Creating neighbourhood Health

Planning requirements and approach for 2026/27
and beyond

An opportunity to strengthen our connections as a
system and build on integration



Our story so far..

All
together for
healthier futures.

Mission statement

* Have better outcomes for our children.

Overarching HEWB * Reduce inequalities in deaths
ambitions under 75 years.
* Increase the number of years that people
live in good health.
Ensure our Create an Reduce Promote
children are environment to poverty through  early
System ready to enter give people the better intervention and
priorities education and exit, = opportunity to be employment, prevention measures

and prepared forthe as healthy as they skills, to improve mental
next phase of their lives. can be. and housing. health and wellbeing.
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Joint Health and Wellbeing and Integrated Care Strategic Priorities in a shared strategy

10 year plan will drive this
work forward further and
faster

Neighbourhood planning
guidance key lever for this

FIT FOR
THE FUTURE

10 Yoar Health Plan
for England
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Background

September 2025 - Original neighbourhood planning requirement was shared in previous
Board paper on the future of HWB/ICP which came from the draft medium term planning
guidance which suggested:

Neighbourhood Health Plans will be drawn up by local government, the NHS and its partners at single or
upper tier authority level under the leadership of the Health and Wellbeing Board, incorporating public health,
social care, and the Better Care Fund. The plan should set out how the NHS, local authority and other
organisations, including social care providers and VCSE, will work together to design and deliver
neighbourhood health services. DHSC will publish separate guidance to support their development.

The plans are asked to be:

 Qutcomes focussed

* Accountable and transparent
* Evidence-based

* Multi-disciplinary
 Credible and deliverable

This is a central government ask aligning all relevant departments - it is not an NHS plan. Thisis a
neighbourhood plan that focuses on a person-centred approach, delivered by a multi-agency team.



PLANNING GUIDANCE FOR NEIGHBOURHOODS

‘Guidance for
Neighbourhood
Health Plans

Neighbourhood Health encompasses
NHS, Local Government and wider
partnership (including VCSE) roles and
responsibilities in improving the health
and wellbeing for their local
communities

Neighbourhood Health plans will be
overseen by Health and Wellbeing
Boards in two parts:

A strategic plan covering:

* Agreement on neighbourhood footprints based on natural
communities

* Priority outcomes for place and neighbourhoods (including
NHS mandated, BCF and locally agreed measures)

* Transparency on scope of services
* Agreement on the development of INTs

* Clarity on leadership and accountability arrangements for
delivery

An operational plan covering:

» Working partnership arrangements for delivery

* Timetable for addressing service alignment to
neighbourhoods where needed (eg: PCNs)

* Timetable for implementation of INTs
* An audit of resources that apply to neighbourhood health
and how they are organised

* Plans for the development of sustainable Neighbourhood
Health leadership
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Action - Neighbourhood Health Plans

Drawn up by local government, the NHS, and partners
under the leadership of Health and Wellbeing Board

Operational
Neighbourhood health
plans

Underway - finalised by
Place Q2 2026/27

e Clarity on footprints

e Show priority outcomes for both place
and neighbourhood - NHS, BCF, local

e Agreement of plans for INTs

¢ | eadership and accountability for
delivery

¢ Governance model through HWB, joint

leadership

Strategic Plan

April 2026

Better care fund:

BCF will transform into a new Integrated Care Funding
Framework, beginning in 2026/27.

Neighbourhood health plans should set out how HWBs are
planning to use this to help achieve their goals for
neighbourhood health, with a specific focus on
intermediate care and other services that involve
integrated packages of health and social care to help
people maintain or recover theirindependence.

¢ To include full timetable for
service alignment to

All partners are expected to
have clear accountability and
roles within the delivery of
integrated neighbourhood
teams that focus on person
centred care with clear
commitment from the
respective leadership teams.

neighbourhoods and
implementation of INTs

¢ Plans for sustainability of
neighbourhood health leadership

e Clarity on finance and resources

Key policy documents:

Medium term planning framework -
delivering change together 2026/27 to
2028/29

Strategic commissioning framework

DHSC guidance expected to explicitly set
out the requirements


https://www.england.nhs.uk/wp-content/uploads/2025/10/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29.pdf
https://www.england.nhs.uk/wp-content/uploads/2025/10/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29.pdf
https://www.england.nhs.uk/wp-content/uploads/2025/10/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29.pdf
https://www.england.nhs.uk/wp-content/uploads/2025/10/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29.pdf
https://www.england.nhs.uk/wp-content/uploads/2025/11/PRN01836-strategic-commissioning-framework-v1.pdf
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Data and intelligence

Data sharing is crucial for a high functioning neighbourhood and system - both across NHS bodies and
crucially between NHS bodies and other partners such as local government, social care providers and
VCSE delivery partners.

PHM steering group now re-established to work as system to draw together data priorities
Understand neighbourhood data

Draw together conversations on data linkage and PHM tools - to ensure we are working collaboratively
to move things forwards

Will support ongoing infrastructure needs for neighbourhood and place through C&P PHM workplan,
including actions for C&P analysts group

One version of the truth



Who:

Delivering this ambition will require a new commitment to partnership working across local
partners, with the needs of neighbourhoods placed front and centre. This includes:

* local authorities as commissioners of public health services, adult social care, children’s
services and as champions for better population health, including housing and other services

* |CBs as strategic commissioners of NHS services

* GPs and other healthcare professionals, public health professionals and social work
professionals, who understand people’s health and care needs

* the voluntary sector who build trust with local communities, shine a spotlight on lived
experience, and support people who need it most

Partners should work together to develop and deliver services, whether that’s a service within a
neighbourhood to serve the specific needs of a local population, or a service across
neighbourhoods to provide support at scale.
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N.B. the national neighbourhood health improvement programme (NNHIP) is providing us with key
best practice examples we can draw upon for ideas i.e. Cornwall
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NHS Planning for the next 3 years: 2026/27 — 2028/29 /F=un

people who have moderate to severe frailty,

3. create an overall plan to more effectively manage the needs of these high

e Planning
In implementing neighbourhood health, the From April 2026, ICBs and relevant NHS providers should: Elsgnmhirigﬂr( =
immediate focus must be on: 1. identify GP practices where demand is above capacity and create \Raez s
» improving and tackling unwarranted variation a plan to help decompress or support to improve access and
in GP access for the whole population reduce unwarranted variation
» reducing unnecessary non-elective admissions 2. ensure an understanding of current and projected total service utilisation
and bed days from high priority cohorts — and costs

people living in a care home, people who are
housebound or at the end of life

» enabling patients requiring planned care to
receive specialised support closer to home

neighbourhood teams, ideally contract-based,
working with local authorities and starting in areas
of highest need.

priority cohorts and significantly reduce avoidable unplanned admissions.
These plans should be consistent with national standards for urgent
community response services, which require 7-day availability and rapid
response. Systems should ensure funding and commissioning covers a
minimum 12 hour “community urgent care” offer, supervised by senior
Plans should also include establishing integrated clinical decision-makers and operating at a multi-neighbourhood level.

Local ICBs must confirm how this will be resourced and delivered

Four National frameworks & archetypes are being produced (expect in Nov 2025?):

Draft model National neighbourhood health Model system archetypes - outline

neighbourhood planning framework, co-produced different archetypes for the commissioning

framework, incl definitions, with the LGA and LA colleagues, setting out and provision of NH services, including the 3
goals and scope of how the NHS, in partnership with LAs and new contract types: single and multi-
neighbourhood health, priority others, can plan for the delivery of the neighbourhood provider contracts, and
actions for 2026/27 broader set of neighbourhood goals integrated health organisation contracts

Model neighbourhood health

centres archetypes - describe

different archetypes of provision of NH
services that can be used to inform the
better utilisation and enhancement of
existing estates and new-build solutions
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Key messages:

An opportunity to strengthen our connections as a system and build on integration

This is about neighbourhood delivery by all partner services to a clear set of outcomes.

This will require some detailed collaborative planning to deliver.

All partners are expected to have clear accountability and roles within the delivery of integrated
neighbourhood teams that focus on person centred care with clear commitment from the respective
leadership teams.

This is fundamentally about making a material positive impact for our residents by working together, on the
ground, in a coordinated way.

Proposed plan:

Strategic ask - due by April 2026 - work on our governance model within HWB and how we have individual
organisational and collective accountability for neighbourhood delivery and how this will translate into the
joint leadership of neighbourhood teams. How we use the financial tools and resource at our disposal to
deliver neighbourhood care.

Operational ask —due by Q2 2025/26 led by Place Partnerships - do we truly understand what services are
available now, how do we align them differently over time to deliver a core set of outcomes.

Over to Place Partnerships to describe the role Partnership Boards will play in delivering the above.
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We have established integrated neighbourhoods across

Cambridgeshire and Peterborough

Faith centres /
buildings

Schools

Libraries

Village halls

Cafes

Local spaces
Transport

Children's
services

Adult services

Public health

Social services
health

Hospital 37 :

PR

Pharmacist Paramedic Physiotherapist

4i GP  Nurse Social Mental health
prescriber support

o - - -

@ Primary Care

Networks 75
g
Community Community
Hubs Services

Authorities and community

organisations

n e
Local *% 1 g Voluntary

Community
groups

Social

Faith groups Parish councils enterprises

Patient groups Local clubs

=0 =O=  Specialised
:|::| services

Drug and alcohol
services

Reablement

Mental health
teams

Charities
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Expected delivery requirements in our places for the

neighbourhood health model

Improving people’s health and wellbeing in the broadest sense and in a
way that addresses health inequalities

Improving uptake of specific preventative measures

Improving access to core general practice services

Supporting people with one or more long term condition to live
happier and healthier lives

Improving access to specialist opinion and diagnostics in an efficient
and cost-effective way across many specialities, not just for those with
long term conditions

Looking after people with complex needs, particularly older people,
those with frailty and those at the end of life

DHSC and NHS England are establishing the headline
goals for neighbourhood model (due for release in
November). Our current expectation of these goals is
depicted left.

The delivery of the goals requires differential input
and leadership from within our places, with oversight
by the Health and Wellbeing Board. For example:

Goals 1 and 2 may best be led by public health on
behalf of each place with vaccination and
immunisation; screening, obesity/diabetes
prevention services, smoking, alcohol reduction
programmes in each neighbourhood.

Goal 3 is a core planning requirement of the NHS.
Goal 6 is a multi-partner endeavour in supporting
people to stay independent for as long as possible
at home, ensuring a focus on people’s capacity to
do what matters to them, learning from the
strength-based approaches routinely adopted in
social care.

The planning underway in each place will need to
cover our contribution to these elements.
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Since launching in late 2024, the WorkWell programme has
supported almost 2,200 people who were experiencing health-
related barriers to work to stay in, or return to, work.

t WorkWell

TOTAL P’BORO | FENLAND| HUNTS SOUTH
Referrals Accepted 3928 1858 729 471 870 , .
Participants with a plan 2186 663 506 267 750 We've !rr_‘prOVEd on what matt.ers
Conversion rate 56% 36% 69% 57% 86% to participants - measured using a

Contracted Minimum Target

300

230

200

100

Now-24 Dec-24 Jan-25 Feb-25

Participants with a Plan Actual

Apr-25

m Huntingdonshire m Peterborough mFenland  m South

(data at 31 Oct 2025)

October

tool called MYCaW

212

Count of clients

200 307

b
w
o

—_
o
o

Number of clients

50

Increase in
MYCaW

Decrease in
MYCaW

No change in
MYCaW
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Client Story

Background

Mandy came to WorkWell struggling

with stress, mental health and overall

burnout.

She had recently taken time away
from work to focus on improving her
overall wellbeing but requested
support from the WorkWell
programme in managing her mental
health and burnout.

@ How we helped a The outcome

Signposting to mindfulness and
CBT

NHS resources on identifying and
coping with burnout

Printable action plan to identify
what good wellbeing looks and
feels like inside and outside work,
stresses and triggers and who to
speak to for support

Discussed possibility of a phased
return to work and how to go about
this

Supported by coach throughout
phased return

Mandy’s phased return went
smoothly and after a few weeks
she had manage to increase back
to her full working hours.

Mandy thanked her WHC for the
knowledge, support, and
empowerment she had been
provided and the flexibility offered
with her appointments.

Mandy had achieved her goals of
improving her overall wellbeing
and returning to her full role. and
was successfully discharged from
the programme.
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EXAMPLE

We are wrapping proactive, personalised
support around people with increasing frailty

through multi-agency teams focused on
wellbeing and activation

Building on new care models we co-designed with a wide
range of system partners this year and learning through

pioneer initiatives.

NORTH: Neighbourhood Pioneer Programme
NNHIP MDT Process vzzs102s

[ 3.sharedrecord | | 4. Triage bl 5. PCSP

[ 1:Cohorn ] [_2.Consent | [ 6. MDY Working | [7-Review )

Partner org see
cons dr
PCF{?e onalised Core o1.oNT<_ascloa<! Case conference

patient Agree who, based
record and have port needs
abo ’ Lships.

}OU placed to complete g
Initial Clinical review }OU

» A% 259 98 2 9

¥ Refer ptinto *What's important to

called with relevar

ers to discuss
needs and assign
actions

spport needs

GP Data- >
and

Ident

Q »

Multiple LTCs

k consent to be
supported by INT

Q- What does Update on gools/ plon

. - -Structured Medication the person
LEon el Gave R i bt Ve dossoanonroe
atsade and local charities to quality G fentone forhe peman Q-va:;tcioes Wh:x dloe; INT think
« Complex Connuct yourto help and assurance -Imms and Vaccs +Strengths and INT ihink i Ralse
Adults iiport: Areou heph eg. -Support needs capabilities > = i Py B
«Whaot's working / would help? What s agreed next step?
for me to share your ethnicity Q-Whois Who needs to be kept

not working
name, age and a Outcomes and doing what? informed of plon?

summary of your health goals -Update plan Set date for next review or
nd care needs so we = s

2on help you to de\::lop b o e s i

: «Escalation plan -Update plan in JOY

your:_arc and support oMy CAW -MyCaw follow up

plan? eActivation Score i 5 Patient survey

s -Information
ENABLERS  -Shared Privacy Notice  -Agree ~Clinical 5 sharing

referral Templates? P care @ -Agree mechanism for
mechanism and support plan for partners booking in review dates/
for partners to Template toaccess MyCaw Round 2
referinto MDT PCN JOY

&. MDT Meeting

+  ASC/Reablement
*  Local VCSFE

. CPFT
*  Specialist
= GP/ACP

*  Social Prescriber
+  Other

A
&3

Point of escalation where
person is deteriorating.
INT comes together to
problem solve and
identify creative
solutions.
~Agree/assign actions
-Update plan in JOY
-Bring back to next
meeting with update if
required

- SOP with partners
around MDT working

A severe frailty care model for consideration (’*

g i Cnnrdinatszil-lt:;::d specialist o — Underpinning Principles
3 Prevent deterioration, early 5 Acute management. Support
H intervention, personalised care frailty care & urgent responses. stabilisation & de-escalation of need.
Manage complex cases. We will:
HIU Hubs Integrated and Multi-disciplinary Hospital based care: o
Multi-disciplinary, multi-agency team: Coordinati « Acute frailty teams o Assess needs of individuals
undertaking CGA and ACP & delivering Teams coming together to coordinate in holistic ways.

personalised care. Input of: intermediate care, specialist

: ‘;"t n interventions and rapid response Organise and provide care
istrict Nursing pivhonly presnee

« Social worker < eraitey MDT in joined up ways.

+ Carehome +  Intermediate Care Teams .

. ;:’S‘"E ""{"E‘EE"‘ + Urgent community response e.g. 2 Public health & prevention strategies Co-produce care plans with

« Pharmacist - e, ‘ A o

- VCSE sector . CT;S:F\;:::"SE « Prevention schemes — nutrition, input of patients and families.
S+ Socialprescribers et fran exercise, social engagement
5 + Specialist frailty nurses
2 L e ety [\ B e e
4
g . . .
3

A moderate frailty care model for consideration ("
Essential skills

@ cea, ACP
O Falls risk assessment 1. Neighbourhood 2. Place

Coordinating interventions for those
with increasing frailty, preventing

Underpinning Principles

Early identification, preventing
deterioration, maintain independence

Purpose

& Personalised care pli

@ Social prescribing an ey We will:
Integrated Neighbourhood Team Integrated and Multi-disciplinary Hospital based care: ey
'y, multi-agency teams c « Acute frailty teams o Assess needs of individuals

identifying, assessing and preventing Teams coming together to coordinate in holistic ways.

deterioration. Input of: Intermediate care, specialist i

. oGP interventions and rapid response “ Organise and provide care

« District Nursing services, o in joined up ways.

« AHPs « Frailty MDT (GP, Geriatrician, E HE"Q

* Care coordinators/.frailty link Frailty nurses, AHP, Social workers, — 2
workers dementia specialists) Public health & prevention strategies e Co-produce care plans with
Mental health and wellbeing support | « Rehab & Enablement * Prevention schemes — nutrition, input of patients and families.

§ * Social prescribers * Falls prevention (inc assessment, exercise, social engagement
% Pharmacist exercise and modifications) Provide personalised care at
&+ vosesector + Virtual wards all times and reevaluate
5 * Urgent communtty response
o needs regularly.
Essential skills Essential skills Essential skills
@ Eearly frallty detection o

@ Falls prevention making moderate frailty using population throughout our workforce
@ Proactive care planning to avoid © Frailty monitoring health analytics
xiskh slusties @ ntermediate care coordination

@ MDT working & shared d f people wi e Embed cultural competency
@ soctal prescribing and carer support @ early intervention for cognitive G fidoress Inovalities

interventions decline access and outcomes
DR SRR @ Integration of physical and mental
@ Optimising medication incl. Haaith sipport
reducing polypharmacy

SOUTH: Locality Wellbeing Forums

’;.’ Integrated Neighbourhood
ECDC - g \ ‘ Ch!ldren s \
Vicising . & Family's w PCN Social . -
& PECT - Social Pves(nbers
\ 74 (G ” ‘
Communltv
connector
\ Je

Nelghbourhoo
Carers
lead

_J Sharing Local/National ]  seryices and
- Y rosether professional and Charities & support from the
lived experience Eunes orgs attending
the Hub

Role generosity,
Homcstart staff sharing
expertise,
advice, and local
knowledge Ehpcity

Short breaks, Neighbourhood

REDs, VCA personal / N

budgets sanctuary

Housing

\ \ r\ ,Dmg i \
’ ’ IN Practice Alcotol
The vamly(dre Gm,ammn Lead & IN Recovery o =
) j Lighthouse Muwwn (pFT Project W ﬂ ‘




Key Questions:

- How do we approach this through genuine collaboration with a strategic plan that we all own?

- How will we drive the development of a collective data set that enables our MDTs at neighbourhoods to
work effectively and enables the HWB to measure success and productivity?
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- How do we align our planning and service provision to a neighbourhood model?

-  How will we progress our commissioning of neighbourhoods together? (e.g. BCF/Section 75 and additional
opportunities)
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How will we collaboratively hold the pen?

STRATEGIC PLAN

Nov
2025
|

April 2026

HWB Leadership MDT Workshop
Development -  Who will lead what?
Session - Accountability profile

- Key - Funding opportunities
considerations
/ next steps

OPERATIONAL PLAN
Nov

\ 4

Co-production of plan/
Touchpoints of leads

>

HWB Board sign off

Q2
26/27

12025
: |

HWI:% Development

l l

Session ” Place Partnership Boards -
- Confirm Place Operational Plan Development

approach

>

HWB Board sign off

y
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