Report for: Health and Wellbeing Board — 25™ June 2026

Title: Approval of Haringey Better Care Fund (BCF) 2025/26 End of
year submission

Report

authorised by: Sara Sutton, Corporate Director, Adults, Health and
Communities, London Borough of Haringey.
Jo Baty, Service Director, Adults, Health and Communities,
London Borough of Haringey.

Lead Officer: Caroline Humphrey, Head of Service for Service, Improvement

and Development, London Borough of Haringey.

Ward(s) affected: All
Report for Key/
Non Key Decision: N/A

Describe the issue under consideration

The Better Care Fund (BCF) is a national programme designed to support the
integration of health and social care services through pooled funding arrangements
between local authorities and NHS partners. Its purpose is to enable local systems to
work together to deliver more person-centred care, improve outcomes for residents,
support independence, reduce avoidable admission to hospital and improve discharge
pathways. In Haringey, the BCF is a jointly managed pooled budget between the
London Borough of Haringey and the North Central London Integrated Care Board,
governed through a Section 75 agreement.

Performance for Quarters 1, 2 and 3 were previously reported to the Health and
Wellbeing Board on 26 February 2026, where the Board reviewed the programme’s
progress and formally acknowledged performance.

This report builds on that position and provides an update for the full year, enabling the
Board to consider and formally note the overall performance of the programme across
2025/26.

This report seeks formal approval from the Health and Wellbeing Board for the Better
Care Fund (BCF) 2025/26 End of Year submission.

Cabinet Member Introduction

Not Applicable
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Recommendations

3.1 The Health and Wellbeing Board is asked to approve the submission of the
Haringey Better Care Fund End of year plan for 2025/26

3.2 The Health and Wellbeing Board is asked to note the performance and delivery
against national BCF metrics for 2025/26.

Reasons for decision

4.1 Approval of the Better Care Fund (BCF) 2025/26 End of Year submission is
required to ensure compliance with national programme requirements. These
requirements mandate that all local areas formally submit their year-end position and
obtain sign-off from the Health and Wellbeing Board. This process provides
assurance to national partners that local systems have delivered against agreed
plans, funding allocations, and performance metrics.

4.2 The information presented in the Plan should give the Health and Wellbeing Board
the assurance Haringey is maintaining its commitment to health and social care
integration to deliver its vision considering local and national strategies and plans,
such as NHS Long-Term Plan, Haringey Deal and Haringey’s Ageing Well Strategy.

Alternative options considered

5.1 No alternatives options considered on the basis that submission and approval of
the Better Care Fund Plan is a mandatory national requirement.

Background information

6.1 Overview of the Better Care Fund

6.1.1 The Better Care Fund (BCF) was introduced nationally in 2015 to support closer
integration between health and social care services. In Haringey, the BCF has
become a central mechanism for delivering coordinated, person-centred care across
the local system. It brings together funding from the Council and the NHS into a
pooled budget, enabling joint commissioning and shared accountability for outcomes.

6.1.2 The core purpose of the BCF is to improve outcomes for residents by reducing
avoidable hospital use, supporting timely discharge from hospital, and helping people
to remain independent in their own homes for as long as possible.

6.1.3 The BCF for 2025/26 is structured around two overarching national policy
objectives, which set the direction for both planning and delivery throughout the year.
The first objective is the shift from sickness to prevention. This places a strong
emphasis on preventing ill health before it escalates into more serious conditions
requiring hospital treatment. It focuses on early intervention, supporting
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residents to manage their health, and improving overall population health. By
reducing the incidence of iliness, this approach aims to ease pressure on acute
services while delivering better long-term outcomes.

6.1.4 The second objective is supporting people to live independently and the shift
from hospital to home. This reflects a move towards enabling residents to remain in
their own homes wherever possible, supported by community-based care. It includes
improving hospital discharge processes, expanding services that support recovery at
home, and reducing the need for long-term residential care. This objective is central
to the “home first” approach, where independence and community-based support
are prioritised over institutional care.

6.2 Local Approach

6.2.1 Haringey’s BCF plan for 2025/26 reflects these national objectives and sets out
a clear local approach focused on improving outcomes for residents through
integrated, community-based care.

6.2.2 The plan builds on existing partnership arrangements between the Council, the
NHS, and wider stakeholders, and aligns with the borough’s broader strategic
priorities, including reducing health inequalities and improving population health. A
strong emphasis is placed on delivering person-centred care that supports
independence and responds to the needs of Haringey’s diverse communities.

6.2.3 Central to this approach is the “Home First” model, which aims to ensure that
residents are supported to remain in their own homes wherever possible. This is
supported by a range of services, including community reablement, discharge
support, and preventative interventions. The plan also reflects the borough’s Age Well
priorities, with a focus on prevention, dementia support, and out-of-hospital care.

6.2.4 The plan highlights the role of digital solutions, integrated working practices,
and strengthened governance arrangements in supporting delivery.

6.3 Financial context

6.3.1 Financial delivery for the programme has been achieved in full. The total BCF
allocation of £43,225,531 has been spent in line with plan, supporting the delivery of
agreed services and priorities.

6.3.2 DFG allocation was £3,557,776; NHS contribution was £27,569,953 and Local
authority better grant was £12,097,802
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2025-26

Source of Funding Planned Income
DFG (including top-up) £3,557,776

...... £27,569,953

_______ £12,097,802
......................................................................................................................................................................................................... ED
Additional NHS Contribution £0
Total £43,225,531

6.3.3 The total BCF funding allocation was deployed across 50 schemes, with 22
schemes delivered by the Integrated Care Board and 28 schemes delivered by the
Local Authority.

6.3.4 Funding has been used effectively and that the programme has delivered value
for money while maintaining focus on its strategic objectives

6.3.5 The year-end position also highlighted the importance of ensuring that future
uplifts are targeted towards those areas of pathway pressure most closely linked to
discharge, coordination and community resilience.

6.4 Delivery of outcomes against 25/26 objectives

6.4.1 The 2025/26 Better Care Fund was delivered against a narrative plan which set
out a clear focus on prevention, independence, and a “Home First” model of care
delivery. The plan prioritised reducing avoidable hospital admissions, improving
discharge pathways, and supporting residents to remain independent within their
communities.

6.4.2 In relation to prevention, the early part of the year saw reduced levels of
avoidable admissions, indicating that community-based services and preventative
interventions were having a positive impact. This reflects the system’s focus on early
intervention and supporting residents to manage their health more effectively.

6.4.3 In terms of supporting independence, performance remained strong throughout
the year for admissions to long-term residential and nursing care. The fact that this
metric remained consistently on track across all quarters indicates that residents are
being supported to live independently for longer, in line with the objectives of the
programme.
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6.4.4 Discharge performance was strong in the first half of the year, with performance
exceeding the 92% target for discharge on the discharge ready date. However,
performance declined during Quarter 4, falling to 89.6% in January, 87.4% in
February and 88.5% in March. Similarly, the average number of days between
discharge readiness and discharge increased to over 10 days in February and March,
exceeding the 7.5-day target. This reflects the impact of increased winter pressures,
greater discharge complexity, and capacity constraints across the system.

6.4.5 Taken together these outcomes show that while challenges emerged during the
latter part of the year, the programme has made meaningful progress in delivering a
more integrated, preventative, and community-focused model of care.

6.5 Performance against National Metrics

6.5.1 Performance against the national Better Care Fund (BCF) metrics provides a
clear and consistent framework for assessing the extent to which the programme is
delivering improved outcomes for residents and supporting the core objectives of
prevention, independence, and reducing reliance on hospital-based care. These
metrics form a central part of the national assurance process and are used to
demonstrate local delivery against agreed plans.

6.5.2 Overall, performance across 2025/26 was stronger during the first three
quarters of the year, with a number of key metrics performing in line with, or above,
target. However, performance deteriorated in Quarter 4, reflecting sustained winter
pressures, increased demand, and challenges relating to system flow and discharge
capacity. This pattern is consistent with the wider position described throughout this
report.

6.5.3 In relation to Emergency Admissions for people aged 65 and over, performance
across the final quarter was 1.3% above target. While performance exceeded plan
during several months earlier in the year, and Quarter 4 initially showed a positive
trajectory, there was a deterioration in the final month. This reflects the impact of
sustained winter pressures, including increased urgent care demand and flow
challenges across the acute pathway. These pressures reduced the ability of the
system to maintain earlier gains in admission avoidance.

6.5.4 Performance against the metric measuring the percentage of people discharged
on their Discharge Ready Date was strong during the first half of the year, exceeding
the 92% target. However, performance declined during Quarter 4, falling to 89.6% in
January, 87.4% in February and 88.5% in March. This decline reflects increased
discharge complexity, constraints in community service capacity, and wider system
flow challenges, particularly during periods of heightened demand.

6.5.5 A similar trend is observed in the average number of days between Discharge
Ready Date and discharge. Performance during the first part of the year remained
well within the 7.5-day target, indicating effective discharge coordination and system
flow. However, this deteriorated significantly during Quarter 4, with

performance increasing to approximately 10.2 days in February and 10.1
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days in March. This reflects delays in discharging residents who were clinically ready,
particularly those with more complex needs and where onward care capacity was
constrained.

6.5.6 Performance relating to admissions into long-term residential and nursing care
remained more stable across the year and continued to indicate that residents were
being supported to remain independent at home for longer. This is a key indicator of
success for the BCF programme and aligns with the strategic objective of reducing
reliance on long-term institutional care, although performance should continue to be
closely monitored in the context of increasing demand and complexity.

6.5.7 Supporting metrics provide additional context to the overall performance
position. Avoidable admissions fluctuated across the year but remained broadly in
line with expected levels, with some improvement observed towards the end of the
year. Falls among people aged 65 and over also improved towards year-end, with
March performance recorded at 12, although variation across the year likely reflects
changes in demand as well as improvements in data completeness and coding.

6.5.8 Taken together, these metrics demonstrate that the BCF programme delivered
positive outcomes across much of 2025/26, particularly during Quarters 1 to 3, where
performance was largely aligned with plan. While Quarter 4 presented challenges,
driven by system-wide pressures, the overall position indicates that the programme
has continued to support improved outcomes for residents. The issues identified
through performance in the final quarter have directly informed both the risk profile
and the priorities set out within the 2026/27 Better Care Fund plan.

6.6 Overall outcomes and Impact

6.6.1 The Better Care Fund has had a significant impact on how health and social
care services are delivered in Haringey, supporting a more joined-up and person-
centred approach to care. Using pooled funding and shared planning, the programme
has enabled partners to work together more effectively to meet the needs of
residents.

6.6.2 One of the most important outcomes has been the strengthening of community-
based support. Services funded through the BCF have helped residents to remain
independent in their own homes, reducing reliance on hospital care and long-term
residential settings. This not only improves individual outcomes but also helps reduce
pressure on the wider health and care system.

6.6.3 The programme has also supported improved hospital discharge processes,
particularly during the first half of the year. More coordinated working between
hospital teams, social care, and community services has helped to ensure that
residents are discharged safely and more quickly, with appropriate support in place at
home.

6.6.4 In addition, the BCF has contributed to a stronger focus on prevention. By
investing in services that intervene earlier and support people before their needs
escalate, the programme has helped reduce avoidable hospital

admissions and improve long-term health outcomes.
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6.6.5 While system pressures affected performance towards the end of the year,
particularly during Quarter 4, this is evidenced by the deterioration in key discharge
metrics, including the reduction in the proportion of residents discharged on their
discharge ready date and an increase in delays to discharge, with average waiting
times rising above 10 days in February and March. Despite these pressures, the
overall impact of the programme remains positive, with strong performance across
the first three quarters and sustained progress against core objectives.

6.7 Key learnings

6.7.1 Strong performance during the first three quarters of the year demonstrates that
when capacity is available within community services, the system is better able to
reduce avoidable hospital admissions and support timely discharge. Maintaining and
strengthening this capacity will be critical going forward.

6.7.2 The challenges experienced during Quarter 4 also highlight the impact of
system-wide pressures. The deterioration in discharge performance, including a
reduction in discharges on the discharge ready date to below 90% and an increase in
delays exceeding 10 days, demonstrates how increased demand, higher patient
complexity, and workforce constraints can significantly affect performance.

6.7.3 Another key learning is the value of integrated working. Where services worked
closely together across organisational boundaries, outcomes for residents were
improved, particularly in supporting independence and reducing delays in care.
Continued focus on strengthening partnerships and joint working arrangements will
therefore remain a priority.

6.7.4 The importance of data and performance monitoring has also been highlighted.
Regular reporting throughout the year has enabled early identification of issues and
supported timely responses. Further strengthening of performance frameworks and
analytical insight will help to improve decision-making and support continuous
improvement.

6.7.5 These learnings have directly informed planning for 2026/27, with a clear focus
on strengthening community capacity, improving discharge pathways, enhancing
integration, and building a more resilient system that can respond effectively to future
pressures.

6.8 Key Risks and Mitigation

6.8.1 Delivery of the Better Care Fund (BCF) programme in 2025/26 has highlighted a
number of key risks which have directly informed the development of the 2026/27
BCF plan and submission. This is particularly important in the context of Quarter 4,
where performance deteriorated against a number of core metrics following stronger
delivery across the first three quarters of the year. This reflects the overall position
already set out in the report, namely that system pressures in Quarter 4 impacted
emergency admissions and discharge-related performance.

6.8.2 One of the principal risks relates to emergency admissions for
people aged 65 and over. Across the quarter, Haringey was 1.3% above
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target, with performance exceeding plan in several months during the year. Although
Quarter 4 started strongly, performance deteriorated in the final month. This reflects
sustained winter pressures, including high urgent care demand and wider flow
challenges across the acute pathway.

6.8.3 A second key risk relates to the percentage of people discharged on their
discharge ready date. Performance was above the 92% target during the first half of
the year, but fell below target in Quarter 4, with delivery at 89.6% in January, 87.4%
in February and 88.5% in March. This decline is linked to increased discharge
complexity, capacity constraints in community services, and ongoing system flow
issues.

6.8.4 A related risk is reflected in the average number of days from discharge ready
date to discharge. Performance was strong during the first half of the year and
remained well below the 7.5-day target, but worsened significantly in Quarter 4,
reaching approximately 10.2 days in February and 10.1 days in March. This reflects
delays for people who were not discharged on their ready date, particularly those with
more complex needs and limited onward capacity.

6.8.5 Wider supporting metrics also reinforce the need for continued system focus.
Avoidable admissions fluctuated across the year but remained broadly in line with
expected levels, with some improvement towards year end. Falls among people aged
65 and over also improved towards the end of the year, although variation across the
year suggests the influence of changes in demand and coding completeness. These
indicators provide important context and demonstrate that, while some pressures
intensified, there were also areas where performance remained stable or improved.

6.8.6 In response to these risks, a number of mitigating actions have been built into
the 2026/27 BCF submission. These include:
o strengthening admission avoidance initiatives, including expansion of
community-based alternatives to hospital care
e increasing virtual ward capacity, to support more people safely at home and
reduce avoidable hospital attendance and admission
o targeting support through neighbourhood teams, to improve early intervention
and coordinated local care
« strengthening discharge pathways through improved brokerage and better
coordination with system partners
e increasing step-down capacity, to improve patient flow and reduce discharge
delays
e improving pathway management and escalation arrangements, particularly for
people with more complex needs
e increasing community capacity to reduce delays and strengthen resilience
during periods of sustained demand

6.8.7 These mitigating actions provide assurance that the issues identified through
2025/26 delivery and highlighted through the HWB end-of-year reporting process,
have been fully considered and translated into concrete actions within the 2026/27
plan.
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6.9 Next steps and priorities for 2026/27

6.9.1 The 2026/27 Better Care Fund (BCF) plan has been developed in direct
response to the delivery, performance and system pressures identified during
2025/26, and forms part of the wider Health and Wellbeing Board (HWB) partner
planning framework for the coming year. This ensures that the priorities set out within
the BCF submission are fully aligned with both local system objectives and national
BCF policy requirements.

6.9.2 A key priority for 2026/27 will be strengthening prevention and admission
avoidance, reflecting both the national BCF objective of shifting from sickness to
prevention and the deterioration in emergency admissions performance for people
aged 65 and over during Quarter 4 of 2025/26. The plan includes the expansion of
community-based alternatives to hospital care, increased virtual ward capacity, and
more targeted delivery through neighbourhood teams to support earlier intervention
and reduce escalation into acute services.

6.9.3 Improving hospital discharge performance and system flow will be a central
focus of the 2026/27 plan, in response to the decline in performance against
discharge metrics observed in Quarter 4. This includes addressing the reduction in
the proportion of residents discharged on their discharge ready date and the increase
in time between discharge readiness and discharge. The plan sets out actions to
strengthen brokerage, increase step-down capacity, and improve coordination
between acute, community and social care services.

6.9.4 The 2026/27 BCF submission also places a strong emphasis on reducing delays
for residents with more complex needs, recognising the impact this cohort had on
performance in the latter part of 2025/26. This will be supported through improved
pathway management, enhanced escalation arrangements, and increased capacity
within community services to support more timely discharge.

6.9.5 In line with wider HWB and North Central London priorities, the programme will

continue to support the development of neighbourhood-based and integrated models
of care, ensuring that services are more closely aligned around local populations and

that care is delivered in a more coordinated, person-centred way.

6.9.6 Strengthening data, performance oversight and system intelligence will also be
a key priority. Building on learning from 2025/26, there will be a continued focus on
improving data quality and reporting across core metrics, including emergency
admissions, discharge performance, avoidable admissions and falls, to enable earlier
identification of emerging pressures and more responsive system management.
6.9.7 Addressing health inequalities remains a core component of both the HWB
partner report and the 2026/27 BCF plan. Services will continue to target those
residents and communities with the highest levels of need, supporting the delivery of
equitable outcomes and improved population health.

6.9.8 These priorities are reflected within the 2026/27 Better Care Fund submission
presented to the Health and Wellbeing Board for approval, providing assurance that
the programme is evolving in response to delivery experience and system
pressures. They are also aligned with the wider HWB strategic framework,
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ensuring that the BCF continues to play a central role in delivering integrated,
preventative and community-based care across Haringey.

7 Contribution to strategic outcomes

The Better Care Fund Plan plays a central role in delivering the objectives of the
Adults, Health and Wellbeing priorities within the Haringey Deal, supporting residents
to live healthy, independent and fulfilling lives within their communities.

Through targeted investment in integrated services, the BCF contributes to:
e Reducing avoidable hospital admissions
e Improving discharge outcomes and system flow
e Supporting residents to remain independent at home
e Reducing reliance on long-term institutional care

The plan directly supports the delivery of key local and system strategies, including:
e The Haringey Deal and Corporate Plan
« The Joint Health and Wellbeing Strategy
e North Central London system priorities and the NHS Long-Term Plan

The BCF also contributes to reducing health inequalities by:
o Targeting services toward populations with higher levels of need
e Supporting earlier intervention in more deprived communities
e Improving access to coordinated, community-based care

Overall, the Better Care Fund supports a shift towards earlier intervention, improved
coordination of care and reduced reliance on hospital services, ensuring that
residents receive the right support at the right time in the most appropriate setting

8 Finance

8.1The allocated Better Care Fund for 2025/26 was £43,225,531, however the outturn
spend position for 2025/26 was £43,771,970, a variation against the budget of
£546,259. The breakdown of the spend is detailed in the table below:
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Sum of

Number Expenditure
Activity of for 2025-26
Schemes
(€)

Assistive technologies and equipment 2 £2,389,645
Bed-based intermediate care (short—term bed-based rehabilitation, 5 £1.885.465
reablement and recovery services)
Disabled Facilities Grant related schemes 1 £3,324,019
Discharge support and infrastructure 14 £24,956,149
End of life care 1 £766,000
Evaluation and enabling integration 2 £355,424
Home-based intermediate care (short-term home-based rehabilitation,

. 2 £3,706,100
reablement and recovery services)
Housing related schemes 1 £99,768
Long-term home-based community health services 1 £651,988
Long-term residential/nursing home care 1 £216,000
Other 6 £1,205,731
Personalised budgeting and commissioning 2 £854,975
Support to carers, including unpaid carers 1 £1,491,238
Wider local support to promote prevention and independence 11 £1,869,468
Grand Total 50 £43,771,790

8.2The budget assigned to the assistive technology and community equipment,
tends to be an indicative budget as the final year-end allocation is determined by
demand, the needs of individuals and cost. In 2025-26, there were additional cost

of £545,259 over the budget due to:

¢ Increased demand in the need for equipment following discharge from hospital

back into the community.

e the additional cost pressure arising from the liquidation of NRS Healthcare in
August 2025. The health and social care system had to seek and put in place

alternative providers at increased cost to the system.

e This was an increase charge to the ICB and recharged accordingly as part of

community equipment service.

8.3 Legal
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10.

The Better Care Fund requires local authorities and Integrated Care Boards to
agree joint plan, owned by the Health and Wellbeing Board. These joint plans,
funded by a pooled budget, supports integration governed by an agreement under
s75 National Health Service Act 2006.

The Better Care Fund Policy Framework 2025 to 2026 updated March 2025 sets
out the objectives, funding and conditions for the BCF 2025 to 2026. Local areas
should review and develop plans to support 2 policy objectives: Obijective 1 is
reform to support the shift from sickness to prevention. Objective 2 is reform to
support people living independently and the shift from hospital to home.

Health and Wellbeing Boards are expected to produce plans, supporting a ‘home
first’ goal with a systematic adoption of best practice in preventing avoidable
hospital and care home admissions.

The Policy Framework also confirms the conditions and funding for the BCF in
2025 to 2026, and the steps Health and Wellbeing Boards must take to deliver on
the BCF objectives. The conditions are:

Jointly agreeing a plan

Implementing the objectives of the BCF

Complying with the grant conditions and the BCF funding conditions
Complying with the oversight and support processes

Within the 4 conditions, local areas have flexibility to decide how best to spend
the fund across health, social care and housing schemes or services and agree
how much spending will improve performance against the BCF metrics for 2025 to
2026.

The 3 headline metrics are:

Emergency admissions to hospital for people aged over 65

Average length of discharge delay for all acute patients

Long term admissions to residential care homes and nursing homes for people
aged 65 and over

This report sets out the area’s performance against these metrics.
Equality

The Council and its NHS partners have a Public Sector Equality Duty (PSED) under the
Equality Act 2010 to have due regard to the need to eliminate discrimination, advance
equality of opportunity and foster good relations between groups.

The Better Care Fund Plan supports these duties by:
o Targeting services toward residents with higher levels of need, including older
people, those with disabilities and people living in more deprived
communities
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e Supporting earlier intervention and prevention to reduce inequalities in health
outcomes
e Improving access to coordinated and integrated care for vulnerable groups

While the BCF primarily operates as a funding mechanism, its delivery is closely aligned
with the Ageing Well Strategy and wider system priorities, which aim to reduce
inequalities and improve outcomes across protected characteristics.

An Equalities Impact Assessment (EIA) was previously undertaken as part of the Ageing
Well Strategy. The impact of the 2025/26 Better Care Fund programme and its
continued delivery model has been reviewed against this framework to ensure that
services continue to support equitable access and outcomes. This assessment has
also informed the development of the 2026/27 plan.

11. Use of Appendices
e Appendix 1: Haringey Better Care Fund 2025/26 End Of Year Return
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Better Care Fund 2025-26 EOY Reporting Template
3. Mational Conditions

Selected Health and Wellbeing Board: |Harir1gn=_l1||I Checklist
Complete:

Confirmation of Mation Conditions

If the answer is "No" please provide an explanation as to why the condition was not met
Mational Condition Confirmation in the quarter and mitigating actions underway to support compliance with the condition:
1) Plans to be jointly agreed

2) Implementing the objectives of the BCF

3) Complying with grant and funding conditions,
including maintaining the NHS minimum
contribution to adult social care (ASC) and Section 75
in place

4) Complying with oversight and support processes
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Better Care Fund 2025-26 EQOY Reporting Template

4. Metrics for 2025-26

Haringey For metrics time series and more details: BCF dﬂS h bOﬂ rd II n I'(
Far metrics handbook and reparting schedule: BCF 25]"26 Met r'iCS Ha nd bOO k

Selected He alth and ‘Wellbeing Board:

4.1 Emergency admissio

f S Jan 26
Plan E : Plan Plan
153320 13343 634, 1.473.6:  13714i 14585 15335) 16134: 153667 14621 1.344.5

440 474 415 Sod 433 405 434 476 450 475 435 400

£3,751.0; 23.¥51.0; 23.7510; 23,751.0; 23.¥51.0; 23.7¥510: 23,751.0; 23.751.0; 23.7¥510; 23,751.0: 23,7510 23,7510

Mat on track to meet goal |
Haringey was 1.3% owver target an activity across the quarter.

Ower the last quarter, progress in managing 55+ emergency admiszions in Haringey has been supported by closer sustem working acrossz intermediate
care and discharge pathw ays. This has included stronger alignment between Adult Social Care, \Whittington Health and community partners,
alongside development of a joint therapy and reablement offer (including D24 and Home from Haspital),

Strengthening intermediate care pathw ays through joint Health and ASC therapies and reablement remains a key focus. This has included mapping
existing provision, identifying gaps and duplication, and beginning to design a more integrated offer aligned to Haringey’s population needs. This will
suppart clearer pathw ays, reduce handoffs between services, and ensure people receive support more quickly, with the aim of improving outcomes,
“retEm redusing length of stay, and supparting independence at home.

‘we have alzo taken steps toincrease 024 and therapy capacity, including recruitment approvals for additional occupational therapy and
physiatherapy rales ta support discharge to azsess and community rebabilitation. While early in delivery, this is expected to improve access ta timely
assessment and follow -up care, strengthen sustem resilience, and reduce the risk of readmissions.

Owerall while some elements remain in development there iz clear progress in building a mare joined-up and responsive intermediate care systemin
Haringeuy to tackle the emerging demand related to 65+ admizsians. The focus now i on embedding these improvements, strengthening data quality
and aversight, and ensuring that increased capacity and pathw ay changes translate into measurable reductions in avoidable admissions and
improved outcomes far residents in Haringey.
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4.2 Discharge Dela

Original Plan
Average length of discharge delay for all acute
adult patients

[this calculates the 32 of patients discharged after

Feb 26
Plan

Jan 26
Plan

their DR, multiplied by the average number of L 0.60 0.60 0.60 0.60 0.60 0.60 0.60 0.60 0.60 0.60 0.60
ged from ac
32004 3205 2.0 3200 3200 3200 3200 3200 3200 2.0 32004
on ORO, av
7.50 7.50 7.50 7.50 7.50 .50 T.50 7.50 7.50 7.50 7.50

Mot on track to mest goal |
Over the last few months, discharge delayimprovement inHaringey has been supported by clearer caze oversight, defined escalation routes, and
claser partnership working with acute services and the Transfer of Care Hub. This hasincluded structured tracking of delaved patients, clearer
ownership of actions, and regular joint review s to resclve barriers. As a result hospital partners are identifying and progressing discharge actions

earlier, reducing escalation of delays andimproving the timeliness and consistency of discharge processes. The learning from this will then be applied
to the other hospital sites such az Maorth Middleses and Fowal Free Group, UCLH and others.

The regular Hospital Discharge Huddle has provided a consistent forum to review risks, agree actions and update partners, improving communication
between Adult Social Care, hospital teams and community services. This has enabled quicker decision-making on complex cazes and strengthened
shared ownerzhip of delays. In parallel, “action required™ lists from the Transfer of Care Hub have improved the timeliness and clarity of local authority
updates, reducing delays caused by unclear actions or gaps in communication.

‘wark iz underw ay to embed updated discharge pathw ays and a shared cperating model across Haringey. This is supporting greater consistency in
how cases are managed and reducing wariation across teams. with further waork planned ta strengthen this approach.

Capacity iz alzo being strengthened through recruitment approvals for additional occupational therapy and physziotherapy roles to support Dizscharge
to Bzsess and community rehabilitation. This willimprove the timeliness of functional azsezsments, reduce delayz linked to equipment and

avery brief explanation of

adaptations, and support safer, more sustainable discharges.

Recent caze review s have identified gaps at the AAE interface, inreferral quality, andin escalation and out-of-hours processes. These are being
actively addressed with partners through strengthened MCL referral standards, clearer escalation routes, and improved weekend arrangements,
demonstrating a proactive approach to reducing repeat delays. Training was alzo delivered to ensure that referral qualiv and standards were aligned
accross Haringey and Hozpital teams. This is open ta regular review s incase gaps are identified so these can be mitigated earlier.

Dezpite this progress delays continue ta reflect system-wide challenges, including care placement bed availability far nursing and rezidential,
increasing complexity of need, and capacity prezsures acrosz health and social care. Ongoing collabaration acrozs Haringey and the wider system
remains key ta sustaining progress and reducing delays further and to ensure that the metric continues to deliver as it should. Challenges in data
quality and reporting for discharge ready date (including inconsistencies across sites and pathw ays] reduce confidence in performance analysis and

limit the ability to fully evidence impact and target improvement.

, INHD |
dringey ot Comtrnl Lomic

LONDON



4.3 Residential Admissions

Actuals + Original Plan

2375108 2975100 2375100 237510: 237510; 237510

ent of whether goal haz been metin Cld: On track to meet goal |

Thizs metric continues ta perfarm well and iz on track to meet the wear end target, with progress consistent acrozs all quarters.

avery brief explanation of
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Better Care Fund 2025-26 EOY Reporting Template

5. Income & Expenditure

Selected Health and Wellbeing Board: |Haringe1,r

2025-26

Updated Total Iru:n:rmeé DFG EOY Actual
ource of Funding Planned Income; or 25-; Expenditure
' £3,557,776! £3,557,776! £3,557,776!

I £27,569,953: £27,569,953
.............................................................................. £12,097,802 £12,097,802
_________________________________________________________________________ £0; £0

£0i £0

£43,225,531 £43,225,531

% of Planned Income
End of Year Actual Expenditure £43,225,531 100%

If expenditure by activity has changed since the original
plan, please confirm that this has been agreed by local

partners. If that change in activity expenditure is greater

than 5% of total BCF expenditure, please use this box to

provide a brief summary of the change.
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Better Care Fund 203 ng Template

6. Year End Impact Summary

Selected Health and Wellbeing Bioard: [Haringey

Confirmation of Statements
Question statements Confirmation IF the answer is "No” please provide an explanation:

Overall delivery of BCF has improved i
joint working between health and
social care

Our BCF schemes were implemented
as planned in 2025-26

The delivery of our BCF plan 2025%-26 FiH
has had a positive impact on the
integration of health and social care

in our locality.

Highlight success and challenges within reference 1o the most relevant enablers from SCIE logic model:

Logic model for integrated care - SCIE

Success and Challenges Narrative

2 key successes observed towards driving the

enablers For integration Increased joint working with acute partners through Forums such as the Tuesday & Friday patient flow
meeting - Magnalia unit has strengthened shared accountability for flow and dizcharge planning.
Caollaborative system discussions [e.9. Be-grouping on Hospital Discharge (including Brokerage] and DAG
call] have supported alignment of pricrities across ASC, brakerage, and MHS partners.

Continued focus on Discharge to Assess [D2A), reablement, and therapy-led support has improved the
ability to discharge patients earlier and more zafely.

Work to align and map intermediate care pathways across the system has supported a clearer and more
consistent offer.

2 key challenges observed towards driving the Challenges in data quality and reporting (including inconsistencies across sites and pathways) reduce
enablers For integration confidence in performance analysis and limit the ability bo fully evidence impact and target improvement.

Ongoing constraints in care market capacity, therapy provision, and community suppart continue to delay
dizcharge for patients with comples needs.
Demand remains high, particularly within the 65+ population, with increasing complexity and acuity.

Cages requiring multi-agency input [health, ASC, housing) continue o etperience delays due to
coordination challenges and dependency on multiple services.
Howsing-related barriers and sourcing appropriate placements remain a key driver of delays.
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