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Agenda item 9 
 

NHS Coventry & Warwickshire ICB  
NHS Herefordshire & Worcestershire ICB 

Board Meeting in Common 
Wednesday, 21st January 2025 9:30am  
held virtually via MS Teams 
 

Neighbourhood Health: Spotlight on cluster wide progress with 
delivery of Neighbourhood Health Programme 
 

 

Executive Summary 

Neighbourhood Health is a key priority in the NHS 10-year Health Plan – Fit for the Future.  The plan 
aims to transform healthcare across the country by shifting the focus from treating sickness to 
preventing ill health, where appropriate moving care from hospitals into communities and using digital 
care and technology to support the public and care staff whilst accessing and receiving care. The 
NHS is just one part of achieving this vision – success will require robust integration and close 
partnerships with local government, the voluntary, charity and community sectors. 

The main principles of Neighbourhood Health promote the integration of a wide range of statutory and 
voluntary services aligned to a Neighbourhood, transforming those services by moving to increased 
delivery of proactive, preventative care and improved coordination through integration to more 
effectively meet the needs of the population. An additional aim is that successful delivery of 
Neighbourhood Health will deliver the longer-term sustainability of services by empowering patients 
and communities to engage and influence health and providing care in the most appropriate setting. 

Presented by Mari Gay – Executive Director Integration and Delivery 

Author  
Alison Cartwright – Chief Integration Officer Coventry 
Laura Nelson – Chief Integration Officer Warwickshire  
Lynda Dando – Director of Integrated Primary & Community Care 

Purpose of paper 

☐ Approval ☐ Assurance 

☐ Endorsement ☐ Discussion 

☐ Decision ☒ Information/noting 

ICB Applicable: ☒ C&W ICB ☒ H&W ICB 

Recommendations 

The Boards of NHS Coventry & Warwickshire ICB and NHS Herefordshire 
& Worcestershire ICB are asked to: 

• Note the cluster wide progress with delivery of the Neighbourhood 
Health Programme highlighting the areas within the cluster 
supported by the National Neighbourhood Health Implementation 
Programme (NNHIP).  
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To support delivery, a  NNHIP has been rolled out across the country. It is a large-scale change 
programme facilitated by the Department of Health and Social Care (DHSC) to gather and 
disseminate learning, create exemplars and support Places to embed the culture and capability 
required to deliver Neighbourhood Health services.  

The DHSC invited applications to join the first phase of the NNHIP. Both Coventry and Herefordshire 
Places within the cluster were both successful in their applications to join the programme.  

This report provides an overview of cluster wide progress with delivery of the Neighbourhood Health 
Programme and a summary of NNHIP and the ambition and approaches across Coventry and 
Herefordshire supported by the national team.  

 

Neighbourhood Health National Plan to date 

More detailed Neighbourhood Health guidance from NHSE is expected to be published in early 
January 2026, but early sight of draft guidance details six priority steps ICBs need to take before April 
2026, working with NHS providers and other partners to lay the foundations for Neighbourhood 
Health. 

The 6 foundational steps are: 

• Step 1: Agree neighbourhood footprints around natural communities of around 50,000 people. 

• Step 2: Agree a plan for tackling unwarranted variation in access to high quality general practice. 

• Step 3: Continue to improve the interfaces between primary, community, mental health and 
secondary care. 

• Step 4: Agree plans, with local authority partners, to establish integrated neighbourhood teams 
(INTs) focused on high priority cohorts at a single neighbourhood level. 

• Step 5: Agree an initial plan to reduce non-elective admissions and bed days by increasing the 
capacity of urgent, rehabilitation and reablement services at a multi-neighbourhood level. 

• Step 6: Start to plan for a new neighbourhood approach for elective pathways. 

 

National Neighbourhood Health Implementation Programme 

In September 2025, Coventry and Herefordshire were accepted to join wave one of the NNHIP. There 
was significant interest in the programme, and 141 applications were received by the national team 
(approximately 83% of the number of Places in England), of which 43 sites were successful. 

The NNHIP Programme has been created to analyse and redesign how services work together and 
deliver care to support the health and wellbeing of our communities, recognising that health is wider 
than healthcare.  It is a large-scale change programme that builds on existing knowledge from Places 
already progressing Neighbourhood Health and seeing results - both in improving care for the initial 
cohorts, and in developing the structures, mechanisms, and relationships that underpin 
Neighbourhood Health. It has been designed to spread learning systematically to other Places across 
the country, while supporting each Place to shape Neighbourhood Health in ways that work for their 
communities. 

NNHIP Wave One aims to:  

• Support Places to begin to deliver care differently for people with long term conditions and rising 
risk of escalating need; 

• Generate the necessary changes in culture and integrated working across neighbourhood and 
Place teams; 

• Provide rapid feedback loops to national policy to surface barriers to change; 
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• Create mechanisms to accelerate spread across neighbourhoods; 

• Share learning from across the country and create the social movement for change; 

• Create an opportunity to shape key enablers rooted in the experience of those delivering the 
changes e.g. funding flows, digital technology. 

Wave One Places have been asked to begin by focusing on supporting adults with long-term 
conditions and rising risk of escalating need with the following key goals: 

• People experience improved health and wellbeing through support and connection where they 
live; 

• People can confidently co-manage their long-term conditions; 

• Teams are empowered to work together to tailor health and care with people and communities; 

• Value is maximised from every pound spent creating greater system financial sustainability by 
shifting funding and resources from hospital to community, and towards proactive, preventative 
support for long term conditions. 

All these goals contribute to reducing the gap in healthy life expectancy between differing societal 
groups, promoting equity in outcomes.  

NNHIP is working as part of the wider neighbourhood programme to support the following ambitions: 

• Increase in patient-reported outcomes (PROMs) and patient-reported measures (PREMs); 

• Increase in people’s activation (confidence, skills, knowledge) to manage their long-term 
conditions; 

• Improvement in staff experience; 

• Reduction in outpatient activity; 

• Reduction in unplanned hospital admissions. 

These goals, along with more detailed supporting metrics will be monitored throughout the 
programme.  

 

Although applications from Warwickshire and Worcestershire to participate in the NNHIP initiative 

and support were unsuccessful, enthusiasm remains undiminished and progress in delivery of 

Neighbourhood Health at each Place continues. This will enable learning from across the cluster to 

be shared at pace. 

 

Coventry NNHIP 

Coventry Care Collaborative and Community Integrator 

The Coventry NNHIP approach has been led and overseen through the Coventry Care Collaborative. 
A whole-system approach that is reoriented to focus on keeping people healthy, well and in control of 
their lives. Setting conditions to create greater collaboration, removing barriers to integrated care to 
allow local partnerships to thrive, and empowering staff and communities to deliver the ambitious 
service changes needed within the system. Empowering the right group of people with the expertise 
and capabilities to make decisions on how to redesign and reorganise services by transferring 
resources (budget allocations) where this will add benefit, to providers working collaboratively. 

In 2024, CWICB commissioned two ten-year lead provider contracts, one for Coventry and one for 
Warwickshire from the acute providers.  The contracts are named ‘Community Integrator’, a departure 
from ‘Out of Hospital’ as a more accurate portrayal of the services intended essence and direction. 



 

4 

Core requirements of the contract are to:  

• Use Population Health intelligence and approach to identify and deliver services required to meet 
the needs of local population at Place and Neighbourhood levels. 

• Shift to preventative and pro-active approach. 

• Integration of services at Place and Neighbourhood, particularly across Primary, Secondary, 
Social Care, intermediatory care, and Voluntary, Community, Faith and Social Enterprise 
(VCFSE) services to provide holistic care.  

• Reducing health inequalities 

• Delivery of community-based services  

• Convenor role for co-production of INTs to develop and implement a single team approach in 
a blended model with wider primary care teams and key stakeholders.  

• Commissioning of services including D2A, hospices, equipment services etc 

• Working with acute provider side to support identifying and delivering appropriate acute 
based services in the community 

Conferral of Discretion has been granted, to empower Lead Providers with autonomy to determine 
the range of services required, and how to deliver these services to meet local population needs. 

 

Coventry Neighbourhood Model 

Place partners including primary care, community care, acute, mental health, social care, public health 
and the voluntary sector are co-designing a new neighbourhood model for Coventry.  

The new neighbourhood model includes commitment from all to integrate and transform services to 
the most complex and vulnerable adult populations, with multiple long-term conditions and needs; 
initially. It is a neighbourhood-centric model which comprises: 

• Six Integrated Neighbourhood Teams (INTs), each covering a group of (geographically congruent) 
neighbourhoods. 

• A city-wide coordination hub delivering technological and digitally enabled coordination, access, 
response and connectivity to the INTs. This is an enhanced Single Point of Access. 

• Maintaining some smaller tailored city-wide offers and services who will work with all INTs and 
their populations to best manage specialist escalations in need. 

Development of the Coventry model is across three phases: 

Phase 1- complete 2024  

The ‘Improving Lives’ programme established three Locality Integrated Teams to support people with 
urgent health and care need. Established and delivering significant benefit for patients and financial 
and operational benefit for the Coventry system. Examples of benefit include a 35% reduction in 
demands for beds across the entire system and a 56% reduction in secondary care referrals for 
musculoskeletal specialities as a result of primary care and community services working more closely 
together.  

Phase 2 – in process 

The ‘Community Integrator’ programme is establishing six INTs supporting people’s health, care and 
wellbeing needs, rooted in the neighbourhoods where they live. The INTs will offer a comprehensive 
physical and mental health, social care and wellbeing support offer, tailored to the needs of local 
populations of 50,000-100,000 people. The first INT South-West Coventry commenced in December, 
allowing a period of testing and evaluation to inform full-scale roll out by June 2027.   
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Phase 3 – future  

The development of an approach to left shift specialist care, including the neighbourhood model, co-
produced with primary and secondary care (2026 – 2028).  This Phase 3 will also include connectivity 
with community venues such as family hubs and libraries. The Employment and Skills teams services 
will also support an approach based on recovery into employment.  In addition, our approach to 
sustainability and warm homes will be harnessed to support a wider neighbourhood approach to 
prevention. 

 

Phase 2; further detail – Community Integrator and Development of Integrated Neighbourhood 
Teams  

Population Health Management Diagnostic 

Coventry and Warwickshire ICS have a linked data set (HealthData Intelligence -HDI) to support 
Population Health Management (PHM). HDI enables risk stratification and cohort identification, rooted 
in primary care data and linked to community and hospital care data, supporting risk stratification and 
cohort identification of people with multiple long-term conditions, complex needs and rising risk. 

The Coventry Community Integrator programme is driven by a PHM approach. A detailed five-month 
long PHM ‘diagnostic’ which analysed health, NHS and social care utilisation and individual stories of 
service users to understand population need and gain insights that shape our future neighbourhood 
model. 

The diagnostic has identified that Coventry has younger people with complex needs, especially in 
deprived areas. Complexity includes multimorbidity, physical and mental health and complex social 
contexts. Pathway or condition-centric care does not always meet needs of people with complex 
issues and can result in multiple, fragmented interactions across providers and a high burden of care. 

The key findings from the diagnostic were: 

• Coventry has complexity at all ages not just frailty; 

• Coventry has missed opportunities for proactive care; 

• Staff need to be supported to personalise care; 

• Opportunities for selfcare and patient activation have been missed; 

• We have been shifting not sharing care; 

• More attention needs to be paid to an individual’s social context; 

• There are significant health inequalities in Coventry, yet we have a one size fits all approach to 
care. 

People with complex needs require joined up, holistic care that is individualised and this is not 
consistently available across providers and sometimes within organisations too. There is not one 
shared view of the individual across health and care. 

Through the diagnostic we have identified our Coventry cohort who require a new and improved model 
of care. 
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Figure 1: Our Coventry Cohort 

 

 

Designing Coventry’s new model of care and Wave One INT 

The principles of the future operating model have been agreed by partners, responding to the needs 
highlighted by the diagnostic. The foundation of this model is that people with the most complex needs 
require a radically simplified offer of heath and care support.  They need a team of experts who work 
together with the person in need and their support network to create one “whole person” plan of care 
which is focused on what matters to them. 

The model defines grouping of 39 neighbourhoods into six INTs, with the South-West Coventry Wave 
One site having undertaken a detailed workup before moving to delivery in December and this has 
led to some changes to the neighbourhood and Lower Layer Super Output Area alignment.  (LSOA). 
This is a smaller area with specific statistical analysis requiring more specialised need. There has 
been ongoing work with partners to finalise the details around care home, primary care practices and 
neighbourhood alignment to the 5 remaining INT sites for sharing, collaboration and Health and Well 
Being Board overview.   

The Wave One Site sits to the West of the city and stretches from Spon End to Eastern Green. It was 
selected using both PHM and Community Maturity criteria. This INT covers 8 neighbourhoods, has 7 
GP practices, and will be responsible for 19 care homes. 
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Figure 2: Neighbourhood Health INT Map 

 

 

Integrated Neighbourhood Team (INT) 

South West Coventry INT began working together around a defined geography from 3rd December 
2025. This wave one site will develop the operating model for an INT which will enable upscaling a 
tested and proven model of care across the city.  The INT consist of 43 multi agency staff that work 
and deliver services purely within this single INT and a further 20 staff that cover 2 INTs.  The staff 
members come from the teams detailed in the dark green section of the diagram below: 

 

Figure 3: Coventry INT Model 
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Care and Support Forum 

Wave One has commenced with an agreed “all partner” design and decision authority (known as the 
“INT incubator”) and the delivery of a person centred “all partner” multi agency forum (known as the 
“Care and Support Forum”) which will focus on Frequent Service Users living in the trial area. 

The incubator to date has had a focus on setting ambition, intention and timelines, it decides on design 
principles and delivery models, it empowers leaders to build co design and to iterate design with the 
oversight of the incubator. 

Our first “Care and Support Forum” started on 3rd December 2025.  This brings together all 
community agencies and sectors to review a caseload of our most Frequent Service Users. The forum 
will consider targeted interventions to support integrated, preventative and proactive care.  Other 
systems who have embedded this model have noted significant reductions per patient on GP 
appointments, ED attendances, in patient spells, bed days, outpatient and community contacts.  

Coventry Coordination Hub 

Another key aspect of the model is the Coventry Coordination Hub (CCH) an enhanced single point 
of access for practitioners which is undergoing highly iterative design considering the asks of both the 
community integrator and the Integrated Urgent and Emergency Care programme to enable one 
model to benefit all partners and demands on our system.  The CCH seeks to connect people and 
coordinate care to enable care to be delivered by the right person, right place, right time, first time. It 
has the following ambitions: 

• One co-located technologically supported estate for Place;   

• As few people as possible arrive at hospital without having accessed CCH first; 

• Fully integrated place level single point of access for system; 

• Integrated needs led decision making and access; 

• Internal access to partners with no redirection or rejection; 

• Collates data and insights and creates intelligence and manages reporting, evaluation and 
metrics;  

• Understands capacity, demand and system pressures; 

• Visibility of populations known to INT and where they are in the system; 

• Connects INT to INT and Place Delivery to INT as well as managing border discussions and 
shared care; 

• Connects and coordinates care between community and acute footprints; 

• Easy to access, simple to use; 

• Digitally enabled and operationalised. 

A proof of concept coordination pathway in care home admissions has been identified. Integrated 
Care & Community Services group altered its pathways by changing its response to care home calls 
to our Integrated Single Point of Access (ISPA).  By taking a no rejection, no redirection stance and 
improving care home experience, it has contributed to care home admissions being reduced by 50% 
this year compared to this month last year. This is also 80 patients lower per month than the lowest 
recorded admissions of any month since data has been collected in January 2024.  
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The existing ISPA is now being redesigned to move from triage to coordination to support other Urgent 
and Emergency Care pathways and cohorts to have coordinated response through our hub with an 
ambition to reduce further admissions for key cohorts of our population. 

Benefits Realisation and Evaluation 

Benefits realisation and evaluation is underway with consideration of predicted mapped benefits from 
other benchmarked systems as well as defined evaluation methodology needed for the first steps of 
an INT.  The monitoring framework includes the Community Integrator contractual metrics, the NNHIP 
national metrics and any additional metrics from the emerging national Neighbourhood Guidance.  

The proposed measures are set out in Figure 4. 

Figure 4: Community Integrator Proposed Measures 

 

The evaluation and benefits timeline map is set out in Figure 5. 
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Figure 5: Evaluation and Benefits Timeline 

 

Next Steps 

The Wave One INT will iterate and design an operational model for an INT in Coventry by April 2026.  
Evaluation will occur through Wave One and be presented by the end of April 2026.  Scaling will begin 
from June 2026, and all 6 INTs will be in place by March 2027.  This then will lead to a new phase of 
innovation and growth, strengthening of neighbourhood health delivery based on closer working with 
VCFSE and communities. 

Figure 6: Coventry Community Integrator Transformation Timeline 
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Figure 7`: Full Neighbourhood Model and INT Breakdown 

 

W  w  k      C    C                 C       y I           

The Warwickshire Care Collaborative and Community Integrator has oversight of the development 
of Warwickshire’s Neighbourhood model. Similar to Coventry, a lead provider 10-year contract – 
“Community Integrator” – is in place which builds on previous community service provision held in 
Warwickshire since 2018.   

This contract has the same conditions as detailed above for Coventry and supports a range of 
national incentives, ‘Darzi report’, ‘Fuller stocktake’ and ‘NHS Long Term Plan – Fit for the Future’ 
aligned to the Kings Fund four pillars framework. This allows effective collaboration and partnership 
conditions to support healthy neighbourhood development and delivery, whilst delivering the core 
requirements of the Community Integrator contract. 

Alignment of the Care Collaborative governance and oversight through effective Lead Provider 
governance is in place within the Warwickshire Collaborative Forum, which has oversight of 
Community Integrator delivery split into delivery, commissioning and convenor programmes. 

Warwickshire Neighbourhood Model 

An Integrated Neighbourhood Team Steering Group is in place providing strategic direction, system 
leadership and programme oversight for the design, development and implementation of INTs 
across Warwickshire.  

Warwickshire Neighbourhood health vision has been approved ‘To co-design and deliver locally 
integrated, person-centred care, through effective and seamless local community working.’ 

Supported by Integrated Neighbourhood Principles – 

• P  p   F     – Using lived experience (patient voice) and feedback to deliver fit for the future 
neighbourhood services.  

• A              Eq                 – Utilising partnership working to ensure services are 
available based on the local population needs. 

• I         - Ensuring everyone is heard, valued and part of the care developed in their 
neighbourhood.  

• I          P         p W  k    – Making the best use of combined partners for the benefit of 
local neighbourhoods. 
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W  w  k                    App      

 

Warwickshire Programme position and objectives 

Programme Objectives 

1. Integrated Neighbourhood Teams (INTs) are central to delivering joined-up care. 

2. Warwickshire INT Programme aligns with the Community Integrator Programme. 

3. Aims to improve outcomes, reduce inequalities, and integrate services locally. 

4. Programme guided by shared values and co-designed with system partners. 
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W  w  k      P         G              O         

 

 

Warwickshire Neighbourhood next steps 

1. Warwickshire North development session through senior primary care clinicians. 

2. Baseline assessments for each INT South Warwickshire with proposed priorities.  

3. Summit in Rugby to develop relationships, establish neighbourhood baselines and opportunities. 

4. Lead Provider risks and opportunities linked to planning and opportunity to ‘left shift’ 

5. Development of effective neighbourhood measures underneath the Community Integrator 
contract for effective monitoring and oversight via the above governance. 

6. Engagement, communication and education within each locality utilising patient groups, VCFSE, 
Healthwatch and Local Authorities effectively. 
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Neighbourhood Health across Herefordshire & Worcestershire  

An ICS-wide 3 year “Delivering Good Health & Well Being Programme” was launched in 2023/2024.   

 

 

Phase 1 – The identification of 4 INT accelerator sites in areas with highest deprivation and high 
utilisation of secondary care services was launched in October 2024 and the pilot ended in June 2025.  
Each site (3 in Worcestershire and all 5 Primary Care Networks (PCNs) in Herefordshire working 
collectively) went through a local quality improvement initiative jointly with partners as an INT Forum 
in their neighbourhood to understand duplication, variation and fragmentation in how care was 
provided to cohorts of frail patients.    

 



 

15 

Phase 2 was the building of the learning from the 4 accelerator sites into a 2-year Neighbourhood 
Health Delivery Framework (local contract) build around the 15 PCN footprints, some of whom are 
working collaboratively to deliver the two parts of the contract:  

• Part 1 – Proactive, Personalised & Preventative Care people living with severe frailty and patients 
likely to be in the last year of life.  This includes people who have unidentified frailty and unmet 
needs such as those with multiple long-term conditions and rising risk of acute deterioration. 

• Part 2 – Prevention of avoidable emergency admissions in those patients’ resident in Lower Super 
Output Areas, some with unmet health and social needs. 

The success of delivery will be monitored against the outcomes below:  

 

Which are further broken down into metrics, measures and targets:  
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W              

A Worcestershire Neighbourhood Health Delivery Group (WNHDG) has been recently established 
under the leadership of the CEO of the Health & Care Trust and foundational elements for the 
programme have been agreed (based on expected national requirements and locally commissioned 
Neighbourhood Health Delivery Framework (NHDF) for Primary Care).  

The WNHDG is building on the considerable progress that had already been made towards 
embracing models of neighbourhood health in the county, with successful neighbourhood health 
pilots already delivered across the PCNs, along with established district collaboratives delivering 
innovative prevention strategies across the county in partnership with public health. Community 
physical health services are already configured in a way that integrates planned care and therapy, 
Intermediate care and urgent community response providing continuity for patients and families. 
These Neighbourhood teams are already working in a Multidisciplinary Team Model (MDT) model 
with primary care.  

Work has been undertaken to focus on the following core components of Neighbourhood Health: 

S             C       y H      S        – Work has been completed in conjunction with 
primary care and public health partners to consider budgeted establishments for each of the 12 
Neighbourhood teams in the context of population sizes, geographical sizes, Index of Multiple 
Deprivation (IMD) and number of care home beds. This will support the direction of future 
investment into the teams who have less resources for each ‘1000 of the population. Variance of 
services delivered between Neighbourhood teams (PCN footprints) has been mapped and 
addressed. Scoping the next phase for other community-based services to be integrated at PCN 
level has begun and will progress in line with footprint discussions. Defining the INT that includes 
mental health, social care, wider services as well as a proactive focus are also being worked up. 

              H      MD   – The NHDF has supported with embedding MDT meetings at PCN 
level, with further work required to ensure that the correct patient cohort is being discussed. The 
forums that are held in addition to MDT meetings are supporting the continued work around building 
trust and relationships, as identified in the Accelerator site learning. 

I          I            C    – Continued collaborative working with the Local Authority’s 
Reablement service ensures a responsive and inclusive offer. Opportunities to integrate evening 
and nights based services are progressing. 

U                    S        – The Hospital at Home Service compliments the existing Urgent 
Community Response (UCR) and Intermediate care offer and has fostered further collaborative 
working with the Acute Trust. Care Coordination hubs that are data-driven are being scoped to 
facilitate further joined-up patient discussions between organisations to prevent unnecessary UEC 
attendances / shorten length of stay. 

To progress the work, programme oversight has been under development since the Autumn in line 
with emerging national guidance. Local priorities include further building relationships and trust, 
setting our local vision and principles, defining initial footprints for neighbourhoods and agreeing the 
operating model for INTs. 

A Terms of Reference, programme vision, principles and defined pillars of delivery are agreed and in 
place, providing a coherent framework for decision-making and delivery. This has been 
complemented by the development of a programme logo and tagline, creating a consistent identity 
to support system alignment and external communication. 

V      (    F      S    ) 

“Neighbourhood Health means bringing the NHS, social care and community partners together to 
deliver joined-up, proactive care close to people’s homes so they can live healthier, more 
independent lives.” 
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P     p    (G       /V          D        /A      ) 

• P  p   & C           F    : Design services around individuals and communities, not 
organisational boundaries. 

• E   y I            & P         : Focus on proactive care to reduce crisis situations and 
improve health outcomes. 

• C       y E          & C -P         : Work with communities to shape services, 
ensuring their voices guide decisions. 

• E p w       & S pp   : Enable staff and communities to drive change, with leaders acting 
as facilitators. 

• L        & I          C      : Create a safe environment to test new ideas, learn from 
failure, and celebrate progress. 

• D   -D      I p        : Use shared data and evidence to inform decisions and measure 
impact. 

• I         y & I          : Health, social care, voluntary organisations and local authorities 
working together to deliver holistic care that also actively reduces health inequalities and 
improves outcomes for under-served and marginalised populations. 

P          D      y (C          /E       ) 

• P         : Acting early to keep people well 

• P     C          : Defining neighbourhoods and hubs for care closer to home 

• P         p : Aligning NHS, social care and Voluntary, Community and Social Enterprise 
(VCSE) 

• P  p  : Workforce and communities. 

• P          : Measuring outcomes and reducing variation 

 

Next steps are to work with the Health and Wellbeing Board (development session planned for 

January 2026) to progress the interim Strategic Neighbourhood Health Plan, alongside continuing to 

support PCNs with delivering the NHDF.   
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Herefordshire 

Herefordshire place is characterised by its rurality and demography with a greater proportion of the 
population living in areas with fewer than fifty people per square kilometre (described as ‘very sparse’) 
compared to any other county in England. This presents particular challenges for service delivery in 
the county.  

Herefordshire’s age structure remains older than nationally, and numbers of older people will continue 
to grow at a faster rate than nationally.  In 2023, 27% of Herefordshire's population (50,700 people) 
were aged 65+, compared to 19% across England and Wales. 

O   H             P         p (1HP) 

Herefordshire benefits from having several coterminous organisations with one local authority, one 
acute/community provider, one mental health trust (shared with neighbouring Worcestershire) and 
one ‘mature’ GP federation with strong GP leadership (Herefordshire General Practice (HGP).  

Solid foundations for partnership have been achieved over the past five years with weekly meetings 
of Executives from partner organisations at Place via the One Herefordshire Partnership (1HP) 
structure. 1HP is the forum where Place priorities are agreed alongside strategic objectives and 
business cases for service redesign. 

These strong foundations have enabled 1HP to solidify and accelerate the delivery of Neighbourhood 
Health and the NNHIP via the establishment of the ‘One Herefordshire Health and Care Partnership 
Board’ chaired by the new WVT Managing Director, and the ‘One Herefordshire Neighbourhood 
Health Delivery Board’, chaired by the Chair of Herefordshire General Practice, who is a local GP and 
Place based Neighbourhood Health Senior Responsible Officer.  

 

 

Herefordshire NNHIP aim: 

Our aim is to ‘build on strong local foundations of partnership working to enhance our ability to 
operationalise neighbourhood health at pace and test scalable models for integrated delivery’ 
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“Together, we’re creating a Herefordshire that is the best place to grow up, thrive, grow older and 
die well — enabled by integrated neighbourhood teams, empowered communities, where the 

person’s goals or needs are prioritised” 

We will work collaboratively to: 

1. Strengthen Neighbourhood level integrated working by uniting as one multiagency team to 
improve access, outcomes and experience.  

2. Offer coordinated and meaningful care that helps citizens stay well in the place they call home. 

3. Prioritise prevention and empower communities to thrive by embedding community health and 
wellbeing workers within the heart of Neighbourhoods. 

4. Use data to inform our decisions and utilise our collective resources so that people with the 
greatest need receive proactive, personalised and holistic support.  
 

Herefordshire NNHIP Key Deliverables: 

1. Establish and accelerate delivery of a new model of multi-disciplinary integrated 
neighbourhood teams 

• Working with individuals from targeted cohorts (people with multiple long-term conditions 
and rising risk), to provide proactive, planned and responsive care based on risk stratified 
needs 

2. Achieve measurable improvements in health outcomes and tangible improvement in key 
metrics for targeted cohort  

3. Build leadership capacity across the system 

• Strengthen leadership within health, care and the VCSE sectors to drive integration and 
sustainability. 

4. Develop stronger governance and accountability at place  

5. Test and develop new contractual and financial models 

• Explore multi-neighbourhood provider contracts, risk- and incentive-based frameworks, and 
left-shift funding to support integrated, community-based care. 

Commitment 

The Herefordshire approach is being informed by the “Community Collaborative” which is an evolving 
and growing collaborative and open forum for any organisation within Herefordshire Place. The 
collaborative is designed to build on the NNHIP ethos of ‘building a social movement; codesigning, 
learning and sharing, and informing the operational design & development. The collaborative is 
evolving to become community & VCSE led.  

Outcomes 

Herefordshire are developing outcomes to include and closer align the NHDF outcomes to the NNHIP 
outcomes. The NNHIP team are developing localised outcomes which will continue to evolve once 
the teams are operational. The current proposal is set out below: 

1. Developed Integrated Neighbourhood Teams will work as a team of teams for cohorts to provide 
both proactive and preventative care 

a. The person will receive an initial 1-hour consultation face to face with a GP for complex 
medical conditions (or an appropriate MDT/INT member) to meet patient and family needs 
(e.g. social prescriber, Adult Social Care) / Patients will be reviewed regularly in a time 
agreed and by an identified person in the MDT/INT 
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2. Reducing unplanned admissions: by 10% year one, year two 20%, year 30% 

a. All Avoidable admissions will be reviewed to understand cause  

i. Review: year 1 review 25% of cases, year two 50% and year 3 100% 

3. Patients identified in these cohorts will receive care coordination via the single point of access 

4. Community and VCFSE partnerships will provide wrap around holistic support  

 

Herefordshire NNHIP Key Deliverables Progress 

Deliverable Update 

1. Establish and accelerate delivery 
of a new model of multi-
disciplinary integrated 
neighbourhood teams 

• Early adopter INT to operationalise by late January 
2026 

• Operational model in draft 

• Roles & competencies review 13th January 2026 

2. Achieve measurable 
improvements in health 
outcomes and tangible 
improvement in key metrics for 
targeted cohort 

• Analytics group establishing baselines and 
dashboard to enable monitoring.  

• Working with national team to establish baseline 
patient and staff views 

3. Build leadership capacity across 
the system 

• Organisational development approach in 
development with ICB Organisational Development 
team 

• Workforce group established, led by ICB Head of 
Workforce & OD 

• Community anchors group in development with 
VCFSE sector, significant engagement planned in 
Q4 

4. Develop stronger governance 
and accountability at place 

• Complete – new TOR’s signed off at place in 
December 2025, boards commence 3rd & 4th week 
of January 2026 

5. Test and develop new 
contractual and financial models 

• Working with national team to develop  

• Working group established to develop current 
Risk/Gain share agreement between General 
Practice and Wye Valley Trust 

• Working with ICB Director of Integrated Primary 
and Community Services to develop NHDF, based 
on current learning.  
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H                           M     

The future operational model is under development and will be informed by the strategic 
neighbourhood Health plan development and learning from NNHIP and NHDF, and access to linked 
data sets to assess population health needs more accurately. 

Broadly, the model will aim to: 

1. Use data to inform our decisions and utilise our collective resources so that people with the 
greatest need receive proactive, personalised and holistic support.  

2. Offer coordinated and meaningful care that helps citizens stay well in the place they call home. 
3. Prioritise prevention and empower communities to thrive, by embedding community voice and 

coproduction in all neighbourhood priorities, drawing on the “community paradigm” 
4. Establish integrated neighbourhood teams, uniting as one multiagency team to improve access, 

outcomes and experience. 
5. Act jointly on wider determinants of health such as housing, transport, work and children’s life 

chances, building on existing Health and Wellbeing priorities 
6. Keep our workforce well; protect and improve staff wellbeing, culture and retention across 

organisations 
7. Review our estates, establishing the need for neighbourhood hubs to provide effective primary, 

community, social care interfaces, including outpatient reform and integrated urgent care 
8. Ensure resources are allocated in partnership to deliver best value for the Herefordshire resource 

Neighbourhood footprints 

Our starting point recommended by the ‘Joint Strategic Needs Analysis Partnership Group’ is broadly 
utilising current PCN boundaries (North and West, East, South and West, Hereford Medical Group 
(HMG) & Wargrave, Belmont and Cantilupe (WBC) become City) and utilising smaller recognised 
localities within the neighbourhoods.  

 

Population Health Management (PHM)  

Herefordshire neighbourhoods are currently testing several tools for PHM, whilst working with the ICB 
to implement linked data sets to enable true population health. Herefordshire is aiming to complete 
this by March 2026. A place based and cross organisational analytics team has been created to 
support analytics and identification of those at greatest risk.  

Some neighbourhoods are utilising a locally built system called ‘PHM+ which led the community 
collaborative group to begin targeting a cohort of people who have four Long term conditions and one 
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unplanned admission within the last 12 months. The rationale being there will be opportunity to 
intervene prior to further escalation.  

Utilisation of the PHM+ tool identified 1129 patients and highlighted this cohort already utilises a 
significant amount of health care, an average of 9.8 GP appointments per year, however 259 people 
are utilising between 11 and 20 appointments. Snapshots of the last 12 months activity is included 
below:  

 

The PHM+ tool enables us to identify which people overlap multiple target cohorts, from NHDF & 
NNHIP, and potentially prioritise a starting cohort across all three.  

 

 

 

Herefordshire’s South and West Neighbourhood are testing artificial intelligence utilising a tool called 
“Brave AI” which updates the target cohorts based on updated information as it is entered into General 
Practice systems. Learning from all methods of cohort identification will be shared and considered, 
working with the ICB to develop the future PHM tool.  

Public Health Colleagues are producing a document for each neighbourhood as an interim solution. 
This will provide an overarching strategic summary of insights about the area, especially where 
different to the county, which includes informing narrative. 

Dr Minal Bhaki, Director for Primary Care and Community Transformation & the National 
Neighbourhood Health Implementation Programme at NHS England, visited Herefordshire on 11th 
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December 2025, where she had opportunity to meet some of the Community Collaborative 
members and visit some partners sites hearing ambitions for future integration. Her feedback was 
extremely positive, highlighting the positive partner relationships that are leading to transformation. 
 
Next Steps 

• The early adopter INT will operationalise in February 2026 

• A Plan, Do, Study, Act approach (PDSA cycle) through February - April 2026 will continue to 
develop the operational model, resource requirements and begin to inform benefits realisation  

• Ongoing evaluation through Q4 & write up during Q1 of 26/27 to inform scaling. 
 

Key Learning, Challenges and Issues of the Programme Across the Cluster 

Whilst there are many opportunities with the commissioning and delivery of INTs and 
Neighbourhood Health Care, the significance of the transformation needed requires an evolving 
commissioning and provider approach to the high-level potential issues in the following areas, in 
order to enable the anticipated outcomes to be achieved: 

• Partnership integration and commitment to one model, with capacity to undertake the change 
management needed at an operational level. This requires workforce change and organisational 
development support to move specialities to multi-speciality teams 

• Trust between providers is essential for success, with a developmental approach and cross sector 
leadership development being critical to sustainability. Each partner needs to be treated as an 
equal partner. This also requires organisational development support to ensure success.  

• Infrastructure, related to estates capacity for partnership growth in INT, Information Technology, 
shared records and data feeds being live and interoperable with data and analytic capacity to 
support benchmarking, new ways of working and benefits tracking. 

• Workforce capacity within communities to identify needs and respond in a more proactive and 
preventative way. The newly formed cluster, in line with commissioning intentions, intends to 
develop and agree a three year “out of hospital” investment resource that aligns to a financial 
planning framework where there will be evidence of a reduction in acute hospital spend.  

• Changes to contracting mechanisms related to Neighbourhood health, ensuring the capacity and 
capability to develop and deliver contracts with associated risk and incentive frameworks.  

• Staff and public engagement and education of this large-scale transformation programme to 
ensure effective changes in resident access to services. 

The newly formed cluster will work collaboratively with all partners over the coming months to 
formulate enhanced plans to resolve and provide clarity of these issues, enabling the Neighbourhood 
Health programme to move forward.  

Recommendation 

The Boards of NHS Coventry & Warwickshire ICB and NHS Herefordshire & Worcestershire ICB are 
asked to: 

• Note the cluster wide progress with delivery of the Neighbourhood Health Programme 
highlighting the areas within the cluster supported by the National Neighbourhood Health 
Implementation Programme (NNHIP). 


