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Policy into practice

Summary letter from Lord Darzi to the

Secretary of State for Health and Social
Care

 The government’s health mission: ... INHS|
* from hospital to community Reforming elective o Erl:i.ni
* from treatment to prevention carefor patients
 from analogue to digital Community Health Services
Universal Offer
« 25-26 NHS planning guidance, Better Care sk
Policy and the Neighbourhood Health o
guidelines highlight that the NHS 10-year 2025126 pricrties and
plan will describe a ‘shift’ to Integrated guidance

Neighbourhood Health.

Neighbourhood health guidelines 2025/26 h




NHS Operational Planning Guidance

4 key priorities:

Reduce the time people wait for elective care

Improve A&E waiting times and Ambulance response times
Improve access to general practice and urgent dental care
Improve patient flow through mental health crisis and acute
pathways and Improve access to C&YP mental health

Alongside:

* Addressing inequalities and shift towards prevention

* Living within means, reducing waste and maximising productivity
* Making the shift from analogue to digital

BCF Policy Framework

4 national conditions:

* Jointly agreed a plan (between ICB and Local Authority)

* Implementing the 2 BCF policy objectives*

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

* 2 Policy Objectives:

» Reform to support the shift from sickness to prevention

» Reform to support people living independently and the shift from
hospital to home

25-26 Core Publication Overview

Neighbourhood Health Guidelines

6 initial core components:

* Population Health Management

* Modern General Practice

* Standardise Community Health Services

* Neighbourhood MDTs

* Integrated Intermediate Care ‘Home First’ Approach
* Urgent Neighbourhood Services

With a specific focus for 25/26 on supporting adults, children and
young people with complex health and social care needs who require
support from multiple services and organisations

Community Health Services Guidance

Describes the core components of NHS ICB-funded community
health services for C&YP and Adults across England, that should
be considered in every neighbourhood including:

* 9 categories of Community Health Services for Adults
* 5 categories of Community Health Services for C&YP

With a view to codifying community health services as a mechanism
to supporting demand and capacity assessment and planning with
providers & ensure the best use of funding to meet local needs and
priorities.

....With NHS 10 Year Plan due to be published in Spring 2025




Neighbourhood Health

In 2025/26 NHS and social care work
together to prevent unnecessary time
In hospitals or care homes

Next 5 years strengthen out of hospital
care and connecting people to wider
public services and third-sector

Warning - overloading the concept of
neighbourhood working so much that it
becomes anything and everything (or

nothing at all) — agree what it means!
(King’s Fund, March 25)

NHS and soc

ial care

working together to

Strengthening prlmary and
e t

community based ¢

o enable

ppltb pptd
I r to home or work

Connecting people access
care to wider public services an
sector support, including soci
health and other local govern

ing health and

d third
ial care, public

ment services



INH 6 core components

Population
health
management

é )

A person-level, longitudinal,
linked dataset of all health
and social care data,
underpinned by appropriate
data sharing and processing
agreements, expanding to
wider public services over
time

J

A single system-wide PHM
segmentation and risk
stratification method, e.g.
via Federated Data Platform

\_ J/

Modern general

practice

ICBs should continue to

support general practice

with the delivery of the

modern general practice
model

This model should
streamline care, improve
access and continuity, and
provision of more proactive
care

\_ J/

Standardising
community
health services

é )

Utilisation of the
Standardising community
health services publication
to maximise use of funding

for local needs and

priorities, including

commissioning of
community health services

Connect mental and physical
health services to ensure
complete provision, and link
with the VCFSE sector

Neighbourhood

multidisciplinary

teams (MDTs)

( )
Multidisciplinary

coordination of care for
population cohorts with

complex health and care or
social needs who require

support from multiple
services and organisations

\_

( )

A core team assigned for
complex case management,
with links to an extended
specialist team

\_ J

( )

A care coordinator assigned
to every person or their carer
in the cohort as a clear point
of contact

\_ J

Integrated
intermediate
care

Short-term rehab,
reablement and recovery
services delivered under a

therapy-led approach

Home First approach to
delivery of assessment and
interventions, underpinned

by step -up referrals and

step- down planning directly
between community and
acute services

\_ J/

Urgent
neighbourhood
services

é )

Standardise and scale
services such as urgent
community response and
hospital at home, ensuring
alignment with local
demand, and with front-
door acute services such as
Urgent Treatment Centres

\_ J/

é )

Involve senior clinical
decision makers as part of a
“call before convey”
approach in ambulance
services, and enable
healthcare staff and care
home workers to access
clinical advice without
needing to call 999

\_ J




Population health intelligence
Focus on the greatest needs

Develop intelligence on the population — Population

[Q\ﬁ% health information showing state of population health
m m M and identifying groups most at risk.

Focussing on high risk groups — People with complex

‘wl health and care needs who require support from multiple
organisations. This cohort has been estimated at around
7% of the population and associated with around 46% of
hospital costs — NHS England.

Design and adapt - Using the outcomes of this to define

E'G-' the key issues and target required action based on the
I__._LI evidence. Mapping what services are available now.

Low need,
Low need, no primary
chronic care only,
conditions single
condition,
1 2 3
Very low Low use, Managing
use; no average \Il:g\q'
chronic primary chronic
condition; care, condition in
younger younger primary
care; low

use

Moderate
SO Wway in one or n'::
primary care F High need in Highest need in
only, multiple = m"' some settings most settings
conditions Jiti
Managing Higher Raised GP;  Migher GP, High Highest Highest
multiple ALE only, higher prescription, emergency need in need in
chronic no chronic  prescription; A&E; some Care; raised GP most most
conditions conditions; some outpatients; Presc riptions; settings, settings
in primary mostly  outpatients around 2 higher not acute, including
care; young 1 chronic chronic outpatients, oldest acute;
older condition; conditions  few chronic oldest
older conditions;
young

‘[One of the]essential steps for delivery of
integrated care...requires an understanding
of the population and their needs using
integrated data-sets’

Lord Darzi — 2024 Independent investigation of the National

Health Service in England




Population of focus
65+ people with complex needs (now and 2035)

656,000 residents (+167,000)
177,000 classified as frail (+46,000)

X10 use of UEC services (housebound)
46,000 living with loneliness (+12,000)
39,000 confined to house (+9,000)

44% of all hospital attendances
conveyed by ambulance are for 65+
37% of 111 calls are from most deprived
areas (+11,000 calls)

36% of Category 1 and 3/4 999 calls are
from most deprived areas

460 extra days in ambulance
conveyances of Category 1 and 3/4 calls

L

C

o o

Pop health stats

On average accounts for 23% all ED
attendances

> 1/3 of Type 1 A&E attendances from
most deprived areas

+18,000 attendances and +£4M in Type
1 A&E attendances

On average account for 44% of all hospital
admissions

31% of 0/1 LOS are from most deprived
areas

+8,155 patients per year (22 per day) and
+£76M in Emergency Admission costs




Identifying our opportunity to do ‘better’

Proactive preventative and urgent responsive care

* PoP health stats
* 29.5% of all A&E attendances were
recorded as having ‘non-urgent’
= — illnesses
« 570,000 people in NENC eligible for E i * 51% of UTC attendances were recorded
proactive care: as having ‘non-urgent’illnesses

 QOver 8,000 had five or more
A&E attendances

* 6,000 were admitted for an

avoidable condition « Ofall admissions, 10.2% were avoidable
with an average length of stay of 5 days,

which equates to 191,230 bed days
* Nearly 36,000 emergency spells for
* 26.9% of ambulance Cat 3/4 calls G people with palliative care needs per year
result in conveyance to hospital o o

531 people were in a hospital beds with
NCTR week ending 5/1/25




Policy to framework

Urgent
neighbourhood
services

Integrated
intermediate
care

Neighbourhood
multidisciplinary
teams

Modern general
practice

Population
health
management

Neighbourhood Health

Urgent Care A

(SDEC, UTC,
;)

Home-based

Urgent Care

(UCR, Virtual
Wards)

Care Coordination Hubs
(Care Transfer Hubs)

GP

Pharmacy
Optometry
Dentistry

RECOVERY

= CARE

(Home
First)

Housing
Planning

Employment

Mental
Health
Crisis

Teams_
Proactive

Ambulance
Paramedic

Hospital
Care

Community Specialists
/ Diagnostics

Community

Transport
Leisure
Police / Fire

and Mental
Health 0
Services

Public Education
Health Schools

Treatment to Hospital to Analogue to
prevention community digital

Integrated access via care
coordination — step up and
step down from crisis to
recovery and prevention

Integrated delivery — person
centred, proactive/
preventative MDTs and
urgent responsive services



NENC ICB INH 25-26 Strategic Focus

Neighbourhood Health

Health

Crisis 999
Ambulance
Paramedic

Urgent Care

(SDEC, UTC,

Hospital
Care

Care Coordination Hubs
(Care Transfer Hubs)

Community Specialists
/ Diagnostics

o p Teams
armacy 1 e
Optometry roa Ct‘\’

Dentistry

RECOVERY

. CARE
.

(Home

Housmg Transpon
el el B P
Employment § police / Fire

Focus on older people with complex needs (frailty)

Focus on LDT planning for:
* Integrated, coordinated planning and
commissioning to enact the ‘shift’
* Integrated access via care coordination — step up
and step down, intermediate care
* Integrated delivery — person centred, proactive/
preventative MDT approach

Focus on an ICS level framework:

* Year 25/26 plans building up to the 10 year
ambition, based on the 6 core components of
Integrated Neighbourhood Health articulated at
place.



Neighbourhood Health

Policy to people

An older person with complex needs

A person becomes unwell at
home with a water infection,
confusion and a temperature.

CCH send an Urgent Responsive
Care team in 2hrs, offering point

The Acute Frailty Service initiates

Mental

Health

Urgent Care ' Self-care

(SDEC, UTC,

ARl)

Care Coordination Hubs

(Care Transfer Hubs)

Ambulance
Paramedic

Acute
Hospital
Care

Community Specialists

/ Diagnostics

; 3
7o, — e
Fctive preve™

%m

Their family check their NHS appt
and ring the CCH which accesses
the person's records

of care blood tests and a bladder
scan. The person wishes to stay at
home

IV therapies, delivered by the
community pharmacy, an urgent
care package for overnight and
provides monitoring technology

Over 7 days, the person improve,

mental health liaise offer support

for delirium and a digital holistic
needs assessment is started.

After 7 days, the neighbourhood
proactive care team completes
the assessment, and a digital care
plan is shared to all services and
the CCH

The person's house is equipped
for independence and offered
home-based reablement. The
community mental health team
diagnose dementia and the MDT
rationalised medications

A person is given an urgent
community scan for worsening
blood test and speciality advice

and guidance recommends a
catheter initiated by the
continence team.

Age UK, part of the MDT offers
drop-in support and activities for
mobility and memory. The
person's care coordinator starts
advance care planning

After 12months of wellbeing and
support, the person dies
peacefully at home based on his
wishes and his family are offered
bereavement support.

GP
Pharmacy

Optometry
Dentistry

RECOVERY
CARE

Teams_
Proactive

Community

and Mental

(Home

First)

Housing
Planning

Employment

Health <

Services

9ctive preve™

Transport

Leisure
Police / Fire

Public
Health

N

Education

Schools




Policy to people

An older person with complex needs

4 N
A person becomes unwell at home

with a water infection, confusion
and a temperature. Their family
check their NHS appt and ring the
CCH which accesses the person's
records

\. J

CCH send an Urgent
Responsive Care team in
2hrs, offering point of care
blood tests and a bladder
scan. The person wishes to
stay at home

( )

The Acute Frailty Service initiates
IV therapies, delivered by the
community pharmacy, an urgent
care package for overnight and
provides monitoring technology

\. J

4 )
The person's house is equipped for

independence and offered home-
based reablement. The

community mental health team

diagnose dementia and the MDT
rationalised medications

. J

4 )
After 7 days, the

neighbourhood proactive
care team completes the
assessment, and a digital care
plan is shared to all services

and the CCH
§ J

( )

Over 7 days, the person
improve, mental health liaise
offer support for delirium and

a digital holistic needs

assessment is started.

(A person is given an urgent h
community scan for
worsening blood test and
speciality advice and
guidance recommends a
catheter initiated by the

\_ continence team. )

-
Age UK, part of the MDT

offers drop-in support and
activities for mobility and

memory. The person's care

coordinator starts advance

care planning
. W,

~N
After 12months of wellbeing

and support, the person dies

peacefully at home based on

his wishes and his family are
offered bereavement

support.
\_ W,




Policy to practice
An older person with complex needs

NHS
o
Realistic Medicine:
Taking Care

Chief Medical Officer for Scotland
Annual Report 2023-2024

People - Planet - Progress - PUrpose

(G REALISTIC S Scottisn Govemmaent
(2 CiNe B RN SN TRAS

{""“"’ﬂ nn n-%

Proactive Cars Pethway: Healthy Ageing
and Supporting People Living with Frality

Mgl JOTE

Apn sk by
Simr P ot ity CHmomr st e v o SR CHOV

Care Coordination Hubs
(Care Transfer Hubs)

Wellbeing

TODAY

A New Care Paradigm for Older £ngland
People Living with Frailty

TOMORROW

“The Frail Elderly’
(i.e. a label)

e ~

“An older person living
with frailty”

\(i,e, a long-term condition)

Mental

Health

T Crisis

Urgent Care

(SDEC, UTC, Ambulance Hospital-based: episodic,
Paramedic

Presentation late & in ) (" Timely identification for )
crisis preventative, proactive
(e.g. delirium, falls, care by personalised care
immobility) J \ and sug% Eglannir_\g J
™ e )
Community-based,
- - N person cenfred, co-
SLTLsiie & Gletriizs. ) |_ ordinated care & support

Acute
Hospital www.england.nhs.uk

With thanks to John Youné5

Care

Community Specialists
/ Diagnostics

Care
';argetecti Coordination
uppor & Continuity

Pt i P Teams
harmacy r ive
Optometry ocacti
Dentistry
RECOVERY

caRE

(Home

First)

Community

and Mental <
Health

Services

/e o
o - 2
“Fctive preve®™

Local plans are in place:

] freeepon Public Education
Employment ice / Fire Health Schools .
* Urgent Responsive Care

* Proactive Frailty Care




Neighbourhood Health

Policy to service planning
An older person with complex needs e.g. South Tyneside and Sunderland

INHS!
South Tyneside and Sunderland
Local INH blueprint themes
Virtual Wards, UCR & CCH (iSPA)
Update .
March 2025 * System approach, frailty focus

* Metrics relating to reduction in unplanned

admissions, workforce numbers,
exCellence investment in VCSE, LAWP metrics.
* Local governance support structures
* Improving MDT care co-ordination for
S frailty
[ — * Development of proactive, personalised
- . = : care approaches

* |dentified risks — workforce capacity,

engagement, system pressures impacting
on ability to drive change, culture and
attitude.

egrated Neighbourhood Healith — DRAF | FOAF
outh Tyneside

© Crown copyright and database rghts 2025 05,




Neighbourhood Health

ency ang
52 UrQ@

Policy to Strategic Commissioning =
Frailty: Whole pathway of care

e i S
Cace; 2
Fctive preve™

-——————— S

| Frailty identification and validation

|
Fraitty assessments underaken I
|

le——_——-—- - —a I Frailty seventy - G wia climical
L Hild Hodemie Sever
Genatic assessments
Femsonalised cane and suppart planning
Smakding e aton Pobyphammicy snd Cam coominated through mulidisciplinary eams
medication revews
Sioohol consumption
Falls sk assessments Prefemed Place of death Dying I":::t::;‘u pisce I
Vaccinations
Physical actity Advanced care planning and sharng of plans
AY
Healthy Ageing Moderane!
JEve trall Mild Fraitty End of Lile
\ Loneliness Polypharmacy and medication mvicws
WWelgntmanagEment Depmssion Dementia diagnosis
Physical Social prescribing Hospital discharge
Cancer'dementia diagnosis
Dementia diagnosis Rehabilitation
Readmissions
Outcomes of interest across all patient cohorts I |_ - _Hu;;f;;;pa:m_mn:\anu;m: - _I
| Measuring what is impartant to an individual |
UCR referrals Category 3/4 ambulance calls
I I Patient quality af e Achievement of goats I
ARE attendances  Unplanned admissions | I I
I L Dying in prefenmed placs of death Caner quaty of e r

Hespital Length of stay Years spent in goed health



Neighbourhood Health

Strategic Planning

Insights and intelligence

Step 2 Brastdonn Patents

* Proactive Care Dashboard in II“"I ——-eI-
Primary Care suite on RAIDR — |
— lens of frailty, health I I D A e—
inequalities and secondary a1 |||||I||- D —
care activity. = 1= =

Fapia Ackratio nsgnl Oming Reom

* Frailty intelligence reports to
help places better improve
the identification and
diagnosis for frailty —
segmentation / risk
stratification

Segmentation and
health activity

Activity by segment

* NENC isincubator site for
national PHM tool
development




Neighbourhood Health

ency ang
2 Y7o,
. .

Strategic monitoring and evaluation SR
Measurement and outcomes :

Living and Ageing Well Dashboard

Proactive Personalised Care Urgent Response Care Hospital Discharge and Recovery
e Care Home residents contact with ‘health services’
G o At s 1 el Doy T [ e s ol i XSt /8 cat €0 Rowitafl (B8 st Wacd Occapaacy. B (508 B NCTR [vg e Monsh)
Total contacts
sy 25| July 2023 to June 2024 inclusive
R i £ 40,000
fe Gatesh 2083 36,715 Care home
S 35000 Za population — 18
ihumberiand and North Tynsside days (5%) of their
= 30,000 .
uth Tyneside and Sundertand . “ ar year spentin
esvalley - 13,066 — - ‘acute health
unty Dutham and Dariington NS Foundation Trust ‘ services’.
20,000
o — Ll Further analysis
) R . N s 15,000 on ‘missed
~fi o s . - R 4,258 PR
- / e o - opportunities’ to
S : v v ' 7.744 be undertaken
o a1 : : - /| ek N 20
om% | 1as% | [ \| - . A X 133% | s8o% ~ " osx % /N '
)
CSDS (UCR only) Hospital SDEC Zero LOS
Avoidance Admissions EDIUTC MHSDS (Crisis Team) See and Convey Total

‘Right Place - UEC mismatch’

] NENC Hospital @ Home ... B NENC Out of Hospital D... [ NENC Ageing Well Dash... [ NENCIDR Performance .

NENC NENC NENC IDR
Hospital @ Home Out Of Hospital i Performance




Neighbourhood Health

Measurement and outcomes
An older person with complex needs

Health Inequalities

Proactive Preventative Care Urgent Responsive Care FRAILTY OUTCOMES
Frailty assessment / diagnosis % reside criteria + DRD | Lives spentin ill-health l
T Frailty prevalence
Vaccination uptake PH budgets
Days in dwelling of choice
Falls, SMR, depression, dementia UCR /VW referrals Social Isolation
Social Prescribing Ambulance C3/C5 + 999 falls Care Home placement
MH access A&E attendances > 65year Reablement at 91 days / outcomes
Place of death
Personalisation — choice / SDM / continuity SDEC frailty - SAMIT 75 - - -
Quality of life / experience - staff / person

PCSP + Advanced Care Planning Admissions ACSCs/ Falls /End of Life | Winter fuel payments |

Real-time meaningful measurement “What Matters’ outcomes



Neighbourhood Health

Strategic procurement of services
Desighing services, shaping supply, capacity and demand

* Designing service
e Supporting organisational delivery across best practice and sharing (working groups)

 Capacity and demand
* Formal planning, trajectories
* Informal 1:1 with providers, understanding true demand and workforce capacity

e Contractual and funding levers
* Use of incentives and outcomes-based payments
* Align contract specifications to develop ‘whole pathways’. For example, contract shifts

General Practice

Public Health / LA VCFSE - Acute and Community Ambulance Social Care
rimary care
f S ) f . ) f Proactive Care ) é ) é ) ( )
Communication on Screening for Screening for frailt
staying connected, loneliness and CGA (f llg medi iny, D2A /Intermediate
active and healthy bereavement ( :ncsi"M DeT cine) Acute Care Service CAS Care
- (align frailty SDEC, (align ambulance CAS (align WITH care
( U c Servi ) VW, UCR and WITH ‘offer’ WITH local homes, domiciliary
i ivi rgent Care Service ity-
Advocacy and financial Social connectivity g OOH GP) SPOAs) and community
support WITH SPLW in primary GP /Pharmacy WITH therapy / nursing)
care UCR/SDEC/UTCs /ARI
L J L J L J \ J \ J \_ W,




Enabling Neighbourhood Health
ICB actions for 25/26

* 3 key reflections from partners — NH isn’t new, risk are clear, frailty

insight and performance is helping us move from ambition to
action
Agree strategic principles, outcomes and ambitions across
priority populations
Explore further strategic enabling functions —insights,
measurement, learning and sharing, funding, ICS-partner
engagement and planning
Re-fine role of place-based committees — local design, oversight,
commissioning, engagement with HWB and public
Over the coming months, the Living and Ageing Well Partnership
via Local Delivery Teams will continue to support service
development:
* Finalise place-based blueprints for Neighbourhood Health
* [CB events in May to support proactive care for frailty/ Urgent
Responsive Care Model .
* Use ourdata insights to drive improvement across all
localities.

Population
Health
Management

Modern General
Practice

Standardising
Community
Health Services

Neighbourhood
MDTs

Integrated
Intermediate
Care ‘Home
First’

Urgent
Neighbourhood
Services

Core 25/26 priorities (examples)
Components

PCN DES CAIP requirements to identify cohort of patients for
risk stratification 25/26 (frailty) - provide data to practices and
PCNs (via proactive frailty RAIDR tool) and support national
incubator PHM tool development

Workforce - Increased care navigation through training and
development

Estates - Increasing clinical space to deliver appointments/
MDT working (f2f and virtual)

Primary Care Digital First - maximizing use of tools
Pharmacy First - expanding uptake of the offer for 7common
conditions

Develop understanding of financial, capacity & demand and
gap analysis baseline for community service universal offer
across system aligned to local commissioned service review

Deliver system wide event to share best practice, identify
opportunities, role in providing home based preventative
model of care and consider development of commissioning
framework

Develop plans (output to be determined) inline with ICC
(aligning of Care Transfer Hubs with SPOAs) and national BCF
and IMC policy

ARI /Virtual Ward / UCR and Acute Frailty SDEC - develop
specification for approval

Care Coordination- ‘urgent care’ assets aligned to capacity &
demand modelling (planning assumptions) with SPOAs and
bespoke work on care home population



INH - board development discussion (themes)

* Overall approach
* ‘Form’ versus ‘Function’ perspective?

* Prioritisation
* Older people with complex needs versus other population cohorts?

* Oversight and development
* LAWP plus cross-sector development group?

* Develop a INH commissioning framework e.g. frailty exemplar
* If so, how to make this happen?
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