to Adult)
Protection of adult social care
Transfer of care from hospital:
Increased demand for adult social care services
Preventative services offer (Voluntary sector support)
Whole system improvement with health service partners
Invest in carers, admission avoidance
Maintain investment in intermediate care
Increase capacity in enablement services
Accelerate initiatives to accelerate for out of hospital care
Ensuring stability of the social care provider market:
Maintain stability & capacity in social care provider market
Total
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Total Annual
Budget 2018/19
£

895,960
468,000
12,155,752
104,552
13,624,264

895,960
612,000
12,398,224
104,552
14,010,736

661,960
23,026
578,949
221,451
765,000
2,807,775
500,000
70,000
50,000
700,000
500,000
200,899
7,079,060

661,960
23,026
578,949
221,451
765,000
2,807,775
500,000
70,000
50,000
700,000
500,000
200,899
7,079,060

1,028,515
200,000
90,000
0
1,318,515

1,007,499
300,000
90,000
40,000
1,437,499

445,123
150,000
363,000
2,398,000

445,000
150,000
500,000
5,439,623

1,494,000
689,000
211,000
350,000
300,000
300,000
280,000

1,494,000
948,000
211,000
350,000
300,000
300,000
280,000

1,465,000
8,445,123
30,466,962

1,465,000
11,882,623
34,409,918
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7.0

Risk

7.1

Risk Log

The table below provides an overview of some of the key risks identified to date. This risk log
has been developed and agreed with relevant partners and will continue to be reviewed via
the governance process outlines in point 9.
There is risk that:

1.

2.

3.

4.

Probability
(High,
Medium,
Low)
Medium

No clear view of
how the MCP
model will evolve
and the impact on
the integrated
pathway (ECP)
Failure to deliver
Medium
data sharing
between health
and social care
will undermine
integrated service
delivery (GP
MDTs, Single
point of
assessment,
home care and
Rapid Response)
and the realisation
of benefits of
integrated
working and BCF.
Seven day health
High
and social care
services: to
ensure that
people can
access the care
they need when
they need it.
Organisational
High
changes will
impact on how
integrated
complex case
management will
be delivered (e.g.
change of CAHS
provider, evolving
MCP)
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Impact
(High,
Medium,
Low)
High

Mitigation

Risk Owner

Regular reporting at
the BCF and Older
People’s
Programme Board

BCF and
Older
People’s
Programme
Board

High

Better link between
IM & T programme
and reports to the
BCF Working Group

BCF and
Older
People’s
Programme
Board

Ownership at
Senior
Management Level
across health and
social care
organisations

High

Ensure workforce
supporting the
delivery of seven
day working are
fully funded

BCF and
Older
People’s
Programme
Board

High

Meetings between
CCG, current
provider and future
provider to plan
transfer of care

WCCG
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There is risk that:

5.

Cuts in social
care funding will
impact on delivery
of BCF plan

Probability
(High,
Medium,
Low)
High

Impact
(High,
Medium,
Low)
High

Mitigation

Risk Owner

Implementation of
iBCF to protect
social care against
the increasing
demand for care
packages and the
impact of the Care
Act

BCF and
Older
People’s
Programme
Board

In line with 2016/17, Wandsworth CCG and Wandsworth Council BCF Section 75 Agreement,
the risk share on the pooled budget of £30,467,165 is based on agreement that the partner
acting as Commissioning Lead for any of the BCF schemes will be responsible for meeting
the cost of any overspend unless certain conditions which are outlined in the Section 75
agreement have been met (see paragraph 9.6).
The agreement on the consequential impact of changes on acute providers predicted to be
affected by the reduction of admissions targets has been included in the SWL STP.
The delivery strategies for each BCF project/scheme includes the identification and monitoring
of non-financial risk such as reputation and/or operational failure to deliver to the expected
standard. Monitoring of patient satisfaction surveys, incident reporting and complaints will be
undertaken through contractual arrangements. Risks will be discussed at the BCF and Older
People’s Programme Board and escalated to the Local Transformation Board as necessary.
With the exception of the CCG funded rapid response home care service, all the CCG BCF
schemes are ‘block’ based contract. Therefore, it is unlikely that there will be an overspend
due to the nature of the contractual arrangement.
SWL are working towards a shared contingency as a STP.
Although not a risk to the BCF, complex delayed discharges from acute and non-acute care
are a significant cost pressure to WCCG. These are in the main patients with a neurological
conditions waiting for a placement in a bedded rehabilitation unit, care home placement or a
safe discharge home. Returning home may entail adaptations or even a change of address
to more suitable accommodation. Any of these delays can take weeks or months and at month
4 of 2017/18 the cost stands at £21K to WCCG. This is directly related to awaiting housing
adaptations. WBC and WCCG are discussing options for expanding schemes funded by DFG
to mitigate this. It is hoped that a policy can be developed during 2017/18 to this effect.

8.0

National Conditions

8.1

National Condition One: Jointly Agreed Plan

The BCF schemes have been developed and implemented under the management of the BCF
and Older People’s Programme Board which has a core membership from WCCG and WBC
and is Co-Chaired by two of the signatories to this plan (Assistant Director of Commissioning
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and Quality Standards, WBC and Director of Commissioning Wandsworth and Merton LDU).
The third signatory (Assistant Director of Housing, WBC) is also a core member. Other groups
feed into this Board which have wider memberships that include those from primary,
secondary and community care, social care, voluntary sector and service users. Individual
projects will also have their own Task and Finish Groups with appropriate operational
membership though reporting lines will feed into the BCF and Older People’s Programme
Board. Examples of these plans are:
•
•
•
•
•
•
•
•
•

Integrated carers support
Falls and Bone Health
PACT
Care Homes Development
Enhanced Care Pathway
Protecting Social Services
Single point of referral and assessment for reablement
Integrated approach to complex and weekend discharges at St George’s Hospital
Telehealth

Each plan will also include an Equality and impact Assessment in line with the Equality Act
2010. This will be regularly monitored and updated as required along with other project
documentation. This provides assurance that the work of the BCF addresses concerns to
reduce identified health inequalities. All projects are managed using Prince II principles and
tracked via a project workbook which is monitored in detail by the Programme Management
Office and discussed, by exception, in the Saving and Delivery Group in WCCG.
WCCG and WBC have reached an agreement as to how the iBCF will be used to stabilise the
social care market.
The schemes for the DFG were developed in conjunction with the Home Improvement Agency
and aim to provide the environment and equipment necessary for people to live well and
independently with minimal care support. The Assistant Director of Housing Services is a
signatory to this plan.
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8.2

National Condition Two: Social Care Maintenance

The table below outlines WCCG minimum contribution to the BCF in line with inflation
(1.79% for 2017/18 and a further 1.90% for 2018/19).
CCG Minimum Contribution to
the BCF £000s
2016/17

2017/18

2018/19

19,983

20,341

20,727

The table below outlines how the BCF is split between out of hospital care and social care.
2016/17
WCCG
Out of Hospital
Social Care
Other mgt. cost
Total

2018/19

2017/18

WBC

Total BCF

WCCG

WBC

Total BCF

WCCG

WBC

Total BCF

£12,692,838

£362,650

£13,055,488

£13,157,388

£3,986,650

£17,144,038

£13,543,388

£4,245,650

£17,789,038

£6,878,161

£1,199,531

£8,077,692

£6,878,161

£6,139,515

£13,017,676

£6,878,161

£9,454,499

£16,332,660

£411,982

£0

£411,982

£305,451

£0

£305,451

£305,451

£0

£305,451

£19,982,981

£1,562,181

£21,545,162

£20,341,000

£10,126,165

£30,467,165

£20,727,000

£13,700,149

£34,427,149

A combination of the effects of demographic changes and reduced financial resource is driving
pace of change. Providers need to embrace and adapt to this change whilst retaining quality
of service provision. There is an expectation that care providers and community support
services will be able to deliver services at prices that maximise the use of resources. The
movement is to move more care into the community setting and WCCG are working with acute
providers, particularly St George’s Hospital, to redesign services so that they are more
responsive to those who require hospital based care. This is through the Planned Care Board
and the Emergency Care Board. Any risks linked to destabilisation are escalated to the Local
Transformation Board which includes membership from across the health and care system.
The contribution to social care supports unnecessary admission avoidance, early discharge
and reducing the number of delayed discharges.

8.3

National Condition Three: NHS Commissioned Out of Hospital Services

The table in 8.2 outlines the committed sum allocated to NHS commissioned out of hospital
services.
An additional target for non-elective admissions has not been set and there is no contingency
fund.
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8.4

National Condition Four: Managing Transfers of Care 9

Section 6.3 links the BCF schemes with the funding and the High Impact Changes. All of these are underway and are being built upon through
2017/18/19.

High Impact Change

BCF Schemes / Projects

Exemplary Key Deliverables (as stated in the High Impact Changes
published document)

Change1: Early Discharge Planning.
In elective care, planning should begin before
admission. In emergency /unscheduled care,
robust systems need to be in place to develop plans
for management and discharge, and to allow an
expected dates of discharge to be set within 48
hours.

Change 2: Systems to Monitor Patient Flow.
Robust patient flow models for health and social
care, including electronic patient flow systems,
enable teams to identify and manage problems (for
example, if capacity is not available to meet
demand), and to plan services around the
individual.

•
•
•
•

•
•

•
•
•

Link to A&E Improvement Plan
Intermediate care services
Increased capacity of KITE
Responsiveness of housing
adaptation and equipment
provision
Discharge to assess
Increase OT capacity

Early discharge planning occurs for all planned admissions by
integrated community health and social care team

Continue to move to
interoperability of IT
Increase agency care provision
Quick start

Capacity always matches demand along the whole care
pathway

Evidence shows X% of patients go home on date agreed on
admission

Capacity always matches demand 24/7 reflecting the real
variations

There are no bottlenecks caused by process or supply failure
9

https://www.local.gov.uk/sites/default/files/documents/Impact%20change%20model%20managing%20transfers%20of%20care%20(1).pdf
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High Impact Change

BCF Schemes / Projects

Exemplary Key Deliverables (as stated in the High Impact Changes
published document)

Capacity is always automatically increased when admissions
increase

Senior clinical decision making support available and
increased automatically when necessary to carry out
assessment and reviews 24/7
Change 3: Multi-disciplinary/Multi-Agency
Discharge Teams, including the voluntary and
community sector.
Co-ordinated discharge planning based on joint
assessment processes and protocols, and on shared
and agreed responsibilities, promotes effective
discharge and good outcomes for patients.

•
•
•
•
•
•
•

Integrated care planning
Increasing number of people
on Enhanced Care Pathway
Social prescribing
Telehealth
Carer advice and support
Care home staff development
Key safes

Integrated teams using single assessment and discharge
process

Integrated service supports MDTs using joint assessment and
discharge processes

Fully integrated discharge to assess arrangements in place for
all complex discharges
Change 4: Home First/Discharge to Assess.
Providing short-term care and reablement in
people’s homes or using “step-down beds” to
bridge the gap between hospital and home means
that people no longer need to wait unnecessarily
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•
•
•
•

Discharge to assess
Care Home Vanguard Red Bag
Increased reablement capacity
Discharge CQUIN with St
George’s
46

All patients return home for assessment and reablement after
being declared fit for discharge
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High Impact Change

BCF Schemes / Projects

Exemplary Key Deliverables (as stated in the High Impact Changes
published document)

for assessments in hospital. In turn, this reduces
delayed discharges and improves patient flow.

•
•

Care home staff development
Telehealth

People always return home whenever possible supported by
integrated health and social care support

Care homes accept previous residents trusting
hospital/hospital social care staff assessment and always carry
out new assessments within 24 hours
Change 5: Seven-Day Service.
Successful, joint 24/7 working improves the flow of
people through the system and across the interface
between health and social care, and means that
services are more responsive to people’s needs.

•
•

Extending Handy Person from
3 to 5 days
Extending availability across
the health and care system
including ECP

Seamless provision of care regardless of time of day or week

New staffing rotas and contracts in place and working
seamlessly

All care providers assess and restart care 24/7

Whole system commitment enabling care always to restart
within 24 hours 7 days a week
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High Impact Change
Change 6: Trusted Assessors.
Using trusted assessors to carry out a holistic
assessment of need avoids duplication and speeds
up response times so that people can be discharged
in a safe and timely way.

BCF Schemes / Projects
•
•
•

Discharge to assess
Integrated intermediate care
Links to Continuing Healthcare

Target Key Deliverables
Integrated assessment teams committing joint pooled
resources

Resources from pooled budget accessed by single assessment
without separate organisational sign off

Single assessment for care accepted and done by all care
providers in system
Change 7: Focus on Choice.
Early engagement with patients, families and
carers is vital. A robust protocol, underpinned by a
fair and transparent escalation process, is essential
so that people can consider their options, the
voluntary sector can be a real help to patients in
considering their choices and reaching decisions
about their future care.
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•
•
•
•
•

Age UK – Better at Home
Health and Social Care
Coordinators as part of ECP
Increasing links with voluntary
sector
Implementation of Carers
Strategy
More responsive housing
adaptation and equipment
service
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Patients and relatives planning for discharge from point of
admission

All staff understand choice and can discuss discharge
proactively

Voluntary sector fully integrated as part of health and social
care team both in the trust and the community

Official

High Impact Change
Change 8: Enhancing Health in Care Homes.
Offering people Joined-up, co-ordinated health and
care services, for example by aligning community
nurse teams and GP practices with care homes, can
help reduce unnecessary admissions to hospital as
well as improve hospital discharge.

BCF Schemes / Projects
•
•
•
•

Telehealth
Care home Vanguard Red Bag
Joint information group
Care home staff development

Target Key Deliverables
Care homes integrated into the whole health and social care
community and primary care support

No variation in the flow of people from care homes into
hospital during the week

Care homes CQC rates reflect high quality care
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8.5

Conditions 3, 4 and 5 2016/17

Continuation of these National Conditions are covered in the following ways:
National Condition 3 - Agreement for the delivery of 7-day services across health and social
care to prevent unnecessary non-elective admissions to acute settings and to facilitate transfer
to alternative care settings when clinically appropriate – Linked to schemes in High Impact
Changes 2,5,6 and 8
National Condition 4 - Better data sharing between health and social care, based on the NHS
number – outlined in section 3.3
National Condition 5 - Ensure a joint approach to assessments and care planning and ensure
that, where funding is used for integrated packages of care, there will be an accountable
professional – will continue as part of the continued development of the Enhanced Care
Pathway – see sections 1.1 and 4.1.1

9.0

Programme Governance

The Better Care Fund and Older People’s Programme Board is responsible for the delivery of
the BCF Plan which has a joint membership from WCCG and WBC:
Director of Commissioning, WM LDU – co chair
Assistant Director of Commissioning and Quality Standards, WBC – co chair
Assistant Director, Business Resources, WBC
Assistant Director, Housing Services, WBC
Deputy Director Finance, WM LDU
GP/Clinical Lead, WM LDU
Head of Older People, WM LDU
Head of Commissioning – Strategic Planning and Quality Assurance, WBC
Head of Early Help and Enablement, WBC
Commissioning Manager Older People, WM LDU
Carers and Third Sector Development Manager, WM LDU
Project Manager Intermediate Care and DTOC, WM LDU
Management Accountant, WM LDU
Home Improvement Agency Manager, WBC
Strategic Health and Social Care Manager, WBC
Head of ESS Finance for Adults
The BCF and Older People’s Programme Board formally report to and are held to account by
Wandsworth CCG Board, Wandsworth Strategic Partnership, Wandsworth Health and
Wellbeing Board and the Local Transformation Board.
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10.0 Approval and Sign-off
BCF and Older People’s Programme Board

21st August 2017

Wandsworth and Merton LDU Executive Management Team

23rd August 2017

Wandsworth Health and Wellbeing Board

Through the Wandsworth
Standing Order 83(A)
Procedure
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