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Overview

e Priorities for 2025-26

o Key changes since previous BCF plan

o Approaches to the development of the plan and of joint system governance to support
delivery of the plan and where required engage with BCF oversight and support process

o Alignment with plans for improving flow in urgent and emergency care services

o Priorities for developing for intermediate care (and other short-term care).



System Structures: BCF within a larger context

[
care services.

e There is huge amount of joined up working and cooperation happening within the place-based partnership and BCF
funded schemes are fundamental to delivery of the integrated delivery plan.
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BCF plans don't sit in a vacuum outside of the wider plans and targets for improving NHS services and adult social

City & Hackney Place-based Partnership is in the process of developing its 2025-27 Integrated Delivery Plan. This
includes three programmes working to deliver on three priorities. BCF services sit within the Live Well and Age Well
programme. The strategic focus area for this programme is ‘Preventing and Improving outcomes for people with long
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High Level Priorities for 2025-26

Area Aim Activities

Falls pathway review & | Prevention and management of falls to - Coordination of a partnership group to

revision support individuals to maintain undertake a review of the falls pathway:
independence. o Reassess need — JSNA

o Review current provision and
consider how best to meet local
needs (and respond to national
policy & guidance)

Disabled Facilities Make most effective use of DFG funding - Work with new Home Improvement Agency
Grant - Implement new Housing Assistance Policy to
support those who wouldn't qualify for a
DFG
Brokerage Efficient and effective spot purchases of * Implementation of new brokerage processes
residential and nursing home placements and monitoring
Neighbourhood Further development of our Neighbourhoods - See slides further in presentation
Working Programme and integrated neighbourhood

teams.



High Level Priorities for 2025-26

Area Aim
Development of the To improve clarity, efficiency, and
Transfer of Care Hub accountability in management of

discharges, thereby reducing the
time patients remain in hospital past
their discharge ready date.

Activities

Develop the hub from a focus on out of borough
Trusts to fully include Homerton patients within a
single referral pathway.

Collaboration between adult social care, acute and
community teams to agree structures, roles, and
responsibilities, including senior/ joint oversight.
This includes developing clarity on roles and
responsibilities between the teams that feed into
the hub and the core hub members.

Consideration of optimal location for hub team
physical location for co-location (City staff wouldn'’t
co-locate but interface with staff).

Establish accurate data collection and reporting
(data dashboard) to support visibility of flow,
reasons for delays & management of performance.



Key changes since previous BCF plan

Area of Change Change made
Discharge Support Additional Occupational Therapy Resource
Carers New Carers Support Service mainstreamed (was

previously a pilot) and funded for 3 years



A brief description of approach to development of plan and of joint system
governance to support delivery of the plan and where required engage with BCF
oversight and support process

e Senior officers at the Corporation, London Borough of Hackney and NHS NEL take the lead developing and
monitoring our narrative, financial and capacity and demand plans.

e The NEL BCF lead also chairs our Homeless Health Partnership group.

e There is a bi-monthly Homerton Hospital Discharge Group which is comprised of system partners, including service
users and carers, Healthwatch and Age UK, in addition to statutory partners in ASC, health, and homeless
prevention. This group monitors any challenges within discharge pathways, and reviews progress against the NHS
Discharge Policy and related BCF Metrics.

e Draft BCF plans have been taken to the City and Hackney Executive Partnership Board and the City and Hackney
Health and Care Board for discussion.

e City of London specific governance includes the Integration Programme Board which consists of relevant City of
London Officers and invites relevant system partners to discuss specific system and integration initiatives to explore
the specific City context and position

e DFG inthe City of London Corporation is governed through the Adult Senior Management Team and reported to
Health and Wellbeing Board through quarterly BCF monitoring



Alignment with plans for improving flow in urgent and emergency care
services - draft NEL ICB UEC Objectives

Objective What does this mean / what will we do?

Prioritising alternative pathways
through out of hospital care and
alternative Care Offers

Proactive population health
management to keep people well
in community including digital and
Al innovation

Optimising flow and discharge
through hospital & Mental Health

Delivering on operating plan demand management and access to urgent care outside of hospital priorities.
* Improving same day access care (extended GP services, 111, Single point of access, pharmacy)
+  Working with social care and place promote A&E alternative pathways, including virtual wards

Delivering on operating plan performance priorities (waiting times) and discharge to assess principles.

» Improving productivity and quality from front door to discharge

+ Agreed priorities for UTC, acute frailty, long waits in ED, discharge delays, system escalations, data and clinical
leadership

Delivering on operating plan care outside of hospital priorities, working collaboratively and addressing inequalities.

* Engagement in the population health programme to analyse demand, improving our understand of current
capacity positions against future needs and facilitate appropriate risk stratifications through local programmes
Increase the use of established community based urgent care services including urgent community response
(looking to drive productivity, reduce variation)

+ Continue to build on Al and Digital innovation as part of our core offer including promotion of NHS App.

+ Tailored projects/interventions for children, mental health, people with learning disabilities and complex needs.

Delivering on operating plan performance priorities (A&E and ambulance), improving productivity and quality.

Improve performance, productivity « Use of data across the system to improve understanding, leverage change and inform decisions

quality and safety of services

+ Contract and pathway review, standardising care, agreeing core offers and implementing best practice
» Support the delivery of financial plan through transformation system



Alignment with plans for improving flow in urgent and emergency care
services — Place plans

Our UEC plans are about maximising integrated care within the community through many of the services that are funded by the BCF.
We want to increase accessibility and optimise our use of non-emergency department urgent care so patients access care at home/in
the community. This will support in clearing ED’s for emergency patients and enable better use of London Ambulance Services.

1. Develop and embed virtual wards — exploring opportunity for increased capacity & capability through
e Introduction of technology and diagnostics
e Collaboration with Community services, VSO and other neighbourhood assets
e Integration with emerging SPOA to maximise utilisation
2. Develop robust integrated urgent care pathway for C&H —
e Review current provision across 24/7
Collaborate with partners to identify opportunity for improvements — for patient and system
e Align & respond to related work at NEL
e 111 reprocurement
e SDA-—fuller
e LiSreview
3. Agree local model / approach for delivering Single Point of Access
e  Work with acute and community partners to consider scope and opportunity
e Develop short / medium / long term options for making improvements & meeting requirements
e Align/respond to NEL programme on this
4. Development of the transfer of care hub as outlined earlier.
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Priorities for developing for intermediate care (and other short-term care)

e We are exploring development of a Multidisciplinary Meeting to include colleagues from Tower Hamlets
Practices where City of London patients are registered. This allows us to have a full range view of all City of
London residents and identify any complex cases that may require an integrated approach. This would include
looking at discharge cases and the provision of intermediate care services.

e Short term care is provided through our rapid response service which is funded through BCF. This provides
care for up to 72 hours to facilitate Discharge to Assess but also acts as an admission avoidance scheme.

e Where someone has an existing package of care, we can scale this up as required. We can also spot purchase
a care home bed as required to provide intermediate care. We are currently monitoring the demand for
intermediate care to identify if some block booking would be beneficial over the winter months in the future.

11
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National Condition 2: Implementing the objectives of the BCF

Please set out how your plan will implement the objectives of the BCF: to support the shift from sickness to
prevention; and the shift from hospital to home. This should include:

¢ Ajoint system approach for meeting BCF objectives which reflects local learning and national best practice and

delivers value for money

Goals for performance against the three national metrics which align with NHS operational plans and local authority
social care plans, including intermediate care demand and capacity plans

Demonstrating a “home first” approach that seeks to help people remain independent for longer and reduce time
spent in hospital and in long-term residential or nursing home care

Following the consolidation of the Discharge Fund, explain why any changes to shift planned expenditure away from
discharge and step down care to admissions avoidance or other services are expected to enhance UEC flow and
improve outcomes.

12



A joint system approach for meeting BCF objectives which reflects local
learning and national best practice and delivers value for money

® Core BCF schemes are monitored by commissioners to demonstrate value for money and are modified based on
learning.

® Many health schemes take a secondary prevention approach.

® Review of local learning and best practice has lead to planned changes for the use of the Disabled Facilities Grant
(further details in a following slide).

® Developments of the Transfer of Care hub is based on best practice, NEL ICS and placed-based learning. Through
effective planning and linking to our community services, we should see a reduction in re-admissions supporting a
shift to care at home.

®  Our Neighbourhoods Programme has evolved annually through local learning and review of national best practice. It
works closely with our statutory services, the voluntary sector and local residents to take a population health
management approach. The programme will support a shift from sickness to prevention and hospital to home (more
detail in slides below as it is a significant focus for change).

13



Neighbourhoods Programme:
Integrated Neighbourhood Teams

14



NEL Vision for INTs

Everyone in north east London lives in a neighbourhood which supports
and actively contributes to their physical and mental health and wellbeing

As partners across the system we will work closely together in local neighbourhoods. This means creating an environment in which a range of
assets, facilities and services are available to enable local people to start, live and age well and healthily.

Our Vision Our Approach
.:(:):. UUDU]
q Use data to target our resources on those
{hb. o ‘ ﬁ In most need
o
: Strengths based ~ :
Based in and for Coordinated and buildinggon the assets j%
local geogfsph'c joined up of the individual, family Build on existing integration work
e and the local community g
% Co-produce with communities
My
Use the hyper local {'“
A culture of prevention footprint to address local Targeting and seeking 'to ﬂ,:?
in all interactions need reduce health inequalities
Recognise that this is a cultural change
that will require new ways of working




This vision can be summarised into four strategic goals and desired outputs

[ Goal I Desired outputs ]

Care delivery in a community settings wherever possible

Enable individuals and families to take greater agency over their health and wellbeing

Work effectively with local communities to co-produce solutions to the health and wellbeing issues which matter to them
Work in a strengths-based approach to build capacity in individuals, families and communities, enabling resilience
Leverage local assets, including community networks and pariners, to suppert holistic wellbeing

LR

=

Use data to identify and target resources for individuals and groups at the highest risk of health decline / deterioration
2. Prioritise early intervention, preventative and proactive care to address health needs before they escalate

MNeighbourhood to provide timely and coordinated interventions
Promote continuity of care for individuals with long term or complex neads
More targeted support for families and the highest users of services

Deliver care aligned with the Good Care Framework, ensuring services are trustworthy, accessible, competent and person
centred

B LA

1. Consider aligned financial incentives to support the quality and financial sustainability of core services ensuring the most
effactive role for general practice at the heart of neighbourhood services

2. Address current and future workforce pressures through workforce and care pathway transformation

port service
ainability
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There will be a level of consistency across the core team, however, we will see variation in
how the neighbourhoods connect to their communities and meet specific population health
needs

« Tha INTH wil e dugy by ot g roles (0.9
Aligned Geraticians ) and retources Lasored 10 1acal needs
+ While they may ot 52 drecBy in e INTs (e g, bocause # doesn't make sense
Functions 15 Cecicate M Broa 50 2 SHACIC INT o D Bene). CHar Communication ined
304 Ry 60 Bow Tary Nt Wil Nead 1 De estatiied
*  Thay will reach in and oot of Mo other Bers 10 PIovide SPecaikst Input and Cane
slannng

*  Thes will vary oach INT 0 on what is abie 20 what haips
Tailored D0 INT 10 Moot B 00035 f the DEOUINON A & 15 S00ving and achiove 5
SOMIBC 43 g Denalts (0.0 Ipectsty)
Functions ° Th wH have consistest peesence. GAdCAtEd resource nd 2 10k Speciic 1o the
BOGhRourhood (@ 0 . Imepration hubs of SPecc VCSE providers)

+ There wit be consistent membership Srom INT %o INT mwm |
g care, 300 care, commundy and mental heallh secvices, acule |
Consistent  cncassspeciames. key VCSE organiations and population heath dedicated /
aBocated 10 0ach INT (0.5, Satct surses)
FUNCLiONS - They wit manage and debver mtegrated cleical and cperaional services, and
SeoIGe CoMuty Of Cae And work TOONNEY 1 Shar e ACOmes
*  Thay will r(0ach i And Ot of The oher Bert for SPaCIalE! INgut and Care planting

+ Services (e g, communty pharmacy. general practices. VUSEs) Bat oflen
serve a5 the frst point of contact for Tesidents need 10 be reached o by /
Hyper-Local  svongly sked win INTs
= +  They hold deep commundty nowiedoe and contecion, and play A proaciive
Functions S S JOgUAn ot s Sanhon) MUig SOSit adey S ebciming
< " Cates
« Clear s5ared care profiocols wil enatie seamiess coordnation with INTs

*  The resioent is at e centre of Ml neQhROUho0d working
*  INTS 0000 10 B0 SHengii-Dased buliing on Jocal knowledoe, commundy sisets
N needy
Resident ey

Taken from the London Target Operating
Model, but applies to our system approach
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Each neighbourhood will implement a core team coordinating care for high intensity users
with rising needs - the team will be strongly rooted in its neighbourhood and will be well connected to local
communities and community assets, It will take a PHM approach.

together in each

neighbourhood *this is an ask of the operating plan

They include:
Primary care
Community nursing
mmunity therapies
mmunity mental health
al care

Wi

neighbourhood to meet local
needs

Encompass or may work ¢
delivering proz

care




Places will lead delivery of neighbourhoods, enabled by system

wide actions
How do different elements of the system support each other to deliver integrated neighbourhood working?

Frontline Multiple partners, providers and neighbourhoods / PCNs
delivery
The role of Place-based Partnerships to support Partners; The role of provider collaboratives, providers and partners:
Provide a system vision and strategy for health and care ineach = Develop an enabling infrastructure and culture which ensures cane
borough, combined with system leadership and behaviours Is ambedded in places and co-created with local communities —
+  Ensure thal pastner organisations adapt service models and backed up by OD and leadership commitmant
infrastructure bo support integrated care = Ensure that residents, patients and local communities ane co-
+  Convena Place-wide OD activities with partners. dasigning and producing the approach
+  Ensurd framaworks for communily partners to make a reality of  ©  EnSure that practitioners are provided with the iools, leadership
preventative community-based cane and freedom to take ownership of quality improvament

Place-based Partnerships (PBP)

S HiEL IléT The role of the ICB to support Places: The role of Place-based Partnerships:
ng Group = Clarify strategic iment and priority of Infegrated Meighbourhood = Set alocal system vision and strateqgy, reflacting prioritbes
Wiorking to the ICB datermined by local residents and communities and the
« Manage and administer key ICS-wite enabling functions: Place-based Partnarship's contribution 1o the ICS
+  Population health management tecls and insights : T“r:‘japfnﬂﬁc E'gp"':'xh‘;“m“ bor waﬁgﬁﬁwﬁuﬂm
: I' " working do nod nead fo SAME ACross . but residents
Go_:d:::: ﬂ?ﬁimwﬂm = m:un& e should expect consislent oulcomes and recognise core fealures
. 1 1 L} g
support of Integrated Mekghbourhood Working and establish vl a'“?’“”""a“:.{':" e 5""‘“.’“;“““""“"‘ b2 T
acqultalla standands of qually i associaied with inlegratied neighbourhood working
- - - . + Articulate lecal challenges of mainstreaming proactive care and
i = Manage conflicts of inerest whilst championing sysbiem :
System enabling collaboration — using commissioning and payment levers population health managemen and escalate syslem blockers
infrastructure

NEL ICBE co-ordinating resources and activity on behalf of the Integrated Care System (ICS)

19



There will be a number of system enablers to support delivery of our vision

[ Enabler

Co-production and
engagement

+ Conskstent framework or enabling structure for co-production
and engagerment while allowing flexibaity for local innavation
where communities and stakeholders ane actve panners in INT
dalivery and design.

J What will this enable [ problem it will solve Action Required Now

Consolidate and provide resources on
good practios and offer a consistent,
colleclive ambition,

System Role

MEL or Pl

MEL: Sel a consistent ambition and
Provide reSourcs,

Place: Locally driven, responsible
for building and maintaining
ralaticnships.

Workforce — Ql & OD

Financial flows,
commissioning and
contracting

Integrated data, systems &
analysis that support a PHM
approach, including
evaluation

+ This is a major cultural change that will requine new ways of
working for many staff. We also need lo consider how the
maodel will address existing workforce shortages

= Clarity on roules for funding to low around the system and on
contracts thal could be aligned to population needs and
QUICOMEs

Integraled data sysiems/finfrastructure enabling access lo
patient and population, real time analytics and dashboards as
wirll a5 seamdess data sharing across organisations,

Embedded PHM approaches (e.g. segmentalion model outputs)
available a1 place and INT driving a data led, preventative,
parson-centned approach (o care, tailored to population neads
Reducing health inegualities.

Darfine and work with relevant sysiem
teams lo develop overarching 0D and QI
framewarks.

Esiablish an ICB led working group 1o
understand financial flows and explore
outcomaes and incentives.

Requires a dedicated resourcelproject,
Linked o PHM strategy, stakeholders and
workstream

MEL: Support place-lewvel tradning
and development.

Place: Embed O practices into
local eams.

MEL: Lead development of principles
Place: Responsible for aligning with
principhs.

MEL: Lead sirategy and training.
Place: Apply sirategy locally and
design agpropriate INT
inberventions.

Estate Solutions

= Fit-for-purpose estate thal supports inlegrated working and
makes afficient use of axisling resources.

= This is a medivm lerm pricsity, medium

tarrn actions 1o bak o the devalopmant of
the estate strategy.

HEL: Lead system wide estate stralegy.
Place: Work with ICB 10 ilentify and
address gaps in eslate capacity.

20



Summary of NEL and Place responsibilities for enablers

Place
Responsibilities

Build and maintain relationships and
cross system partnerships

Deliver progress against local plans and
priority outcomes for local populations

Lead co-production/engagement activities and
capacity building with local community

Ensure appropriate local alignment in the
design of INT interventions with system
strategy, frameworks and principles

Implement/embed local initiatives such
as QI and OD with local teams and lead
local evaluation

21



C&H Neighbourhoods - Where are we now?

¢ Neighbourhoods are a fundamental part of our system at place - providing the essential building blocks for hyper
local community engagement and service delivery

e Infrastructure for community and resident engagement is in place via VCS led neighbourhood forums and regular
insight gathering.

e Regular series of health promotion events planned through forums - focusing on health inequalities and what matters
to residents

®  Structural change has happened - many services are now organised around or linked into neighbourhoods
® A widespread OD programme has helped staff to get to know each other, their neighbourhoods, and learn new skills

®  We have examples of teams working jointly to support residents

22



C&H
Neighbourhoods

Many community and
primary care sarvices in City
and Hackney are organised

around the eight

neighbourhoods across the

place. The info-graphic
shows the number of staff

cumrently working in

neighbourhoods and the
existing neighbourhood
pathways (or teams) that
have been developed.

The neighbourhood forums
bring together residents,
VCS and staff to identify

prigrities and address local

health inequalities

N /




What are we doing against these aims?

* Neighbourhood forums
« Health promotion events held regularly in each

AN

neighbourhood
. i . = « Healthwatch insight gathering
1. Connecting to local commumtl.es to address health inequalities and o iy G eed 10 PO o
promote good health and wellbeing production
» Leadership groups have agreed health
inequalties priorities
* Public facing neighbourhoods website
* 'Knowing your neighbourhood' staff events to
b - » - connect staff to the local voluntary and
community sector
2. Delivering more preventative care to meeting rising
and unmet need « Proactive care service
+ Womens health hubs
« Community navigation services
Many services are now organised around or aligned to e e e e including PCN wellbeing teams
3. Co-ordinating care for those with complex
: ; + Neighbourhood MDMs
needs who are high users of services - Foruty b

To fully deliver ambitions 2 and 3, we need to support teams to work together more
closely and in a more preventative way
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Traditional services are not always meeting residents

needs

* We are seeing growing pressures on all services, but
seen most starkly in CAMHS, social care, urgent care
and primary care

+ All services are seeing acute workforce challenges; for
example 42% of GPs unlikely to be working in general
practice in 5 year's time (pan London). Social care is
facing similar challenges.

* More people are presenting to services with wider social
needs- loneliness, financial pressures, low level
mental health & housing being the most common
drivers

+ There is a cohort of people in C+H (12,000} who appear
on more than one community caseload and are the top
10% of high users of primary care — just over 1000 of
these people appear on 3 or more community caseloads

* There is a huge amount of unmet need in our population
— the proactive care service demonstrated improved
outcomes for people with mild to moderate frailty

Reflection on the case for change in 2025 - What problem could we solve
through closer working in neighbourhood teams?

Closer working in Neighbourhood team(s) could:

Provide care co-ordination for people on multiple case-
loads

Deliver a preventative model of care for people with rising
needs and social needs - through improved care co-
ordination and connecting people to local community
assets

Better support high users of primary care and urgent care,
delay or reduce intensity of need in social care

Allow each team to be flexible to respond to the needs of
each Neighbourhood - with scope to adapt roles and
approaches

Allow us to build a team that is future proofed to
workforce challenges, by diversifying the workforce and
creating more fulfilling roles

25



Metrics

Target Performance goals Schemes that support delivery
Emergency 5 years of data was reviewed to guide the number of monthly * Carers’ support

admissions to admissions for the boroughs across NEL. For each spell, the * Adult Cardiorespiritory
hospital for patient postcode has been mapped back to the respective local Enhanced and Responsive
people aged 65+ | authority. Service (ACERS)

per 100,000 *  Bryning Day Unit/Falls
population The plan for submission has been replicated from activity in the last Prevention

12 months of available data.

We are not increasing capacity, but are aiming to optimise existing
services capacity, and development of integrated neighbourhood
teams should help improve performance. We have included a static
position for the plan, but this includes the ambition to manage the
expected 2% growth.

* Asthma Service

+ St Joseph's Hospice

* Paradoc

*  Adult Community
Rehabilitation Team

*  Adult Community Nursing

*  GP out of hours home
visiting service

«  Out of hours rapid response
end of life care service

* Neighbourhood Programme

26



Metrics

Target

Performance goals

Schemes that support delivery

Average length
of discharge
delay for all
acute adult
patients

(this calculates
the % of patients
discharged after
their DRD,
multiplied by the
average number
of days)

We don't have full confidence in these numbers yet. The records
kept by adult social care track all City residents across P0-P3 but
are different to the national figures and we don't know why. The
City has no local hospital but their staff work closely with main
referring hospitals and would be surprised if they are not alerted to
a City resident being in hospital.

We are developing the TOCH and want to have greater links with
ASC staff to ensure collective visibility of data to better manage
flow.

The proportion and average days delay were set using 11 months
of local data for 24-25 rather than the national data from September
to November 2024. This is a stretch target to account for any
growth in the demand, although we hope to increase performance.

» Care Navigator Service

* Brokerage

+ Discharge Scheme

* Rehab and reablement
services

*  Domiciliary care

* Residential care

+ St Joseph's Hospice

*  Adult Community Nursing

*  Adult Community
Rehabilitation Team

27



Metrics

Target Performance goals Schemes that support
delivery
Long-term We are able to keep people at home for longer and people tend to *  Carers’ support

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

enter residential or nursing care when they are older and for shorter
periods. Because these figures are based on need and we have a
small population it can vary year to year. Currently we have 21
people in residential care and 10 in nursing care (244 and 116 per
100,000k respectively).

We usually have been 7 and 10 admissions a year but there have
been higher numbers during 2024/25 with 12 (139.5 per 100,000k)

Domiciliary care

Rehab and reablement
services

Adult Cardiorespiritory
Enhanced and Responsive
Service (ACERS)

Bryning Day Unit/Falls
Prevention

Asthma Service

St Joseph's Hospice

Paradoc

Adult Community
Rehabilitation Team

Adult Community Nursing

GP out of hours home visiting
service

Out of hours rapid response
end of life care service
Neighbourhood Programme 28




Demonstrating a “home first” approach that seeks to help people remain
independent for longer and reduce time spent in hospital and in long-term
residential or nursing home care

We adopt a home first approach and as noted above, we can keep people at home longer with entry to long term residential
care being later and for shorter periods. There are several approaches we use to facilitate this:

® A rapid response service to provide care for up to 72 hours to facilitate Discharge to Assess and Admission Avoidance.
The care provider providing this service also provides our reablement service so there are good links across services,
seamless handovers and it is informed by robust knowledge of the individual

® There is an agility to flex existing care packages to respond to changing needs especially when coming out of hospital

29



Discharge Fund Consolidation

Following the consolidation of the Discharge Fund, explain why any changes to shift planned expenditure away from
discharge and step down care to admissions avoidance or other services are expected to enhance UEC flow and improve

outcomes.

® We intend to keep funding existing services with the same value of funding that came from the discharge fund and do
not plan to shift expenditure away from discharge services.
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Capacity and Demand

Please describe how figures for intermediate care (and other short-term care) capacity and demand for 2025-26 have
been derived, including:

How 2024-25 capacity and demand actuals have been taken into account in setting 2025-26 figures (if there was a
capacity shortfall in 2024-25 what mitigations are in place to address that shortfall in 2025-26)

We have looked at activity across 2024-25 and have applied 2% growth to forecast demand for 2025-26.
Domicilliary care is commissioned on a flexible contract and can flex as demand goes up and down (it is not

commissioned for a set number of packages of care). Residential and nursing care are spot purchased which allows us
flexibility to meet need and demand.

How capacity plans take into account therapy capacity for rehabilitation and reablement interventions

® We spot purchase in-patient rehabilitation, generally via North Central London ICB providers. Our demand has risen
over the years, but NCL has opened more beds up to us and the length of days waiting for admission has reduced
since 2023-24.

Over the last few years we have topped up capacity in our Rapid Response and Home Treatment therapy team via
Ageing Well funding to increase therapy capacity. We have had approval to commission this recurrently from 2025-26.
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National condition 3:
Provide the right care in the right place at the right time

Local public bodies will also need to ensure that in developing and delivering their plans they comply with their wider
legal duties. These include duties:

e to have due regard to promoting equality and reducing inequalities, in accordance with the Equality Act 2010
public sector equality duty.

e toengage or consult with people affected by the proposals. For ICBs, trusts and foundation trusts this includes
their involvement duties under the NHS Act 2006.

e for ICBs, to have regard to the need to reduce inequalities in access to NHS services and the outcomes
achieved by NHS services.

e for ICBs, to have regard to the duty to support and involve unpaid carers in line with the Health and Care Act
2022

Please provide a short narrative commentary on how you have fulfilled these duties
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Promoting Equality and Reducing Inequalities

All social care practitioners at the City of London use the Strengths Based Approach which empowers people and
aims to help tackle inequalities.

The Carers Service has appointed a wellbeing co-ordinator that speaks Syhleti to reach out and support carers on
the east side of the City of London who are part of the Bangladeshi community.

Working to reduce health inequalities is a key function of the work of the ICS and the ICB has a specific targeted set
of work being delivered through health inequalities funding. The Shoreditch Park and City Neighbourhood is using its
health inequalities funding to tackling health inequalities for carers by improving the primary care offer to carers.

Healthwatch Hackney has been commissioned by the Neighbourhoods Programme to produce annual Insight
Reports for each of the eight neighbourhoods. This includes Shoreditch Park & the City. The reports provide a
holistic view of the health and care needs of residents in each neighbourhood. They have been designed to support
teams in City and Hackney neighbourhoods to have accessible data on a local level, be able to identify opportunities
to collaborate and to contribute towards services meeting the needs of residents.

33



To engage or consult with residents

Healthwatch Hackney & Healthwatch City of London with system partners have developed a Co-production charter for
health and social care in City and Hackney. All activities to develop or review services aim to consult if not co-produce

services together with our residents. Examples include:

The Frailty Awareness Training resource has been co-designed and co-produced by the University of East London
and City and Hackney to residents and is a resource for everyone who lives, works or volunteers in City and
Hackney.

Healthwatch has pulled together a group of approximately 8 service users/carers to support the work of our
discharge steering group. Two of the residents are from the City. While this is largely focused on the Homerton,
residents speak about experiences across London hospitals.

As part of the community stroke rehabilitation review it is key that stroke survivors are listened to and codesign any
future developments to the services. We held a stroke care listening event which was attended by 49 City and
Hackney Stroke survivors and their carers and 20+ staff and students from across the stroke pathway.

The Personalised Care road map has been developed with local residents and NHS services, the Voluntary
Community Sector, the wider Place Based Partnership and North East London Integrated Care Board. The
programme collaborated with residents from the onset, in partnership with Healthwatch Hackney. Seven steering
groups were completed, both online and in person, with different topics for each session reflecting different elements
of the framework.

The City of London and Healthwatch City of London is developing an Adult Social Care advisory group to work with
service users to shape and inform Adult Social Care Services 34



https://www.healthwatchhackney.co.uk/wp-content/uploads/2018/03/Co-production-Charter_Hackney-City_Final.pdf
https://www.healthwatchhackney.co.uk/wp-content/uploads/2018/03/Co-production-Charter_Hackney-City_Final.pdf
https://cityandhackneyneighbourhoods.org.uk/wp-content/uploads/2024/10/My-Life-My-Plan-Road-Map-for-Personalised-Care-2.pdf

A system-wide commitment to better discharge: from insights to action

Within our discharge steering group (DSG), we have eight public representatives from diverse backgrounds across
Hackney and the City of London, ensuring a rich tapestry of perspectives. These representatives play a crucial role,
providing patient feedback, contributing to new ideas, and actively participating in planning initiatives. The group's
methodology is rooted in collaboration and open dialogue.

Bi-monthly meetings provide a platform for discussions, but it was the "Fishbow!" focus group that truly catalysed change.
This session, attended by representatives and system professionals (pharmacists, deputy chief nurse, therapists,
discharge staff, social workers and a commissioner), facilitated an honest exchange about the challenges and
shortcomings of the existing discharge process.

One significant outcome was the identification of gaps in the existing discharge form. Recognising the need for
improvement, system leads took the initiative to work with the reps to co-produce a new Discharge Form for the Homerton
Hospital.

The summary of the session has been presented widely around the Trust. Everyone is keen to improve the experience of
discharge for patients looking forwards, and it has been put as one of the Trust’s Quality Account Priorities for the next 4
years.

The discharge group continues to monitor actions.

This collaborative effort demonstrates the group's commitment to translating insights into tangible improvements. By
fostering a culture of collaboration and continuous improvement, the Discharge Steering Group has laid the foundation for
a more patient-centered discharge process. The focus on smooth discharges directly contributes to reducing local health
inequalities, ensuring that all patients receive coordinated care as they transition back into the community. 35



Looking ahead: a 6-month pilot for enhanced discharge experiences

In 2025, the DSG Reps will launch a comprehensive 6-month pilot programme across City and Hackney (C&H) to
directly gather resident feedback on their hospital discharge experiences. This initiative will serve as the cornerstone
for refining and improving the discharge process, ensuring it meets the diverse needs of our community.

Community-Centric Feedback Collection: The pilot will prioritise direct engagement with residents through a series of
accessible, community-based feedback sessions. These sessions will be strategically located in key areas across
C&H, including GP surgeries, schools, community centers, and shelters for vulnerable populations, ensuring diverse
voices are heard.

Data-Driven Insights Through Resident Experiences: The pilot will utilise a structured survey to gather detailed
feedback on critical aspects of the discharge process, such as preparedness, medication management, aftercare
planning, and overall experience. This data, coupled with demographic information, will enable the group to dentify
trends, disparities, and areas for targeted improvement.

Focus on Inclusivity and Accessibility: A key focus of the pilot will be reaching and gathering feedback from harder -
to-reach communities, including elderly patients, individuals with long-term conditions, and those experiencing
homelessness. Tailored approaches and accessible formats will be employed to ensure these vital perspectives are
captured and integrated into the improvement process
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Duty to Support and Involve Unpaid Carers

® A new Carers Strategy was agreed in December 2023. This was co-produced with carers and one of the first major
actions of the strategy was to re-commission the Carers Support Service. Carers attended the committee where the
Strategy was agreed and shared some of their experiences.

® The Carers Support Service was previously a pilot service. This was recommissioned during 2024 with the involvement
of carers in shaping the specification, assessing bids and interviewing prospective providers. The new provider is now in
place for 3 years and carers will be involved in contract monitoring. The service provides advice and support and is
looking at how it can work in partnership or secure grant funding to provide additional wellbeing activities such as
massage and tai chi.

® The Shoreditch Park and City Primary Care Network has used health inequalities funding to fund a carers project. This
focuses on primary care — supporting them to identify carers more easily and being able to signpost to relevant support

® Locally, the ICS is using Accelerating Reform Funding to roll out a hospital carers support project to identify and support
carers within acute settings.
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Disabled Facilities Grants

¢ The City of London has low take up of Disabled Facilities Grants due to its economic and housing profile. Most of the
housing in the Square Mile is social housing and Barbican Housing (leaseholder properties). There are few general
private rented homes. Most DFG applications come from housing association properties.

® There has also been a low take up of DFGs recently as we moved towards appointment of a new Home Improvement
Agency. Thisis now in place.

® It was recognised that there were many people who could benefit from the support of HIA type services for adaptations to
their home but were not eligible for this as they fall outside the financial thresholds applied to DFGs.

¢ Given this and the funds we have available through DFGs we have developed a Housing Assistance Policy that will
assist those who fall outside the financial thresholds for a DFG to have the project management support to undertake
adaptations to help prevent needs developing or escalating.
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