
Page 1 of 47

People Directorate and Public Health

Report of:  The Corporate Director of Public Health and Director of Strategy and Commissioning, 
Adult Social Care.

Health and Wellbeing Board Date: 6Th November 
2019

Ward(s): All

Delete as  appropriate Exempt Non-exempt

SUBJECT: Islington Health and Social Care Section 75 
Arrangements: Annual Report 2018/19

1. Synopsis

1.1 Islington has a strong history of collaborative partnership working for the benefit of local 
people. Under Section 75 of the NHS Act 2006 Local Authorities and NHS bodies can enter 
into partnership arrangements to provide a more streamlined service and to pool 
resources, the aim of this is to improve services for residents and patients. The formation 
of, and ongoing use of Section 75 agreements reflects Islington’s ongoing commitment to 
a whole system partnership approach. 

Islington has Section 75 agreements covering for adults and children through the 
following arrangements: 

 Commissioning partnership agreement between London Borough of Islington (LBI) 
and Islington Clinical Commissioning Group (ICCG) that covers pooled 
arrangements for Mental Health, Intermediate Care, Carers, Children’s Services, 
Learning Disabilities, Mental Health Care of Older People, and the Better Care Fund 

 Commissioning of primary care-delivered Public Health Services (known as ‘locally 
commissioned services’ by ICCG on behalf of LBI and a commissioning partnership 
agreement between LBI and ICCG that covers sexual health (including termination 
of pregnancy)

 Provider partnership arrangement between LBI and Whittington Health.
 There is an additional provider partnership arrangement between LBI, and Camden 

and Islington Foundation Trust (CIFT). A report on this arrangement will follow at a 
later date.  
 

The Health and Wellbeing Board is responsible for overseeing the delivery of the Section 
75 agreements to ensure they are operating effectively and having maximum impact. 
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For the commissioning Section 75 arrangements, this report includes the objectives of 
each pool, key achievements, and priorities for 2019/20.  The Better Care Fund has 
additional requirements to be ratified by the Health and Wellbeing board for 2019/20 
planning purposes. This report details the planning assumptions for this financial year.  

For the provider Section 75 arrangement LBI and Whittington Health, this report details 
key achievements and plans for 2019/20. 

2. Recommendations

2.1 The Health and Wellbeing Board is asked to: 
 To note the progress in 2018/19 between health and social care under Section 75 

arrangements including key achievements 
 To note priorities for 2019/20 and receive future annual reports on these 

arrangements
 To ratify the Better Care Fund 2019/20 Islington plan 

3. Context

3.1 Under Section 75 of the NHS Act 2006 local authorities and NHS bodies can enter into 
partnership arrangements to provide a more streamlined service and to pool resources, 
the aim of this is to improve services for residents and patients.  Section 75 (S75) 
agreements allow for Local Authorities and health to pool funding to develop improved 
services and to maximise resources. 

Section 75s are a tool to facilitate joint working to improve outcomes for residents and can 
act as a key enabler for integration. The legal flexibility to pool budgets provides a clear 
opportunity for local health and social care organisations to form integrated services. 
Evidence suggests that integrated management structures and services have several 
beneficial outcomes for users and can make efficiency savings by avoiding duplication.
  
For Islington, a joint ICCG and LBI group, called the Section 75 and Better Care Fund 
meeting, manage the commissioning Section 75 arrangements. This group receive 
quarterly Section 75 progress reports. The progress reports allow the group to oversee the 
joint commissioning of the services within the Section 75 agreements including risks and 
mitigations, finances and commissioning intentions (including the end dates of the 
agreements themselves). The group makes recommendations to the relevant decision 
making bodies in the CCG and the Council or officers for future joint arrangements. 

Islington Joint Commissioning teams manage and support the commissioning Section 75 
arrangements. These posts work collaboratively across ICCG and LBI to maximise the 
value of integration and budget flexibility. The senior joint commissioning posts are jointly 
funded between the two organisations. Islington CCG and the Council remain committed 
to the Islington Joint Commissioning function and team for 2019/20. The North Central 
London CCGs merger may influence the ongoing arrangements for local joint 
commissioning. 

For the provider Section 75 arrangements, LBI has joint forums with Whittington Health 
and CIFT to oversee the delivery of services. The key aspect of the Whittington Health/LBI 
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Section 75 is community equipment, which has an overarching board that meets quarterly. 
For Mental Health the Adult Mental Health Section 75 Partnership Board meets quarterly. 

 

4. Summary Revenue Position: Adults Commissioning and Provider Section 75 
agreements

Section 75 of the National Health Service Act 2006 and the NHS Bodies and Local Authorities 
Partnership Regulations 2000 provide the legislative framework for partnership working and 
allow for the establishment of a ‘pooled’ fund. 

During the financial year ending 31 March 2019, six adult pooled budgets were in operation 
between Islington Council and Islington CCG, and hosted by the Council: Learning Disability, 
Intermediate Care, Mental Health Commissioning, Carers Services, Mental Health Care of 
Older People and the Better Care Fund. 

The summary revenue position for 2018-19 is shown below.

Variance in planned expenditure is shared between health and social care on an equal 
basis. 
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5.  

5.1.

Children’s Commissioning Section 75 Agreements: Year in Review   

The following section provides an overview of the Children’s Section 75 agreement, key 
activities and achievements delivered in 2018/19 and priorities for 2019/20. 

Pooled and non- pooled budgets

Whilst there are no pooled budgets in children services, the Section 75 agreement covers 
one non-pooled budget which funds the staffing and running costs of the Children’s Health 
Commissioning Team.

The Children’s Health Commissioning team, located within the local authority, but who also 
work into the CCG, have developed well established linkages between health and local 
authority commissioning including Public Health. The direct management of the team is 
provided Jointly by the CCG’s Director of Commissioning and Integration and LBI’s Director 
of Strategy and Commissioning.  The Assistant Director of Joint Commissioning for CYP and 
Disability took on responsibility in 18/19 for developing an All Age Approach to Disability 
with a specific focus on Progression to Adulthood; so now has a remit across both adults 
and children’s within the Peoples Directorate.  The team links into the People’s Directorate 
Management Team (PDMT) through a regular health focussed meeting together with Public 
Health every 6/8 weeks. 

Unlike adults, children’s health and social care provision are commissioned separately. 
However, the S75 agreement enables the Children’s Health Commissioning team to 
commission health services funded by the CCG or the local authority and to do so working 
closely with Public Health, other local authority partners and schools.  This is particularly 
important in relation to the commissioning of speech and language and other paediatric 
therapies, services for children with disabilities, child and adolescent mental health services 
and health services for vulnerable children: including services into the Pupil Referral Units, 
children looked after, young carers and those known to the Youth Offending Service / 
Targeted Youth Support.

In 2018/19 the local authority contributed £145,000 towards the cost of this team and the 
CCG contributed £182,000. 

Aligned budget: Within Children’s Services there is also an ‘aligned’ budget which covers 
the spot purchasing of placements for children with complex emotional, social and 
behavioural problems and/or disabilities. 

Decisions about funding of these placements are made by a Joint Agency Panel (JAP) which 
is attended by the AD for Joint Commissioning and commissioners from Social Care and 
Education. This low volume, high cost budget is carefully monitored via the JAP Panel which 
in 16/17 has continued to function effectively.  The overall outturn in 18/19 was £2,711,770 
with a standard split operating across agencies such that the outturn for each agency was 
as follows: CCG – £976,237, Education – £569,472 and Social Care – £1,166,061.  

Children’s Health Strategy
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5.2. 

5.3. 

The Children’s Health Commissioning Team has continued to focus on the delivery of the 
Children’s Health Strategy. Developed in 14/15 the strategy has guided the work of the 
team and partners, setting out the direction of travel for Children’s Health Services in 
Islington over a period of 5 years; to deliver improved health and well-being outcomes for 
children and young people and their parents and carers.  Regular progress reports are made 
to the Children’s Service Improvement Group.  The Strategy has a strong focus on 
prevention and early intervention as well as ensuring we are effectively meeting the needs 
of vulnerable CYP.

Children’s Integrated Care 

The Children’s Health Commissioning Team leads on the Children’s Integrated Care 
Programme and central to this is ensuring that children’s health care is managed in the 
community where it is safe to do so. This has required close collaboration between primary, 
community and acute (hospital) services as well as linking up with local authority partners 
as needed. 

Key projects that supported this in 18/19 were: 

 The asthma friendly schools programme has achieved coverage across all schools: The 
school programme, includes implementation of an asthma policy, care plans, training, 
asthma register and emergency procedures. Formal evaluation of this programme of 
work in 18/19 demonstrated significant impact on the health and well-being of pupils in 
those schools.  The programme has received national recognition for its work and impact 
on CYP 

 Children’s Nurses in Primary Care: The children’s nurses are continuing to deliver clinics 
in primary care to improve health and wellbeing outcomes for children with a focus on 
supporting the Asthma 48 Hour review. 

 Hospital @ Home: has continued to embed itself locally enabling acutely unwell children 
to have their care managed at home who would otherwise be treated in hospital. The 
project started in August 2014 and has continued to develop now extending its remit to 
work with babies who have feeding difficulties or are Jaundiced and require treatment. 

Most community health services for children in Islington are provided by Whittington Health 
and the Children’s Health Commissioning team inputs directly into the monitoring of the 
overall contract with Whittington Health in relation to these services and in particular those 
that the CCG directly commissions which include the following:  

 Services for Children with Additional Health Needs such as Speech and Language 
Therapy, Occupational Therapy, Physiotherapy; Community Paediatrics, Community 
Children’s Nursing, Continuing Care, Palliative Care, bladder and bowel, Audiology 
and Continuing Care.

 Services for Disabled Children including the Integrated Disabled Children’s Service, 
Short Breaks Services and Assessment and Diagnostic services delivered from the 
Northern Health Centre. 

 Child and Adolescent Mental Health Services (CAMHS) and
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5.4.

 Integrated Health Teams working within the Targeted Youth Support, Youth 
Offending Services and Looked After Children’s Services

The team also undertakes a series of engagement/monitoring meetings regarding the above 
and involves the local authority partners in these as needed. Hence the S75 is enabling the 
local authority to have more direct involvement in the monitoring of the Whittington health 
contract than would otherwise be the case 

18/19 achievements

Social and Emotional Mental Health (SEMH)

The Children’s Health Commissioning Team have led on the development of Islington’s Local 
CAMHS Transformation Plan 2015 – 2020. This has led to a significant increase in funding 
within local services to develop local service provision and support progress towards 
national targets in relation to improving access, specialist provision and ensuring robust 
crisis care pathways are in place.

The first three phases of Islington’s CAMHS Transformation Plan had a strong focus on 
increasing access, equity and capacity, with an aim to ensure all CYP reach the right service 
at the right time. This specifically included the broadening of the wider offer of early 
intervention for CYP with mild to moderate needs utilising a whole system approach. As a 
result of significant discussion with partners in social care, education and health and with 
CYP, parents and carers, a central point of access (CPA) model was developed for CYP to 
access all social, emotional and mental health services (SEMH). Operating from the principle 
of ‘no wrong referral’ the model extends beyond traditional CAMHS settings to improve 
access into a wide range of health, social and digital community-based services for local 
CYP, through a new multi-agency intake team. 

The SEMH programme has now moved from consultation to implementation stage to 
integrate the CPA into the existing Children’s Service Contact Team (CSCT) front door. There 
will also be significant additional local funding invested into the Third Sector to increase 
capacity by providing access for a minimum of 500 children and young people into 
community-based counselling and therapeutic services. This will include the development 
of a new emotional wellbeing service, which was requested by local YP.  

In addition to expanding our workforce within the SEMH pathways we continue to support 
the third sector CYP Emotional Wellbeing Provider Network. This brings together 
professionals from universal services, including third sector organisations and CAMHS, to 
share best practice and develop local resources to assist with working with CYP.    

We have worked closely with Children’s Social Care this year to develop the delivery of 
CAMHS services to Children Looked After (CLA) to ensure we are maximising the use of the 
dedicated resource for CLA.

The Schools Forum have continued to purchase CAMHS in schools which has meant that a 
comprehensive service was been provided across all Children’s Centres, Primary and 
Secondary schools as well as special schools. This has   enabled the delivery of a seamless 
service from early identification and intervention through to more specialist interventions 
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5.5.

when required. Feedback from Children’s Centres and schools has been consistently 
positive.  The SEND Joint Commissioning Sub Group monitor performance and impact of 
this service on CYP.

Islington has developed a framework to support schools’ thinking in relation to mental 
health and resilience: iMHARS (Islington mental health and resilience in 
schools www.islingtoncs.org/imhars). iMHARS describes a whole-school approach to mental 
health and resilience. Schools are supported to use iMHARS to research their current 
practice; identify where things are working well, areas for improvement and reflect on what 
support is in place to meet the needs of all pupils; for the most vulnerable pupils, for those 
at risk, and preventative measures for all pupils.

In 18/19, thirteen schools across the borough engaged in an iMHARS review, Overall 52% 
of schools in Islington have used the iMHARS framework to improve practice and develop 
a whole-school approach to mental health. This includes 24/47 primary, 6/11 secondary 
and 4/6 special schools.

By the end of March 2018, fourteen schools were signed as part of the Islington Trauma 
Informed Practice PRUs, Primary schools and Partners project (iTIPS) to develop their 
trauma-informed practice, within a whole-school approach.

Schools are also further encouraged to explore ‘what makes a healthy school’ with their 
pupils, to mark the annual ‘Time To Talk Day’. In 18/19, volunteers delivered Mentally 
Healthy Schools workshops to 38 classes across primary and secondary schools from local 
businesses in partnership with BIG Alliance. In the past two years, 84 classes have 
participated from 22 schools (34%).

In addition to our CAMHS in children’s centre offer and parent and baby psychology service, 
we have developed our Growing Together service, which provides highly skilled 
interventions for families across the borough, for parents with mental health issues and 
their children (1 – 5 years old) with their own emotional wellbeing needs. In 18/19,the 
service supported 215 families, which included 437 individuals.

The CCG has continued to fund health services into the Youth Offending Service including 
a nurse (who also works into the Pupil Referral Unit) and a speech and language therapist.  
Mandatory speech and language screening was implemented for all YP entering YOS and 
this has resulted in better outcomes for some young people undergoing court proceedings. 

SEND

The Children’s Health Commissioning Team has worked closely with Education and Social 
Care in implementing the Special Educational Needs and Disability (SEND) reforms. 

The SEND Joint Commissioning Sub Group is chaired by The Assistant Director for Joint 
Commissioning and significant progress has been made over the past year in the 
implementation of the Joint Commissioning Action Plan.  This integrated approach to SEND 
across the CCG and LBI will be central to positive outcomes in the forthcoming SEND Joint 
Inspection.  Key focus of the work during 18/19 was the growing incidence of Autism and 
the subsequent impact on services and the development of services to meet the growing 
demand for Social and Emotional Mental Health (SEMH).

http://www.islingtoncs.org/imhars
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5.6.

The jointly funded speech and language therapy posts in mainstream schools, funded 
(between the CCG and schools Forum) continues to have a really positive impact on the 
delivery of services into mainstream schools. Schools are now in receipt of ongoing 
provision, which enables both direct intervention but also development of whole school 
approaches to support language and communication skills in schools. 

The Islington Additional Needs and Disability Service (IANDS) provides therapy services; 
this is provided in clinics, and across the schools in Islington, as well as children’s centres. 
In addition, they provide the under 5’s Autism Diagnostic Service, the MSK service, the 
early year’s development team, and nutrition and dietetics. 

The service continues to achieve good outcomes for children and young people, which are 
documented at quarterly engagement meetings with commissioners. 

There are issues with the waiting times for the Social Communication Team, who 
complete the autism assessments – increased funding in 2017/18 reduced the waiting 
times from c. 37 weeks to 19 weeks (with a target of 18 weeks). Now that this additional 
funding has ended, the waiting times are starting to increase again. Referrals for the 
service continue to increase, although a high percentage of the referrals result in a 
diagnosis of autism (86%), demonstrating that referrals are appropriate.
The high waiting times for autism diagnosis are an issue nationally, and Islington by 
comparison with other areas does well currently; however, it is likely the waiting times will 
increase again, as there is no sign of referrals slowing.

Personal Health Budgets

Personal Health Budgets are becoming more widely used across children’s services, and 
now includes children looked after and care leavers with mental health needs, continuing 
care, Transforming Care, and wheelchairs.

PHBs for children looked after and care leavers have been in place since September 2017, 
and there is positive feedback regarding the impact that they are having on the children 
and young people; outcomes include improving confidence and self-esteem, reduction in 
negative behaviours, improved relationships with foster carers and siblings, and improved 
overall mental health. The PHBs are supporting young people to have choice and control 
in this area of their life, something children in care don’t often feel they have.

Personal Wheelchair Budgets were implemented this year, across adults and children’s; 
this was a smooth transition, as Islington was already using the voucher scheme, which 
operated in a very similar way to PHBs. 

A few cases in Transforming Care have benefitted from accessing a PHB; due to the 
complexity of the needs of these young people, PHBs offer an opportunity to be creative 
in meeting their needs outside of traditional services. For two of the cases, the PHB has 
been integral in preventing admission to Tier 4, and supporting the young person to 
remain at home.
 
CYP Transforming Care
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5.7.

5.8.

5.9.

This includes the work to prevent admission of people with learning disabilities and/or 
autism to inpatient settings; including Tier 4 and 52 week residential placements for 
children and young people, and the work to discharge long-stay patients. This includes 
the overview of the Admission Avoidance Registers (AARs) and Care (Education) and 
Treatment Reviews (C(E)TRs).

Work on Learning Disabilities and Autism in 2018/19 includes:
 Securing funding to offer training across health, education, and social care 

professionals, plus parents and carers (including foster carers) on autism 
awareness and Positive Behaviour Support (PBS)

 Establishing the Islington PBS Service, IMPACT, to work with families where the 
child is on the edge of care due to their learning disability and/or autism, in the 
main related to behaviour that challenges; this service has worked with 5 families 
12 months, with positive results

 Established the Transforming Care Prevention and Support Service (TCaPS), 
following a successful bid to NHS England for Accelerator Pilot funding; this is a 
Key Worker service which works with children and young people on the Admission 
Avoidance Register, to prevent escalation to crisis and improve quality of life of the 
families; this service has worked with 6 Islington families (it’s an NCL service) in 6 
months, again showing signs of positive results (both TCaPS and IMPACT will be 
evaluated formally, with the report available in 2020)

Overall, knowledge of Transforming Care is much more embedded within health, 
education and social care, leading to good outcomes for young people and their families. 

Challenges include being able to identify children with autism and no learning disability 
before they reach crisis, and having the resources to effectively work with these young 
people, as well as the wider cohort, when they do become known to us. 

Autism Locally Commissioned Service in Primary Care

The Autism LCS will start from April 2019, and includes 4 elements:
1. Training for all GP practice staff (including non-clinical staff) on autism (this was 

completed by March 2019)
2. Ensuring that people with a diagnosis of autism have been coded correctly on EMIS
3. The development of an autism health check, for people with autism and no 

learning disability aged 14+ years
4. Environment Checks of GP practices, co-developed with parents of children with 

SEND, to support GP practices to be more autism-friendly and accessible

19-25 Health and Transitions

A piece of work has been commissioned, which will start in May 2019, to look at the 
health provision received by those with an EHCP aged 19-25 years old. The aim of this 
work is to better understand what health support this cohort are receiving, if it is 
appropriate and achieving good outcomes, and to better understand how we can improve 
this support for those in post-19 education.

Vulnerable Children
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5.10. The team lead on ensuring that vulnerable young people with individual needs, such as 
mental health, receive appropriate packages of care that meet their specific needs.  This 
includes spot purchasing packages of care for looked after children placed out of borough, 
as well as monitoring young people who are placed in T4 (adolescent psychiatric beds) to 
ensure they are discharged back to the community as soon as they are able with the right 
support in place from health education and social care.  Our local Tier 4 panel comes 
together on a monthly basis with senior colleagues from Education, Health and Care and 
NHSE to review all cases and ensure appropriate support is in place to facilitate prompt, 
safe and effective return home with ongoing support in the community.

The team work closely with Social Care and Education for young people who are part of the 
Transforming Care Cohort. (Children and Young people with LD / Autism who also have 
mental health needs or behaviour that challenges).  The team attends all Care and 
Treatment Reviews (CTRs) of young people in hospital beds and they convene and chair all 
community CTRs for young people who may be at risk of a hospital admission or placement 
in a residential home / school.  The AD for Joint Commissioning is responsible for 
maintaining the ‘At Risk of Admission Register’, a register that is based on consent, which 
enables us to regularly review and maximise community provision to support these YP and 
their parent’s carers to prevent admission where possible.

In partnership with both adults and children’s providers and commissioners, a Transition 
Protocol to support transition into adult mental health services from CAMHS has been 
developed and published.

The CLA health team continued to perform well in meeting the statutory health targets in 
relation to health assessments (initials and reviews) and immunisation rates for children 
looked after Children’s User and Carer Involvement 

Participation and engagement remains a central point to the Children’s Joint Commissioning 
Team. Extensive engagement work has taken place with local CYP, parents and carers and 
service providers to inform and develop our emotional wellbeing and mental provision for 
local CYP and their families. Through partnership work and joint working we have been able 
to reach a range of children and young people from diverse backgrounds. This has been 
achieved through workshops, projects, outreach and focus groups.
 
In February 2018, a CAMHS CYP Redesign Group was established. The aim of the group 
was for young people to provide their expertise concerning the re-design of the Emotional 
Wellbeing and CAMHS offer. The feedback from young people indicated that services should 
be transparent and inclusive of the social issues that children and young people experience, 
therefore they were in agreement of renaming the offer to CYP Social emotional and Mental 
Health (SEMH) Services.  
 
Additional to this group, young people from City and Islington College and Tech City College 
took part in informal discussions and provided feedback. All the feedback from these groups 
alongside feedback from parents and carers, informed the new service re design model. 
This was then presented to a wide range of stakeholders which included YP and parents 
and carers during a three-month consultation period.
 
In July 2018 the Peer Power Youth Engagement Project was commissioned to improve and 
enable young people, across the Youth Offending Service (YOS), to express their views on 
how health services should be set up in order to best meet their needs. Peer Power’s 
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6. 

6.1. 

approach is to employ peers to engage other peers in their projects. The project began with 
the youth engagement team members based in the Youth Offending Team (YOT) and 
Targeted Youth Support (TYS); with the aim of building relationships with the teams, 
supporting engagement of young people on caseloads, and seeing young people attending 
the venue for appointments.  It was successful in engaging with over 100 young people 
and gaining their views and experiences about how services might be embedded within the 
TYS and YOT approach.
 
The Participation Officer joined up with Family Action to pilot a Special Educational Needs 
and Disability (SEND) Consultancy Group. The SEND consultation took place with 5 SEND 
students from The Courtyard School, a free school for pupils with special educational needs. 
The pupils who attend the school have a diagnosis of autism spectrum disorder and/or 
speech, language and communication needs.
 
In February 2019 Young people aged 11-16 were engaged in “Health My Way” which 
consisted of a series of interactive workshops that aimed to gain their insight on Asthma. 
The tools used varied to ensure the participants were able to gain new skills and share 
their expertise simultaneously. For example, ‘Speakers Corner’ entailed public speaking, 
speech writing and evaluating each other’s strengths and weaknesses. However, the 
result was a range of speeches detailing why Asthma was important to them and how 
they would improve the services that are made available to them. This was delivered in 
collaboration with Arsenal in the community, who provided a personal video recorded by 
Arsenal players which encouraged the young people and a free tour of the stadium.
 
In December 2018 the Participation Officer worked with public Health to consult children 
and young people about the implementation of a Social Prescribing Pilot which aims to 
support CYP to access services across Islington. This engagement took place at the 
Northern Health centre and The Lift. Young people received vouchers for their 
participation and agreed to engage further in the evaluation of the service.

Adults Commissioning Section 75 Agreements: Year in Review   

The following section provides an overview of each Adult’s pool, key activities and 
achievements delivered in 2018/19 and priorities for 2019/20. 

Intermediate Care – Value £6.798 million 

Objective of the Pooled Arrangement 
The main objective of the Intermediate Care pooled budget is to have joint planning and 
oversight of the Islington Intermediate Care offer. The pooled budget invests in a range of 
integrated services to help people avoid going to hospital unnecessarily, help people be as 
independent as possible after a stay in hospital and to prevent people from having to move 
into residential home. Through working jointly, the aim is to reduce delayed transfers of 
care across the borough through improvement of Intermediate Care Services, better acute 
hospital processes, and joint monitoring of progress. 

LBI hosts the Intermediate Care Pooled Budget. Table 3 sets out the range of services 
funded through the pooled arrangement. 

TABLE 3: Joint funded Intermediate Care Services  
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Service 
category

Service Provider Description & Skill set

Home based 
Intermediate 
Care

REACH home based Whittington 
Health

Home based multi-
disciplinary therapy 
including physiotherapy, 
occupational therapy, and 
nursing

REACH bed based 
Therapy Team

Whittington 
Health

Bed based multi-
disciplinary therapy 
including physiotherapy, 
occupational therapy and 
nursing supporting 
Mildmay and St Anne’s

St Pancras  Rehab Unit CNWL NHS Trust 21 inpatient rehabilitation 
beds 

St Anne’s Nursing 
Home

Forest Healthcare 5 rehabilitation beds in a 
nursing home setting

Bed based 
Intermediate 
Care

Mildmay Notting Hill House 
Trust

12 rehabilitation beds in an 
extra care sheltered setting

Community 
Enablement

Age UK Short term interventions to 
increase independence and 
wellbeing for Islington 
residents 55 years and 
older

In-house Reablement 
service

LB Islington Reablement care to people 
in their own homes for a 
period of up to 6 weeks

Reablement

Mental Health 
Reablement

Camden & 
Islington NHS 
Foundation Trust

Short term interventions to 
prevent hospital 
admissions and facilitate 
safe and timely discharge 
from inpatient services.

Key Achievements in 2018/19 
Islington Intermediate Care system is continually developing and refining to optimise 
capacity. Key achievements in 2018/19 include:  

• Expansion of Integrated Community Assessment Team to support intermediate 
care beds such as St Anne’s and additional pharmacy capacity to support care 
homes medicines management

• Additional investment in rapid response capacity and hours of operation.  
Established pathway between rapid response and LBI Reablement enabling 
seamless transition of patients from service into ongoing Reablement. Service 
outreached into Integrated Networks, shadowed London Ambulance crews, and 
supported the A&E front door challenge, to promote and inform referrers of the 



Page 13 of 47

6.2.

rapid response offer. This resulted in increasing referrals from GPs, LAS and 
community sources.

• Implementation of borough wide discharge to assess pathways expanding offer to 
enable all hospitals to refer Islington patients. 

• Implemented a single point of access for discharge to assess with integrated 
Whittington Health and Social Care workforce.

• Expansion of discharge to assess pathway 1 to Saturdays and bank holidays, and 
expansion of pathway 3 to enable home first or bedded unit options for patients.

• Investment in Speech and Language support for discharge to assess pathways
• Implementation of pharmacy role in discharge to assess and Reablement and 

pharmacy role (this element is LBI initiative from Reablement funds but we should 
highlight it) 

• Implementation of Care Home Trusted Assessor role to support timely discharges 
of patients into care homes.

• Investment in the falls service to continue the offer for 18/19. 
• Implementation of the intermediate care bed sharing agreement with Camden and 

Haringey enabling Islington to access additional beds.

Priorities for 2019/20
The priority for the Islington Intermediate Care Pool in 2019/20 is to continue the 
transformation of Intermediate Care services to modernise the Islington offer. This will 
include the following: 

• Establish a Health and Care Intermediate Care Central Intake Function 
• Agree number and location of intermediate care beds in Islington 
• Align rapid response and community functions with emerging requirements from 

NHS England Ageing Well programme. 
• Refine Discharge to Assess services to increase the Home First offer 

Learning Disabilities  – Value £32.53 million 

Objective of the Pooled Arrangement 

The learning disability 'pooled budget' commissions the Islington Learning Disabilities 
Partnership (ILDP) which is an integrated health and social care team that provides for 
the holistic needs of young people and adults with a diagnosis of global learning 
disabilities. The social care team is provided by London Borough of Islington, and the 
clinical team is provided by a combination of Camden & Islington NHS Foundation Trust 
(C&IFT) and Whittington Health NHS Trust. 

Key Achievements in 2018/19 
Learning Disabilities 

Learning disabilities continues to undergo a programme of developments to maintain the 
quality of service provision, whilst meeting demographic pressures and savings 
requirements. 

In 2018/19 the estimated demographic pressure was £1.5m. This can largely be 
attributed to increasing complexity of need, with particular pressures around managing 
complex physical health (continuing healthcare) and supporting people with dual 
diagnosis mental health within community settings.
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Reflecting on the intensive review that took place in 2017/18 in order to identify areas for 
improved efficiency and effectiveness, ILDP have implemented multi-disciplinary network 
meetings for their most complex individuals. This has reduced duplication and re-focussed 
the work around outcomes. ILDP have also been scrutinising care packages, to ensure 
support is personalised and equitable across the service, with a particular focus around 
transition packages for young people.  Over the financial year, this has generated 
£507,043 of cashable savings, as well as £264,200 in cost avoidance efficiencies.

The pooled budget supports the commissioning of a range of accommodation-based 
services. A Dynamic Purchasing System (DPS) was procured in April 2018, via which all 
commissioned supported living services are being re-tendered over a two-year time 
period. The services are being re-procured using a new model of contracting that 
introduces a core service, with a flexible element on top which is personalised to the 
needs of each individual tenant. The flexible element is funded with a form of direct 
payment, known as an Individual Service Fund (ISF). This gives the service user choice 
and control over how their support is delivered and by whom. This new method of 
contracting affords greater transparency of what is delivered and ensures that services 
are tailored to need. All four of the services re-procured during 2018/19 delivered a 
saving against the original contract value. 

In response to the LD accommodation needs assessment, there is recognition of a 
growing need for good quality supported accommodation in the borough for people with 
learning disabilities, to enable people to remain living in their communities and reduce 
reliance on expensive out of borough placements. In 2018/19 we secured planning 
permission for a new supported living development in the St Peters Ward. Commissioning 
also brought on line a new development of ten units of supported accommodation on the 
City Road. 

The pooled budget also supports consultation services that ensure that the voices of 
service users and family carers are heard throughout our service design and delivery, as 
well as a service targeting social inclusion. Working in partnership with the providers, they 
were able to deliver a saving of £45,871.80 in 2018/19, whilst still maintaining the quality 
and level of service provided. Over the course of the year, service users and family carers 
were involved in all tendering activity as co-evaluators, as well as co-chairing the Learning 
Disability Partnership Board and its subgroups.  

There are a range of in-house services for adults with learning disabilities, including 
accommodation-based services, day provision and employment support. Operational 
management have oversight of these services and work with the teams to drive quality 
and efficiency improvements.

Autism
Autism, without a co-morbid learning disability, continues to be an area facing significant 
demographic pressure. There is recognition that this cohort often ‘fall between the cracks’ 
of eligibility criteria for mental health and learning disability teams. From a social care 
perspective, it has been clarified that this cohort are the responsibility of the North and 
South locality teams. Further work is required to ensure there is the capacity and 
capability within these teams to meet our duties in this area. Further work is also required 
to reduce the significant wait times for a diagnostic assessment. 
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Islington’s Autism Partnership Board continued to meet throughout 2018/19, with a wide-
ranging membership of professionals, experts by experience and family carers. The board 
has held themed meetings on a variety of key areas, seeking to understand the local 
challenges and co-design solutions. 

There is not currently a dedicated budget for this cohort or any dedicated commissioned 
services.

Transforming Care
Transforming Care is a national programme of work led by NHS England. It is a key 
priority for NHSE and has a significant level of scrutiny attached to it. The programme 
relates to people with learning disabilities and/or autism who also have challenging 
behaviours and/or a mental health condition; focussing on ensuring they are not 
inappropriately admitted to specialist hospital care and are supported to live in their 
community wherever possible. If an admission does take place, placements are 
scrutinised for quality and there is a regular review framework to ensure discharge 
planning is prioritised.

Transforming Care is well-embedded within ILDP and engagement within the community 
mental health teams is improving. There is strong finance and senior management 
support across operations and commissioning at both the local authority and CCG. In 
2018/19, we held 4 community reviews, three of which avoided an admission or 
readmission and one resulted in a short, voluntary admission. 

Our CCG-funded inpatient figures for 2018/19 were as follows:

Admissions Discharges Inpatients at year 
end

LD 3 4 4
Autism, non-LD 4 5 2

Overall, since the start of the programme, inpatient numbers have fallen, as well as 
average lengths of stay.

In November 2018, a 23-year old man with LD and severe autism was discharged to his 
own adapted property in the community with a bespoke package of support; having spent 
5 years under section. This young man’s case has been noted as one of the most complex 
in England. The success of his discharge to the community is a result of robust joint 
working between ILDP, commissioning, LBI housing, the support provider, the receiving 
borough and NHSE. 

By the nature of the work to enable some of our most complex people to live in their 
community, as opposed to a hospital setting, Transforming Care creates a budgetary 
pressure for both the Local Authority and CCG. A dedicated cost centre has been 
established to capture costs in relation to this area of work. This cost centre sits outside 
of existing pooled budget arrangements and cost sharing arrangements are agreed on a 
case-by-case basis. In recognition of the additional pressure created by people moving 
out of forensic hospital settings, NHSE have released some funding to local authorities 
and CCGs for patients discharged from NHSE-commissioned placements from April 2018 
onwards.



Page 16 of 47

6.3.

Mental Health Commissioning  – Value £4.449 million  

Objective of the Pooled Arrangement 
Islington has the highest number of people with serious mental illness in the country. The 
main objective of this pool is to ensure that social care systems are appropriately funded to 
meet Care Act requirements and provide services that can alleviate the pressures on health 
and providing Islington with a rich offer for mental health service users. 

The services in the commissioning pool focus on three key areas:
• Prevention of re-occurring mental ill health including relapse
• Provision of supported housing and residential care
• Provision of statutory functions such as Independent Mental Health Advocacy

Key Achievements in 2018/19 

In 2018/19, a key achievement was effective utilisation of accommodation services. For 
the majority of accommodation services, placements are being fully utilised, with voids 
filled within a reasonable timeframe after a service user has moved on. These 
accommodation services include: 

• Hilldrop Road residential care home supports older men with alcoholism and 
Korsakoff’s syndrome, and is delivered by St Mungo’s Broadway. This service has 
continued to grow in quality with a CQC inspection, May 2018 resulting in a rating 
of ‘Good’, which is a steady increase since 2016. 

• Highbury Grove Crisis House provides short-term accommodation (up to 14 days) 
for up to 12 adults who are experiencing a mental health crisis and who need 24-
hour support or support at night. This is considered a prevention service as its 
primary remit is to prevent admissions into acute inpatient services, and to support 
people to manage their mental health within a community setting.

The implementation and refinement of the Recovery Pathway in Islington was a key 
achievement. A suite of services were commissioned and embedded to help Islington 
adult residents who are in need of support to maintain or prevent further deterioration in 
their mental health. This support helps residents avoid unnecessary hospital admission or 
other secondary care intervention and provides the necessary support to enable a 
recovery from a mental illness and to develop greater self-management of their mental 
health. These services, coproduced with service users, to provide personalised support 
building on people’s strengths, assets and interests, increase connectivity with the local 
community to reduce loneliness, and support people when they are facing a mental health 
crisis. The new service provided by Islington MIND launched on 1st June 2019. 

Priorities for 2019/20

• The development of an all age mental health strategy which can clearly set out 
Islington’s vision for preventing mental illness and promoting good mental health 
for children and adults. The oversight of this strategy will be under a new 
Partnership Board for Mental Health with stakeholders from the Council, health and 
the voluntary and community sector. 
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• Supported accommodation offer review, ensuring that we have the right kind and 
quality of services to meet the needs of local residents. 

• Further integration: The NHSE Long Term Plan for mental health will see a huge 
growth in mental health services over the next 5 years, it will vital that Council 
services are considered alongside these changes to continue to deliver a strong 
integrated all age approach. 

Carers  – Value £1.055 million

Objective of the Pooled Arrangement 

The main objectives of the pool are to ensure that there is joined up health and social 
care support for unpaid carers and that the needs of carers are recognised and 
understood by health and social care statutory agencies, the wider voluntary sector and 
the community at large.  The pool is also held for the funding of carers personal budgets 
across all customer groups’ i.e. older adults, learning disability, mental health and physical 
disability.

The pool funds primarily the Islington Carers Hub (ICH) service. This service was 
commissioned in April 2009 to provide a comprehensive information, advice and guidance 
service to all unpaid carers living in Islington or with a caring responsibility for someone 
with care and support needs living in the borough. 

Key Achievements in 2018/19

 Hidden carers reached continued to increase to 3,175 in the first quarter of 2019-20 
which now represents 17% of the estimated carer population of 18,700 (Census 
2011 data)

 Carers celebrated through Carer Week events coordinating a range of carer focused 
activities across the Borough

 Carer’s offer review initiated to ensure that the Islington Carer’s offer is fit for 
purpose and aligned across the People’s Directorate. This includes establishing a 
transition protocol under the young carer’s strategy. 

Priorities for 2019/20

The priorities for Carer’s Pooled arrangement in 2019/20 are: 
 Increase the number of ‘hidden carers’ from current level of 3,175 carers registered 

with Islington Carers Hub (ICH) to provide outreach support to more of the estimated 
18,700 carers in the Borough 

 Working with our community hubs/services to co-ordinate a targeted campaign 
aimed at carers to increase awareness of the service and their available 
provision/support

 Establish information sharing agreement between NHS and LB Islington so that data 
on carers held on GP systems can be shared with Islington Carers Hub 

 Develop a joint carers strategy for Islington to agreed shared priorities across the 
Council and CCG working in partnership with the ICH and voluntary sector.

 Develop a transition working protocol to assist young carers in transition to be 
supported into adulthood.
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Mental Health Care of Older People – Value £5.962 million 

Objective of the Pooled Arrangement 
The main objective of the pooled arrangement is to provide high-quality care and support 
for older people, including specialist care and support for older people with mental health 
needs. The NHS and LBI established this pooled arrangement following historic closure of 
Care Home facilities. 

This pool provides a funding contribution to two care homes with nursing: Highbury New 
Park and Muriel Street, which specialise in the provision of nursing care for older people 
with dementia and mental health ill health. They work to: 

• support local hospitals avoid and delay hospital admissions
• avoid delayed transfers of care, and 
• provide good quality care in the community following discharge from hospital.

The services were commissioned in 2003, on a long-term basis with Care UK, a private 
sector provider, with contracts running to March 2029 and June 2030, respectively. In May 
2019, Forest Healthcare were commissioned to provide 15 Mental Health Nursing Beds at 
St Anne’s Care Homes, to accommodate residents who had been cared for and supported 
at the now-closed Stacey Street Care Home. 

Key Achievements 
 Ongoing improvements for residents of care homes such as:  

o Reduced pressure ulcers (reduced by 22% 2015/16-18/19)
o Reduced unnecessary hospital admissions from care homes

 Care UK Care Homes in the borough moving out of provider concerns processes
 Successful transfer of residents from Stacey St to St Anne’s to have accommodation 

that was fit for purpose to meet resident needs 
 Staff participating in various workforce development initiatives such as the Capital 

Nurse programme
 Stable leadership in place across the care facilities homes during period of market 

instability and national provider failure 
 Establishment of community partnerships between care providers and local 

communities such as  Muriel St Care home have an  intergenerational programme 
with a local  primary school

Priorities for 2019/20
Moving forward, commissioners will work with providers to:

o Support and sustain improvement at Muriel Street, which is currently rated as 
‘Requires Improvement’ by the CQC, with a view to attaining a ‘Good’ rating.

o Establish more robust and consistent quality and contract management processes 
and procedures.

o Improve relationships with local mental health services to benefit residents and 
develop practice. 

o Improve the day centre offer and utilisation at Highbury New Park – commissioners 
are exploring different options for achieving this, including potential collaboration at 
North Central London (NCL) level. 
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o Support the development of connections to relevant local organisations (e.g. local 
arts and voluntary sector organisations) to improve resident quality of life.

o Mitigate the impact of Brexit – The UK’s impending departure from the EU presents 
potential risks to staff recruitment and retention in an already pressurised sector, 
and potential risks to EU citizens using the services. 

Better Care Fund 
Objective of the Pooled Arrangement 

The Better Care Fund (BCF) is a nationally mandated pooled fund to support health and 
care integration. Islington has a strong history of partnership working, commitment and 
energy to implement whole systems of integrated care, for the benefits of the local 
community. Since 2015 Islington has pooled investment from the BCF and additional CCG 
and LBI funding into a S75 arrangement.   The requirements for the Better Care Fund are 
set nationally as per the Better Care Fund guidance. 
(https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachme
nt_data/file/795314/Better_Care_Fund_2019-20_Policy_Framework.pdf)
The Better Care Fund in Islington acts as a funding source to enable integrated working 
and initiatives across the borough.  Islington CCG is the host of the BCF. 

Key Achievements in 2018/19 

Islington BCF has enabled recognised examples of integration innovation and best 
practice. For example the BCF has enabled:

 Test and learn opportunities for GP Federation through localities  
 Nationally recognised frailty services – Integrated Community Assessment Team 

service and the North CHIN moderate frailty services
 Age UK navigators- forerunners to social prescribing 
 Community research and navigation
 Development of improved models of community based rapid response services

Islington BCF has also enabled the Implementation of the High Impact Change Model 
through these initiatives: 

 Discharge to assess pathways to enable people to be discharge from hospital in a 
timely way 

 Trusted Assessor model to reduce delays for people who require care from a 
residential facility   

 Rapid response services for the people of Islington to receive medical assessment, 
treatment and care in the home environment to avoid unnecessary hospital 
attendance or stays. 

Islington BCF has protected adult social care (ASC) for whole system benefit through 
directly supporting ASC to provide services such as reablement, domiciliary care, carers 
support, and residential placements.

Priorities for 2019/20

The Islington Better Care Fund is an enabler for integration. The Islington BCF aligns 
with North Central London Partners programme of work and emerging Integrated Care 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/795314/Better_Care_Fund_2019-20_Policy_Framework.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/795314/Better_Care_Fund_2019-20_Policy_Framework.pdf
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System plans. Working consistently across North Central London enables Islington 
residents to have a consistent care experience. 
The priorities for 2019/20 include: 

 Ensuring the Better Care Fund aligns to the ambitions set out in the NHS Long 
Term plan including enabling initiatives such as social prescribing, development of 
primary care networks, enhanced support for Care Homes 

 Utilising the BCF is a core enabler to the Islington Adult Social Care Plan and the 
local Ageing Well plans to continue to protect adult social care and have a joined 
up offer for vulnerable groups in Islington.  

For the Better Care Fund in 2019/20, the national requirements for planning were 
requested from Health and Wellbeing Boards in late September 2019 from NHS England. 
Islington was required to demonstrate fulfilment of the four national BCF conditions. 

These are: 
(i) Plans to be jointly agreed 
(ii) NHS contribution to adult social care to be maintained in line with the uplift to 

CCG Minimum Contribution 
(iii) Agreement to invest in NHS commissioned out-of-hospital services, which may 

include 7-day services and adult social care 
(iv) Managing Transfers of Care: A clear plan for improved integrated services at 

the interface between health and social care that reduces Delayed Transfers of 
Care (DToC), encompassing the High Impact Change Model for Managing 
Transfers of Care. As part of this all Health and Wellbeing Boards adopt the 
centrally-set expectations for reducing or maintaining rates of DToC during 
2019-20 into their BCF plans.

The other noteworthy change for the 2019/20  Better Care Fund was the requirement for 
the pre-existing Local Authority grant for winter pressures (£1.285m) to be pooled into 
the BCF which increased the size of the pool as shown below.  Key sections of the planning 
requirements are included in Appendix 3 and 4. 

Public Health Commissioning Section 75 Agreement: Year in Review   
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7. 

Objective of the Joint Arrangement

Joint Commissioning of sexual health and termination of pregnancy
The s75 agreement includes two commissioning posts (Senior Commissioning Manager 
and Commissioning Manager) who lead on the local development and commissioning of 
sexual health (SH) and termination of pregnancy (TOP) services. These posts are funded 
from LBI’s Public Health Grant but are employed by ICCG. Both posts are based within the 
LBI Public Health team, but work across both organisations in developing local strategies, 
planning, implementing and monitoring services. In line with statutory organisational 
responsibilities and  national commissioning guidelines,   sexual and reproductive health 
services (screening and treatment) are funded from the Public Health Grant and the TOP 
services from ICCG budget.  Our joint commissioning arrangements are designed to ensure 
an integrated approach to the commissioning and provision of all sexual and reproductive 
health services for Islington residents.

Locally Commissioned Services 
Public Health commissions a number of  services that are delivered by  Islington general 
practices and community pharmacies.  These services, known as ‘locally commissioned 
services (LCSs)’ cover behaviour change services and support for residents, , such as stop 
smoking and NHS Health Checks,   drug misuse treatment and emergency hormonal 
contraception. These services are funded through the PH Grant. As part of the agreed 
variation to the s75 agreement in 2017, Islington CCG leads the commissioning of these 
LCS on behalf of Public Health and takes on the responsibility for developing and entering 
into the contracts for these services with pharmacies and GPs, and for making payments 
to pharmacies and general practice under these contracts The monitoring, management 
and interventions (as described in the specifications) are the responsibility of public health. 

The total value of the public health commissioning s75 agreement was £0.898m in 
2018/19

Key Achievements in 2018/19 

Sexual Health

Islington Public Health leads on the commissioning of integrated sexual health services 
(ISHS) on behalf of the North Central London (NCL) partnership, which includes  Islington, 
Camden, Barnet and Haringey. Key achievements in this area for 2018/19 include:

 The signing off of the new ISHS contract with Central and North West London NHS 
Foundation Trust (CNWL) who are the preferred provider after a tender process. 

 
•       The successful launch of the PrEP trial across CNWL services as part of a national 

pilot. PrEP or pre-exposure prophylaxis, reduces the risk of HIV infection.

•       Sexual health commissioners have refreshed local work on  teenage pregnancy , 
coordinating and developing a partnership action plan for implementation from 
2019/20 onwards. 

Termination of Pregnancy (TOP)
Islington is the commissioning lead for TOP services on behalf of NCL. In 2018/19 sexual 
health commissioners worked closely with quality leads at the CCG to ensure that 
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abortion services are working effectively and safely.  This has included managing the 
repercussions from BPAS, asub-contractor, pulling out  of a local contract impacting on 
system capacity.  These issues have now been resolved.

Locally Commissioned Services

The following GP Locally Commissioned Services (LCS) were commissioned in 2018/19: 
smoking cessation, NHS Health Checks, sexual health, long acting reversible contraception 
(LARC) and substance misuse.  These services are accessed by a significant number of 
Islington residents. The key outputs for 2018/19 include:

 6,417 people took up the offer of an NHS Health check through  their GP (42% 
take up of checks amongst those offered).

 220 residents were treated for sexually transmitted infections in general practice
 650 patients received Long Acting Reversible Contraception (LARC)
 236 patients received treatment for opiate use under the drug misuse LCS. 
 310 people (41.5% of those who accessed the service) successfully stopped 

smoking in Islington as a result of the support received through their GP via this 
LCS.

Priorities for 2019/20

Sexual Health

Work is continuing to embed the complex and significant transformation of sexual health 
services.  A key part of this transformation is encouraging greater take up of the Sexual 
Health London on-line service for screening and treatment of some infections. 
Commissioners are working with CNWL to develop the use of the on-line service including 
SMART kits, which are used for self-sampling in specific cohorts, in order to free up 
capacity in clinics.

In addition, commissioners are reviewing and developing arrangements for increasing 
access to Long Acting Reversible Contraception (LARC) services in primary care. The aim 
is to free up sexual health clinic capacity at the specialist services, while reducing waiting 
times and increasing take up of LARC for Islington residents. 

Due to high demand, the PrEP trial was expanded by a further 60% in April 2019. There 
is current discussion about increasing trial places by a further 40%  (i.e. doubling the 
original allocation of trial places for Islington clinics).   NHSE fund the drugs but other 
costs are borne by the sexual health system (commissioners and trusts). Commissioners 
are working with CNWL and the Sexual Health London service to ensure that on-line testing 
is available to those partaking in the PrEP trial to mitigate the cost impact, but also to 
improve patient experience. 

TOP

TOP services remains a volatile area for commissioning and there are known issues which 
may affect delivery in the future, such as falling  numbers of doctors trained to perform 
late term terminations. Commissioners are working with the providers to identify and 
mitigate against any such risks to delivery in future. 

LCS
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The key focus of work in 2019/20 is to review and further develop the LCS offer in primary 
care, with a specific focus on LARC, NHS Health Checks and smoking, to improve access 
and also the take up of offer by residents (NHS Health Checks in particular). In addition, 
commissioners are working with ICCG on the future procurement strategy for LCS, aligning 
plans with the ICCG’s overall approach to these services in future, particularly in light of 
the development of Primary Care Networks. Primary care delivery of public health services  
remain a key part of the overall Public Health Service offer in Islington. 

Annual Section 75 Provider report Whittington Health and LBI

This report covers the main achievements of during the financial year of 2018/19 in the 
provision of integrated services for adults and older people and identifies the key priorities 
for 2019/20.



Page 24 of 47

8. 

  

8.1.

8.2. 

KEY AREAS OF ACHIEVEMENT 2018-19

Integrated Locality Team Working - Where we are now

In 2018/19 monthly Risking Risk meetings started in the North and South localities.  These 
are teams of health and social care professionals who work together in a joined-up way 
to support patients and service users with rising levels of risk within the community.  These 
are for patients not subject to the Integrated Networks and includes representation from; 
adult social care, community matrons, community therapy teams, mental health and 
substance misuse services, district nurses and staff supporting the integrated networks.

Islington Council has established a base for a prototype in the north of the borough for 
locality working at Newington Barrow Way and has now begun co-locating services.  The 
North Community Locality Social Care team have already moved to this location alongside 
the REACH North team. The REACH South team continues to be co-located with the South 
Locality team at Calshot Street in Kings Cross.  Although there are no integrated processes 
the teams do offer each other support and advice as required. All teams continue to work 
together to ensure that the services are delivered in partnership where possible and are 
sustainable and able to respond to the increasing number of people being supported to 
remain in their own homes and independent for as long as possible. The future aim is to 
revisit the integration agenda at a later date within the Intermediate Care Strategy 
Programme. 

Discharge to Assess pathways have been implemented and are exceeding targets for all 
care pathways. Referrals are received via an integrated single point of access where all 
referrals are triaged before progressed to the most appropriate pathway.

Collaboration between Whittington Health and Islington continues in the following areas:
 Integration in line with healthcare priorities
 The implementation of discharge to assess
 The implementation of the Rising Risk locality based integrated care meetings 

(North and South) 
 Growth in the use of Enhanced Telecare services
 Growth in the number of GPs involved with the integrated network meetings

Integrated Care Networks (INC)

Whittington Health operationally manages the Islington integrated networks (multiagency 
teams wrapped around primary care) through the Integrated Network Coordination (INC) 
infrastructure. There is a borough wide commitment to the INC service. Whittington Health 
has been a central part to the implementation of the Integrated Networks across Islington. 
The roll out of the programme began in February 2016 and Whittington Health have 
operationally managed and provided the ongoing infrastructure for the Integrated 
Networks.  There are now 8 Integrated Networks running across Islington with all GP 
practices now participating. Whittington Health also provide the community matron service 
to the Integrated Networks who form part of the core Integrated Network team alongside 
GP’s, mental health, social services, Age UK and secondary care.  The service is 
fundamental in Whittington’s vision of providing integrated care.  
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Last year the expectation moving forward was for the CHINs (now called PCNs) to be 
developed, reducing the current 12 networks to 3. Having only three networks would have 
meant the quality of the patient discussion would be dramatically reduced. Therefore, we 
successfully transitioned the 12 networks to 8. The INC networks, except for one practice, 
were already aligned with the Primary Care Networks introduced in July 2019.This practice 
was successfully moved to their new Network. 

We continue to provide the Adult and children’s teleconferences 1 per month and 3 times 
per month, respectively.  

We have also successfully started recruiting patients to the research project in 
collaboration with London School of Hygiene and Tropical Medicine. We have not reached, 
yet the expected target so an application to extend has been approved by the HRA. 

In January 2019 we successfully started the Rising Risk meetings. This group focuses on 
the care-coordination of those who are a rising risk as a preventative strategy to prevent 
patients on this level becoming high risk and requiring INC intervention.  

 In February 2019 INC began working in partnership with ED to facilitate the High Intensity 
User Group (HIU) where with an MDT approach we work together to create management 
care plans on Coordinate my care (CMC) to reduce frequent attenders to the A&E 
department.  

Care Closer to Home – reducing the time people have to spend in hospital

Discharge to Assess

Discharge to Assess (D2A) is operating as a standard referral pathway for people who are 
medically optimised and ready to be discharged from hospital, to have their social care 
and therapy needs assessed at home or other community setting rather than on the ward. 
This approach to discharge has helped improve patient flow through the hospital, ease 
demand on hospital beds and staff, make better use of our community services and deliver 
better overall outcomes for patients.

Patient outcomes the approach supports include the following examples:

 Lower risk of getting a hospital acquired infection
 Retain independence for longer 
 Less reliance on long term care and receive care that is most appropriate to 

their needs
 Likely to live longer.

Implementation and expansion in Islington 

The D2A service is offered to patients from University College London, Whittington Health, 
St Pancras and Royal Free hospitals at present, and involves the use of an agreed North 
Central London (NCL) referral form for all pathways.

D2A, which is operated by Islington’s Single Point of Access (SPOA) team, has continued 
to expand in 2018/19 to work in line with hospital discharges and improve patient 
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outcomes by increasing daily capacity for referrals and extending to a 6-day service (for 
Pathway 0 and 1). 

D2A developmental work involving the local authority, CCG and NHS is also continuing 
within the wider NCL group via participation in the NCL Improvement Discharge Group 
which re-commenced in September 2019. 

Impact in Islington

The key metrics for assessing the impact of D2A programmes is the number of patients 
discharged and hospital bed days saved per patient. 

The below graph indicates the number of patients discharged via Pathways 0-3 per month 
in 2018/19.

The total number of patients discharged via pathways was 1287 in 2018/19 (not able to 
be compared to 2017/18 as D2A pilot commenced in Dec 2017).
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The below graph indicates the number of bed days saved via Pathways 0-3 per month in 

2018/19.

The methodology for bed days saved in Pathway 2 was agreed with NCL partners and 
reporting commenced in May 2018.

A total number of bed days saved in Pathway 0 were 325, 1116 in Pathway 1, 2544 in 
Pathway 2 and 2084 in Pathway 3. These figures suggest D2A continues to have a 
significant impact on patient flow pressures in hospitals and reducing Delayed Transfers 
of Care.

Strong collaborative work between CCG, health and social care partners remains crucial to 
the successful delivery of D2A and future developments of these pathways. 

Admission Avoidance 

Islington developed and launched the Admission Avoidance pathway in November 2018. 
This was created with an aim to provide an easier and faster referral route for service 
users who required social care support following a brief period of Rapid Response. The 
Rapid Response service is available to residents who present to A&E (and do not require 
admission) or those who experience a sudden decline in health and can have their 
conditions managed at home with an integrated health team. If social care support is 
required once they are medically well, the team can then refer to Adult social services via 
Admission Avoidance pathway. The Admission Avoidance pathway is operated by the 
existing SPOA team and consists of a Physiotherapist, Case manager and Social worker. 

A total of 23 of service users have come through this pathway (Nov 2018 to 31 March 
2019): 11 required Reablement and 7 required long-term support (5 were re-admitted into 
hospital). Consistent joint working and training between Whittington Health and local 
authority frontline staff on completing timely assessments and reviews has ensured these 
service users are transitioned into the appropriate social care provision whilst remaining 
in their homes and in the community.
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Delayed Transfers of Care 

The graph included here is drawn from monthly NHS England DTOC SitRep data and 
presents data for all delays (NHS, Social care and Joint delays) in Islington during 2018/19. 
Finalised published data for ASCOF indicator 2C will be published in the beginning of 
November 2019 and may differ slightly from figures presented here.

Islington’s individual performance has slightly declined across the period, at an average of 
9.7 daily delays per 100,000 patients, compared to 9.2 in 2017/18. The London and 
England averages have reduced in 2018/19, meaning that comparatively, Islington’s 
performance has declined slightly.    

2018/19 continued to be a challenging period across both health and social care in 
Islington. Challenges in the social care provider market had an effect over the winter 
including the consequences of the failure of Allied Care and the need to re-provide care 
packages for service users. There have been a number of embargos on care homes in 
borough as a result of safeguarding and quality concerns.  In addition to this the demand 
for adult social care continues to rise nationally and locally alongside an increase in the 
acuity of service users being supported by adult social care.

Action has been taken to reduce delayed transfers of care during the year and going 
forward into 2019/20 including:

 Ensuring that all D2A pathways are fully utilised
 Work to improve the housing and homelessness pathway at the Whittington
 Weekly multidisciplinary MADE calls focussing on unblocking and resolving 

current delays
 Development of a Funding without Prejudice Agreement between the Council 

and CCG (operational in 2019/20)
 Setting up an Outflow Working Group as part of the Islington A&E Delivery 

Board System Improvement Plan.

Improving both DTOC performance and length of stay in hospital for our residents 
continues to be an absolute priority going forwards both at an operational and strategic 
level.



Page 29 of 47

8.5. 

5.2 6.7 7.1 7.1

9.7

0.0

2.0

4.0

6.0

8.0

10.0

12.0

14.0

16.0

18.0

20.0

B
R

O
M

LE
Y

G
R

E
EN

W
IC

H
LE

W
IS

H
A

M
N

EW
H

A
M

W
A

N
D

S
W

O
R

TH
K

IN
G

S
TO

N
 U

PO
N

 T
H

A
M

E
S

B
EX

LE
Y

H
O

U
N

S
LO

W
K

EN
S

IN
G

TO
N

 &
 C

H
E

LS
EA

M
E

R
TO

N
B

AR
K

IN
G

 &
 D

A
G

E
N

H
A

M
E

N
FI

E
LD

R
ED

BR
ID

G
E

S
O

U
TH

W
A

R
K

S
U

TT
O

N
H

IL
LI

N
G

D
O

N
TO

W
E

R
 H

AM
LE

TS
C

AM
D

E
N

R
IC

H
M

O
N

D
 U

P
O

N
 T

H
A

M
E

S
LA

M
B

ET
H

C
R

O
YD

O
N

H
AR

IN
G

E
Y

B
AR

N
E

T
H

AC
KN

E
Y

H
AV

E
R

IN
G

W
E

ST
M

IN
ST

E
R

H
AM

M
E

R
S

M
IT

H
 &

 F
U

LH
A

M
H

AR
R

O
W

E
AL

IN
G

W
A

LT
H

A
M

 F
O

R
E

S
T

IS
LI

N
G

TO
N

B
R

E
N

T
C

IT
Y 

O
F 

LO
N

D
O

N

Av
er

ag
e 

da
ily

 D
To

C 
ra

te
 p

er
 1

00
,0

00
 p

op
ul

at
io

n

London Borough

Average daily rate of delayed transfers of care per 100,000 population aged 18+, 
2018/19

Note: Finalised published data for ASCOF indicator 2C will be published in November 2019 and may differ slightly from figures presented here. 
Source: Montly NHS England DToC SitRep 2018/19, ONS 2018 mid-year resident based population estimates

Comparators - 6.5

London - 6.2 

England - 10.4

 

Avoiding Hospital Admission

Evidence shows that older people ‘decompensate’ and lose their independence during an 
extended hospital stay. Hospitals are an unfamiliar environment and patients lose their 
routine impacting on their ability to keep active and maintain muscle strength. There is a 
continued focus on supporting and caring for people at home in line with current clinical 
best evidence if they do not need an admission for acute medical care. 

 The Specialised Therapy and Rapid Treatment Team (START) based at the 
Whittington Hospital is a team of therapists working in the Emergency Department, Clinical 
Decision Unit, Acute Assessment Units and Ambulatory Care aims to work with key 
partners to prevent unnecessary admission to hospital.  

The aim of the team is to screen all patients who require therapy intervention as part of 
a full MDT assessment within 12 hours of admission.  The assessment will determine the 
needs of the person and if they can be supported to return home safely.  Early therapy 
assessment and intervention can significantly reduce the time the person is in hospital for 
reducing the risk of decompensation and hospital acquired infection.  

The team along with colleagues in the Emergency Department aim to identify frail patients 
who require comprehensive geriatric assessment as early as possible.  Using the frailty 
pathway, patients can be directed to the most appropriate place to receive the assessment 
and intervention they require.  Ideally this occurs in the Ambulatory Care Department 
where staff works closely with the Specialist Frailty Nurse or where a person’s medical 
needs are such that they require admission the team can recommend transfer to a Care 
of Older People Specialist Ward.

From November 2018 there has been a full time senior Occupational Therapist working in 
the Emergency Department.   This post works closely with the London Ambulance Service 
(LAS) to receive comprehensive handover of patients aged over 75.  These patients are 
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then seen in Rapid Assessment in conjunction with a Senior Medical Doctor and triaged to 
the most appropriate place to receive the assessment and treatment they need.  The 
Rockwood score is used as a determinant of a person’s frailty and any patient scoring 5 
and above will be directed to the frailty pathway to receive a Comprehensive geriatric 
assessment (CGA- Medical, Nursing and Therapy assessment) in the Ambulatory Care 
Centre.

 
This post has shown positive gains in reducing long waits in A&E for patients over 75.  
More frail older people are having their needs assessed in a timely way and working with 
Rapid assessment community-based teams they can be discharged to have their follow 
up care and support at home using the “Home First” approach.  When a person does 
require admission the CGA completed ensure they are being directed more appropriately 
to the right ward to receive the treatment they need. 

A new Consultant has been appointed to work specifically with the Frailty Service and an 
additional Senior Occupational Therapist will be recruited to build on the current success 
of the frailty pathway and ensure we can provide a robust service to both A&E and the 
Frailty pathway

The START team work closely with local Rapid Response Teams, Social Services and 
Reablement to support people following a short stay on the acute assessment units.    
Equipment that is required to promote independence, maintain function or improve safely 
can be rapidly accessed through a loan provider or via local pharmacy’s using a 
prescription system.  

The team also includes a technician who can undertake further assessment in the home 
environment immediately post discharge, for example, to complete a home safety check, 
falls hazard assessments and practice with new equipment in the home setting, assess for 
non-urgent equipment such as bathing aids or outdoor mobility equipment and make 
onward referrals to both statutory and voluntary sector services when required.

These initiatives are successfully minimising time people spend in hospital, supporting 
them to remain as independent as possible and providing the support they need to remain 
in their own homes. 

We have continued to progress the Discharge to Assess works both with our community 
and social service colleagues in Islington (and the in the wider NCL network).  Hospital 
therapy staffs are now able to refer patients into one of 4 pathways depending on the 
patient requirements and this has become main stream as far as capacity within the 
pathways allows.  

Care Home Lead Nurse for Quality Assurance.
The Lead Nurse continues to support collaborative and partnership working into and 
across the homes. Her focus remains:

 on developing positive, collaborative working relationships;
 monitoring the quality of care delivered;
 bridging gaps in knowledge, ensuring that concerns with practice 

preventing good care are addressed proactively 
 engaging relevant professionals to build a systematic response that is 

implemented and sustained.
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In the past year the Lead Nurse has been supporting local implementation of the NHS 
England, Enhanced Health in Care Home experience from the New Care Models 
Programme. This is mainly concerning the work of the Healthy London Partnership into 
the following areas:-

 Seasonal Readiness
 Harnessing Digital Technology
 Workplace Training & development
 Medication Optimisation in Care Homes
 Enhanced Primary Care for Care Homes

 
All care homes in Islington were inspected by the Care Quality Commission (CQC) over 
2016/17. Bridgeside Lodge achieved the highest possible rating of ‘Outstanding’ from the 
CQC whereas Cheverton Lodge, St Anne’s, Stacey St and Highbury New Park have 
maintained a ‘Good’ rating following their respective inspections.
 
In contrast, two homes Muriel St and Lennox House operated by Care UK have been 
highlighted by the CQC as ‘Requiring improvement’. Both homes have experienced 
recurring issues that have been underpinned by a lack of consistent, stable management 
and clinical leadership. Consequently, the homes had been unable to maintain levels of 
care, environmental standards and a quality of life for their residents. The resulting 
outcomes noted from scheduled monitoring of the homes and emerging serious 
safeguarding concerns led to the implementation of the Provider Concerns Process 
(PCP) for both homes over 2017/18. The PCPs are now closed for both homes remain 
under close scrutiny to ensure progress made to date is sustained. 
 
The Highgate provides spot placement to Islington residents. The recent CQC inspection 
has found the home to be good. The home had previously received a required 
improvement rating. The council quality monitoring, however, highlighted a number of 
quality issues and the home has been until recently under a PCP. The needed support is 
being offered, and work is underway with the home to support its compliance to 
standards required to deliver safe and responsive care.
Currently, all Care Homes have permanent Home Managers in post and for the exception 
of one home, clinical leads. This has enabled an effective working relationship with the 
GP and the wider MDT to manage the increasingly frail and complex residents and 
support the sustainability of the training and input being provided into the homes.

Hospital admissions 
The incidence of hospital admissions from care homes** as illustrated below continues 
to reduce in comparison to previous years. 
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Incidence of hospital admissions [** includes data from extra care sheltered 
housing schemes]

Islington care homes reported the majority of these admissions as unavoidable, and due 
to significant changes in the resident’s condition i.e., the resident became unwell, and 
the outcome of the clinical assessment indicated the need for the hospital admission. In 
the case of falls, better post falls assessment and management has resulted in 
remarkable reductions in the number of falls incident resulting in hospital transfer 
 
Where hospital admissions were deemed to be avoidable, treatment escalation plans 
were typically not in place or the home had been advised to convey the service user to 
hospital primarily by the out of hours GP service. Consequently, work is underway to 
ensure that the local GP and specialist palliative care nurses supporting the home 
implement comprehensive End of Life Care Planning (Advanced Care Plans- ACP) and 
Treatment Escalation Plans (TEP). The general trend remains in the right direction as 
increasing numbers of TEPs and ACPs are likely to lead to a reduction in hospital 
admissions, should a service users condition deteriorate.
 
The use of 111 systems and the ‘Are You Concerned about a Resident?’ poster has been 
fully introduced. The poster highlighted provides service information and contact details 
to escalate clinical concerns both within and out of hours. It also provides clear directions 
for staff when to call out an ambulance. Within this context, staff are required to refer to 
the Treatment Escalation Plan before the ambulance call out. This is to ensure that 
individual wishes are well represented in end of life care plans. 

The development of enhanced clinical skills, e.g. management of syringe drivers and 
urinary catheterisation to arrest the need to admit residents for catheter change or use of 
syringe drivers are well embedded. Bespoke staff training for areas identified in action 
plans are supporting patient‐centric pathway based approaches to education, improve 
workforce planning and provide support to care home providers. This is to help develop a 
more skilled workforce that can meet the challenges of providing care to residents with 

Overall 
number 
of falls

Percent 
difference on 
previous year

2011/12 441
2012/13 423 -4%
2013/14 378 -11%
2014/15 311 -18%
2015/16 221 -29%
2016/17 187 -15%
2017/18 131 -30%
2018/19 147 12%
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complex health and social care needs. Also, the following initiatives aim to prevent 
avoidable hospital admission
The Lead Nurse continues to provide representation and input to relevant forums. It is to 
ensure that Islington care homes are informed and engaged/contribute to quality related 
initiatives, both locally and nationally.

Islington Trusted Assessor Model

The Trusted Assessor was appointed in January 2019 with direct support by the Lead 
Nurse Through the implementation of the role, there has been noted reduction in the 
numbers and waiting times of people awaiting discharge from hospital to a suitable care 
home in the borough speedily, effectively and safely. 

The model of the Trusted Assessor in Islington was co-designed with the home 
managers and deputies and clinical lead of the care home and has enabled the success 
of the role. The Trusted Assessor for Islington is a senior nurse with community 
experience. The remit of the function has focussed mainly in the transfer of new and 
unknown resident to the care home and support avoidance of DTOC.
 
The remit of the role includes: -

 The supporting of existing residents returning to a care setting after a 
period of hospitalisation. While the level of care the provider can offer will 
be known, it remains 

 essential to assess the level of care need of the returning resident. This is 
in case this has changed significantly from pre-hospitalisation.

 Act as an advocate to ensure that patient choice and family/carer views are 
well taken into account.

 In some cases, the Trusted Assessor offers support during the transition 
period towards

 settling the resident into the home
 Working in close collaboration and clinical standard monitoring in support 

of the Lead Nurse role
 
 
The following graphs demonstrate the impact of the Trusted Assessor role to date.

No. of visits by hospital

Row Labels
Count of 
Referrals

The Whittington 27

St Pancras 16
Highgate Mental Health 11
UCLH 10

Royal Free 6
(blank) 4
Central Middlesex 1
St Anne’s 1
Whips Cross 1
St Thomas Hospital 1
Other 1

Grand Total 79
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The Whittington
St Pancras
Highgate MH
UCLH
ROYAL FREE
(blank)
other hospital
CENTRAL MDDX
St Annes
Whips cross
St Thomas 
Hospital

 Total No. of Visits by Hospital 

Also, patient 
experience 
and feedback, 
which have 
been positive, 
are used to 
monitor the 
effectiveness 
of the 
assessment 
process. Feedback from patients, family and 

carers are regularly collected to review the efficacy and input of the service.

Quality Improvement Initiatives

In support of safe and high quality of care, several quality improvement initiatives, i.e., 
Red Bag Scheme and Care Home use of NHS mail have been implemented over the year. 
These initiatives continue to be developed in part to address gaps identified and to improve 
quality of communication, care and experience of residents in the homes and hospital. It 
is also to empower and support the care homes to manage within the home, the 
increasingly complex needs of its service users. This serves to reduce the likelihood of 
hospital admission and contribute to reductions in length of stay and delayed discharge 
from hospital. The focus of 2018/19 is to sustain these initiatives and ensure that care 
homes are featured in cross sector and CapitalNurse initiatives. 
 
The Lead Nurse has played a leading part in Overseas Nurses working as Carers Project 
and the CapitalNurse Nurse Exchange Programme. These programmes aim to both support 

Outcome by Status

Row Labels
Count of 
Referrals

Admitted to CH 39

Inappropriate care type referred 
to other 17
No TA cover 9
On hold 5

Needs not able to be met at LBI - 
DTOC escalate 4
(blank) 3
No vacancy 2

Grand Total 79

Numbers and graph illustrating source of referrals to Islington Care Homes 

Row Labels

Average of Assessed 
and closed by TA
(Days)

Highgate MH 0.7
St Pancras 1.4
The Whittington 0.7
UCLH 0.6

Grand Total 0.9

Numbers showing outcome of referrals to Islington Care homes  Table showing time of referral to review and 
transfers arranged to Islington Care Homes 
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staff development and equip the care home manager with the skills to better influence 
integrated working across our health and social care sector. 
 
Home Managers Clinical Care Improvement Group (HMCCIG)
The group was set up in 2014 and continue to meet bi-monthly. 
The aim is to work collaboratively with the wider MDT, i.e., SALT, Dietician, OT, 
Physiotherapist Team, Tissue Viability Nurses, Service for Ageing and Mental Health, 
District Nursing, and other relevant resource. The primary aim is to deliver and sustain 
clinical changes that have been implemented and proposed by specialist groups. Clinical 
concerns are highlighted and addressed at the forum. 
 
 Despite the pressure on funding in education, the focus has been to use existing resources 
to promote greater access for care home staff concerning education and training. The 
Community Education Provider Network (CEPN), the Capital Nurse objectives and North 
Central London Sustainability Transformation Plan offer clear mechanisms for enabling 
close collaboration between providers across professional and organisational boundaries

 PLANNED DEVELOPMENTS

Developing the locality-based model with GPs 

One of the key objectives for Whittington Health is to “integrate care with partners and 
promote health and wellbeing.” The INC service strives to achieve this in the way we 
workday today. Working with our partners at C&I, UCLH, GP practices, Age UK, GP 
Federation, London Ambulance Service, and LBI is just the beginning.  INC is currently 
working on building closer relationships with Homerton Hospital, Royal Free Foundation 
Trust and London Ambulance Service. This is to enable the INC core team to better 
understand an assist a patient’s Health and Social care journey. 

We are also working closely with the patient experience team to develop volunteer roles 
to assist patients to attend hospital appointments; especially those who have difficulty 
accessing public transport but are not eligible for hospital transport and/or taxi cards and 
those who have cognitive impairment but are not eligible for a care coordinator. 

INC are working on updating their record keeping and moving to electronic ways of 
working, this is so all staff will be able to see the MDT work being completed, to ensure 
the patients record is complete and enable reporting on the various MDTs we facilitate. 

We are also working to review the administration team skill mix in order to align the team 
administrators with their own Primary Care Network; this is to support the Whittington 
PCN senior team. One of our INC Lead admin is also leading on the CMC QI project which 
should be completed and in place across the trust in the coming months. We will continue 
to link into the Homeless Working Group, attend MADE each week and regularly attend 
team meetings across adult service to inform colleagues of the various MDT support 
options available to their patients.   

Intermediate care 

The vision for Intermediate Care in Islington will continue to be developed during 2019/20:
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 A much simpler system with a single point of access that can be 
accessed regardless of location of the patient

 Combined with changes to the discharge pathways, to work on a 
‘home first whenever possible’ principle and have an emphasis on 
preventing people being unnecessarily admitted to hospital and 
increasing independence

 Placed based community urgent response and intermediate care 
teams will support out of hospital services to quickly tailor the level of 
support, in response to changing level of need of the person

 Delivery of the new national standards for Urgent Community 
Response (within 2 hours for urgent care and 2 days for accessing 
intermediate care/reablement services).

The following components have been set out to deliver this vision;
 Co-located single access point and triage point for all clients requiring 

home based or bed based intermediate care/rapid response services
 One flexible team providing home based rapid response and bed 

based or home based rehab/reablement including nursing, therapies 
and social care/reablement elements 

 Integrated staffing and management structure across Islington. 
 Streamlined post discharge pathways into neighbourhood based 

services to support people maintain their independence and 
participation in the community

 Service is potentially co-located
 One operational budget for intermediate care (long-term aim)
 Same IT system (longer-term aim)

Discharge to assess 

One of the local authority’s Adult Social care priorities for 2019-21 is to create a single 
contact point which all patients and residents, including those from hospital and 
community settings, will access for social care support. The first phase involves the 
integration of the existing SPOA and Hospital Social Work teams which will create a single 
referral point for all hospital discharges. This will improve response times, reduce 
confusion within hospitals, improve communication between partners, and create 
consistency in assessment and service provision. It is hopeful that this in turn will improve 
efficiencies including Delayed Transfers of Care and patient outcomes. This project is 
planned to be live before the end of 2019.

The table below outlines the current scope of the pathways and the future scope 
once integration of the first phased of the SPOA becomes operational:

Pathway Current scope Future scope (by end of 2019)
0 Patients requiring a restart to 

an existing package of care 
(POC)

None.

1 Patients with Reablement 
potential or therapy only 
needs.

Patients requiring a review of their 
existing POC, a new POC or (social 
care provisioned) residential / nursing 
care. 
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2 Patients requiring bed-based 
intermediate care. 

None.

3 Patients who have triggered 
positive Continuing Health Care 
(CHC) checklists and have 
nursing needs requiring up to 
24-hour nursing care in a 
residential setting. 

Patients who have triggered CHC but 
do not have nursing needs that 
require residential support.

CONCLUSION

The strong partnership working between Islington Social Services and the health 
services within Whittington Health NHS Trust continues to move in a positive direction. 
Ongoing work such as Discharge to Assess will further develop local and locality services 
that are truly ‘joined up’ and delivered in a way that offers integrated care and support, 
to the benefit of Islington residents.

It is important to preserve the benefits of integrated working, and to use the 
opportunities to develop further integration of front-line teams over the coming year, 
as this will provide a better coordinated service to vulnerable people, and ensures 
that opportunities to share expertise and specialist knowledge are maximised, and 
that any duplication of work is minimised.

Implications 

Financial Implications: 
There are no direct financial implications from this report.

Any financial implications arising need to be considered and agreed as necessary by 
the Council and/or the Clinical Commissioning Group (CCG).

Any plans or strategies derived or agreed in relation to this report should use existing 
available resources and therefore not create a budget pressure for the Council or the 
Clinical Commissioning Group (CCG).

Legal Implications:
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9.1.

9.2.

9.3.

9.4.

Section 75 of the National Health Service Act 2006 provides powers for the Islington 
Clinical Commissioning Group (the CCG) to exercise specified local authority functions 
and for the council to exercise specified functions of the CCG. A partnership agreement 
pursuant to section 75 has been established between the CCG and the council setting 
out the respective aims and obligations of the partners. Governance arrangements 
relating to the partnership agreement are set out within the terms of the partnership 
agreement.   

The council’s constitution requires the Executive:

 To be responsible for the regular monitoring of joint commissioning arrangements 
and joint management of services in relation to adult social care services 
(Responsibility for functions, council Constitution, Part 3, paragraph 4.6(i)).

 To act on the Council’s behalf in any joint governance arrangements for the delivery 
or commissioning of children’s and community care services with the National Health 
Service (Responsibility for functions, council Constitution, Part 3, paragraph 4.2(i)).

Resident Impact Assessment:

The council must, in the exercise of its functions, have due regard to the need to 
eliminate discrimination, harassment and victimisation, and to advance equality of 
opportunity, and foster good relations, between those who share a relevant protected 
characteristic and those who do not share it (section 149 Equality Act 2010). The 
council has a duty to have due regard to the need to remove or minimise 
disadvantages, take steps to meet needs, in particular steps to take account of 
disabled persons' disabilities, and encourage people to participate in public life. The 
council must have due regard to the need to tackle prejudice and promote 
understanding. 
 
Environmental Implications and contribution to achieving a net zero carbon 
Islington by 2030: 

There are no major environmental implications associated with the production of the 
Annual Section 75 reports. Some of the future priority areas of the report may have 
an impact if taken forward, which will be assessed as they come forward for approval 
as policy changes. 
Conclusion and reasons for recommendations 
Report is for assurance and note only. 

Appendices
 2019/20 Better Care fund trajectories and planned expenditure  
 Public Health Planned Budget 

Signed by:
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9.5 
Corporate Director of Public Health and 
Director of Strategy and Commissioning, 
Adult Social Care 

Date

Report Author:                        Marisa Rose, Integrated Care Programme Director 
Tel:                                            02036881594
Email:                                         marisa.rose1@nhs.net

Financial Implications  Author: Shakeel Yasmin, Head of Finance  

Tel: 020 7527 8929
Email: Shakeel.Yasin@islington.gov.uk

Legal Implications Author:          Ramani Chelliah, Chief Contracts Lawyer
Tel:          020 7527 3084
Email:                                                     Ramani.Chelliah@islington.gov.uk

Appendix 1 : Better Care Fund 2019/20 Planned Expenditure and Trajectories

Trajectories 

19/20 Plan Overview Narrative
Total 
number of 
specific 
acute non-
elective 
spells per 
100,000 

Achievement of the 
NHS set trajectories 
to reduce Non 
Elective Emergency 
admissions  

Despite the pressures of a growing and aging population 
with increasing health needs, Islington has set NEA target 
below 18/19  trajectories. 
This is due to Islington's strong approach in community 
prevention and proactive early intervention, and ongoing 
work with acute providers and system partners to manage 
avoidable admissions and flows in, through and out of acute 
hospitals. 

mailto:marisa.rose1@nhs.net
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populatio
n

We will continue our collaborative approach with HWB 
health, care and VCS partners to ensure that our residents 
have access to community assets and supports to self 
manage the health and wellbeing, and when there is a 
deterioration, to access timely appropraite advice via our 
pharmacies, VCS, local authority and health services, for 
selfcare or active intervention to enable them to remain 
healthy in the community. 
We will focus on enable our local authority and health 
providers to complete the integration for rapid response 
prevention, discharge to assess and intermediate care 
pathways, and our social care pathways into a single point 
of access and offer. We will continue the development of 
alternate care pathways for community crisis response and 
simplify discharge pathways from acute and rehabilitation 
hospitals. 

Delayed 
Transfers 
of Care 
per day 
(daily 
delays) 
from 
hospital 
(aged 18+)

                  16.0 

Islington has experienced ongoing pressures on bed capacity 
within our acute system, with ongoing demand for beds 
creating pressure on discharging patients earlier on in their 
admission. 
We will invest the additional winter pressures grant funds 
on increasing discharge to assess capacity, doubling up 
homecare packages to support people at home,  access to 
care home beds including short term care home 
placements, increasing capacity in the social care workforce, 
including social workers and OTs. 
As part of the emerging single point of access (bringing 
together the hospital social work team, reablement and 
discharge to assess), we expect that the ongoing 
commitment to deliver the HICM and the integration of our 
health and care community prevention and discharge offers 
will reduce the increasing demand placed on acute beds, 
and improve the flow from these beds, easing the pressure 
placed on existing beds and the system. This will support 
the implementation of the funding without prejudice 
protocol  
Our ongoing collaborative work with emerging PCNs will be 
an enabler to support the full integration expected in the 
NHS England Long Term Plan around localities and placed 
based, which will support people to remain healthy and well 
in the community for longer, and reduce the need for an 
acute bed. 

18/19 
Plan

19/20 
Plan Comments

Annual Rate                  
619 

                 
620 

Numerator                  
130 134

Long-term 
support needs of 
older people (age 
65 and over) met 
by admission to 
residential and 
nursing care 
homes, per 
100,000 
population

Denominator            
21,003 

           
21,608 

Adult social care has implemented a 
new assurance process at the start 
of Q1 19/20 to address the rise in 
residential placements seen over the 
past 2 years. This assurance process 
includes senior management review 
and implementation of a strengths 
based approach to consideration of 
care options. This appears to have 
had a positive impact in reducing the 
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number of new admissions. We 
expect to maintain the rate of 
admissions in 19/20, although the 
numbers of admissions will be higher 
due to an increase in the population.
Additionally over the long-term 
Commissioning are looking to review 
the balance of provision with a view 
to increasing the supply of high 
quality Extra Care Housing provision 
as an alternative to residential 
placements. This year that means we 
are completing an Extra Care 
Housing Needs Assessment and will 
develop a commissioning strategy. 
New units are not likely to come 
online for a number of years.

18/19 
Plan

19/20 
Plan Comments

Annual 
(%) 95.0% 95.0%
Numerat
or

                 
152 152

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

Denomin
ator

                 
160 160

Islington commissions more 
reablement POCs and rehab than 
what this current metric reflects. 
Islington will undertake further 
review of our existing Reablement 
and rehab pathway activity and how 
this target is currently captured. We 
will update the BCF on whether we 
are able to improve the accuracy and 
target for this metric 

Financial Arrangements Better Care Fund 2018/19 and 2019/20 

 2018/19 2019/20 
Local Authority 
Contribution (Disability 
Facilities Grant) 

£1,584K £1,709K 

Local Authority 
Contribution 
(Improved Better Care 
Fund) 

£10,157K £12,790K 

Total Minimum CCG 
contribution * as per 
operating plan 
submission

£17,730K £18,929K 
 
(£18,047K submitted as part of the 
2019/20 operating plan)
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Minimum contribution to ASC 
through this contribution is 6,663K 
and OOH spend of £5, 379K 

Winter Pressures 
Grant  (ASC grant) 

£1,285K (previously not 
included in Better Care 
Fund reporting)

£1,285K

TOTAL £29,470K £34,715K 
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Scheme Level Breakdown- Islington Better Care Fund 
Scheme 
ID

Scheme Name Brief Description of 
Scheme

Scheme Type Commis
sioner

Provider Expenditure (£)

1 Protection of Adult 
Social Services

These funds are 
utilised by LBI to 
maintain the frontline 
residential based 
services

Other LA Private 
Sector

£3,563,500

1 Protection of Adult 
Social Services

These funds support 
Welfare rights

Other LA Local 
Authority

£119,000

1 Protection of Adult 
Social Services

These funds are 
utilised by LBI to 
maintain the frontline 
community based 
services

Community 
Based Schemes

LA Local 
Authority

£4,298,000

2 Reablement Reablement service Intermediate 
Care Services

CCG Local 
Authority

£1,200,000

3 Public Health 
Prevention

Funds community 
schemes to transform 
prevention and 
interventions services 
led by PH

Community 
Based Schemes

CCG NHS 
Community 
Provider

£150,000

4 Care Act These funds are 
utilised by LBI to 
deliver the 
requirements of the 
Care Act

Care Act 
Implementation 
Related Duties

LA Local 
Authority

£663,000

5 Disabled Facilities 
Grant

DFG related schemes DFG Related 
Schemes

LA Local 
Authority

£1,709,575
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6 Community 
Capacity 

Step down and Step 
up beds, and funding 
without prejudice

Intermediate 
Care Services

CCG NHS 
Community 
Provider

£1,375,938

7 Out of Hospital 
Services

Community based 
schemes

Community 
Based Schemes

CCG NHS 
Community 
Provider

£2,500,000

8 Rapid Response Prevention of 
admission service

Intermediate 
Care Services

CCG NHS 
Community 
Provider

£520,000

8 Rapid Response Prevention of 
admission service

HICM for 
Managing 
Transfer of Care

CCG Local 
Authority

£192,800

9 Discharge to Assess Offer supporting early 
discharge from 
hospital

HICM for 
Managing 
Transfer of Care

CCG Local 
Authority

£125,000

9 Discharge to Assess Offer supporting early 
discharge from 
hospital

HICM for 
Managing 
Transfer of Care

CCG Local 
Authority

£225,000

9 Discharge to Assess Offer supporting early 
discharge from 
hospital

HICM for 
Managing 
Transfer of Care

CCG NHS 
Community 
Provider

£611,000

9 Discharge to Assess Offer supporting early 
discharge from 
hospital

HICM for 
Managing 
Transfer of Care

CCG NHS 
Community 
Provider

£341,000

10 Integrated 
Networks

PCN footprint MDTs 
to proactively manage 
high risk patients and 
high health users 
(including A&E), in 
the community

Integrated Care 
Planning and 
Navigation

CCG NHS 
Community 
Provider

£495,000
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11 Locality Navigators Offer social 
prescribing and 
navigation

Prevention / Early 
Intervention

CCG Charity / 
Voluntary 
Sector

£378,000

12 Peer Coaches Peer coaching for 
clients with SMI and 
physcoial long term 
condition

Prevention / Early 
Intervention

CCG NHS Mental 
Health 
Provider

£150,000

13 Frailty Services Services to support 
complex frail older 
people in the 
community including 
care home. Includes 
consultant 
geriatrician, falls and 
MDTs across borough 
footprint

Community 
Based Schemes

CCG NHS 
Community 
Provider

£1,677,800

13 Frailty Services Services to support 
complex frail older 
people in the 
community including 
care home. Includes 
consultant 
geriatrician, falls and 
MDTs across borough 
footprint

Community 
Based Schemes

CCG Charity / 
Voluntary 
Sector

£46,600

14 Carers support and 
education

Range of services 
educating and 
supporting carers of 
clients 

Carers Services CCG NHS 
Community 
Provider

£246,000
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15 Stroke Services Community 
navigation, long term 
support and 
intervetion serivces 

Community 
Based Schemes

CCG Charity / 
Voluntary 
Sector

£135,000

16 Long Term 
Conditions 

Schemes to manage 
long term conditions 
of COPD, diabetes, 
cardiac, and 
medicines 
management 

Community 
Based Schemes

CCG NHS 
Community 
Provider

£205,000

17 Community 
Prevention 

Community 
prevention and 
wellbeing schemes

Community 
Based Schemes

CCG Charity / 
Voluntary 
Sector

£80,000

18 PHB Personalised Health 
Budgets

Personalised 
Budgeting and 
Commissioning

CCG NHS 
Community 
Provider

£50,000

19 Funding for Social 
Care

Funding for social 
care to deliver 
services

Other LA Private 
Sector

£12,372,275

19 Winter Pressures Reablement/intermedi
ate care places in 
persons own home, 
additional domiciliary 
care packages, 
improved equipment 
services to speed up 
turnaround times and 
other interventions to 
minimise delayed 
discharge.

Other LA Local 
Authority

£1,285,889
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Appendix 2 : Planned Budget – Public Health Commissioning
  
Service Name Budget (£) 2018/19 Budget (£) 2019/20

Public Health Commissioning 
Posts (sexual health)

130,000 150,000

LCS Sexual Health (GP) 70,000 90,000

LCS LARC (GP) 65,000 78,000

LCS Methadone and 
Buprenorphine (Drugs Misuse) 
(GP)

140,000 100,000

LCS NHS Health Checks (GP) 295,000 295,000

LCS Smoking Cessation (GP) 45,000 45,000

LCS Smoking Cessation 
(Pharmacy)

110,000 90,000

LCS Emergency Hormone 
Contraception  (Pharmacy)

43,000 43,000

TOTAL 898,000 891,000


