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Neighbourhood working describes a way of working where 

neighbourhoods - often self-defined and often hyper-local - and 

statutory services, work together to improve the health and wellbeing 

of their population. Neighbourhood working involves statutory and 

non-statutory stakeholders bringing their assets, capability, capacity 

and experience to a common goal. The exact membership of any 

neighbourhood working example may vary according to the scope and 

maturity of the work.    NHS confed 2024

An ‘Integrated Neighbourhood team’ comprises a group of 

professionals from across primary/ secondary/ community/ local 

authority/ charitable sectors who come together to share joint 

responsibility for a cohort of people in their locality.

 These cohorts might be identified through population health 

management tools or through local expertise/knowledge. The 

expectation is that working in this holistic and more proactive 

way eases the burden on the neighbourhood/ system as a whole. 

NHS England 2024

Integrated Care…..more joined up and coordinated … 

care…breaking down traditional barriers between care 

institutions, teams and funding streams…both service 

and financial integration….with joined up planning and 

service delivery across historical divides: primary and 

specialist care, physical and mental health, health and 

social care. NHS England 2019
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Three key national impacts 

u Access - Improving timely access to 
GP and UEC

u Prevention  - Preventing long and 
costly admissions to hospital 

u Proactive and personalised - 
Preventing avoidance long term 
admissions to residential and 
nursing homes 

Examples of population cohorts with complex 
needs include: 
u adults with moderate or severe frailty 

(physical frailty or cognitive frailty, for 
example, dementia) 

u people of all ages with palliative care or 
end of life care needs 

u adults with complex physical disabilities or 
multiple long-term health conditions 

u children and young people who need wider 
input, including specialist paediatric 
expertise into their physical and mental 
health and wellbeing 

u people of all ages with high use of 
emergency departments

u Core 20 plus 5 cohorts 

Priority Patient Cohorts 

Three key shifts 

National Neighbourhood Health Ambition 
25/26

What are we asked to prioritise?

u From hospital to community – providing better care close to or in people’s 
own homes, helping them to maintain their independence for as long as 
possible, only using hospitals when it is clinically necessary for their care 

u From treatment to prevention – promoting health literacy, supporting early 
intervention and reducing health deterioration or avoidable exacerbations 
of ill health 

u From analogue to digital – greater use of digital infrastructure and 
solutions to improve care. 

Connecting seven components of neighbourhood health 
u ICBS and local authorities to jointly plan a neighbourhood health and care 

model for their local populations that delivers and connects these components 
at scale, starting with frontline services for people with the most complex 
health and care needs. Mature systems will be working to develop an integrated 
neighbourhood delivery plan across the 6 initial core components



“How do we develop a sustainable neighbourhood approach 
that improves the health and wellbeing of the population, 

reduces inequalities and demand, and ensures services are 
proactive, coordinated and community-focused”?  



Humber and North Yorkshire ICB approach to integrated neighbourhood 
working 

Delivering proactive care by: 
• Streamlining access to episodic and 

urgent care through acute and same 
day services

• Providing coordinated, personalised 
care for people with episodic illness 
and/or complex needs (incl. long-term 
conditions management, frailty and 
mental health)

• Helping people stay well for longer 
with a joined-up approach to prevention.

• Maximising the impact of community 
assets and services, including VCSEs

• Serving local populations (of ~50k)

Workforce, data, governance and wider system architecture is aligned to 
support delivery and maximise the value delivered by system partners, including 

VCSEs.  Aligned to NHSE ambitions to accelerate provider collaboration and 
place-based partnerships.

Integrated 
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hood teams

System architecture for delivery

Integrated 
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Providers taking an integrated approach to 
help people remain at or close to home:
• Admission avoidance (incl. UCR, Virtual 

Wards; Mental Health Crisis, VCSE 
services) 

• Integrated Discharge Hubs enabling a 
home first approach through D2A and 
intermediate / community pathways

• Moving services to out of hospital 
settings (e.g. outpatient, frailty). 

• Understanding population needs and 
aligning offer to demand for care closer 
to home.

• Serving place level populations (~250k-
500k)



ICP (1.7million)

Place partnership (~150-600k)

Local Care Partnership (100-200k)

Integrated Neighbourhood Team (30-50k)

Integrated Leadership: 
Principles, Strategy, Oversight

Integrated 
Neighbourhood 
Partnership: 
Local priorities, 
population health 
approach, solution 
focus

Integrated Neighbourhood Team: 
Patient Facing, Multi-disciplinary, 
Deliverers of Change

Layers of integration 



Working together 
strategically and 

operationally to plan and 
deliver services that 
collectively improve 
health and wellbeing 
outcomes and reduce 

pressure on finite 
services.
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Neighbourhood working principles 

North Yorkshire approach to neighbourhood 
integration  

How do we create momentum and impact locally? 

Local Care Partnership – enabling neighbourhood 
workingu Local care partnerships foster strategic alignment between local 

partners, and build the trust and relationships needed to support 
the development of shared programmes of work at a 
neighbourhood level. They have a critical role to play in 
neighbourhood development, including;

u Identifying priority areas for collaboration through an 
understanding and triangulation of PHM data, local insight and 
experience 

u Acting as the bridge between Boards to influence decision making 
u Leading on population segmentation and risk stratification 

approaches for their locality
u Leading on the development of integrated neighbourhood teams, 

or multidisciplinary teams at an appropriate scale. 
u Connectivity between the whole model. 
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u Act pragmatically – build on progress and enable local leaders to lead  
u Lead through relationships – foster trust and collaboration for system-

wide impact
u Adopt a whole-system approach – ensuring neighbourhood working is 

driven by multi-sector collaboration 
u Unify purpose –bringing capability, capacity and experience together in 

service of common goals improve population outcomes 
u Co-produce – planning and delivery should be owned by system partners  
u Prioritise people and population health – address inequalities and target 

interventions where need and system impact is greatest 
u Be evidence-led – use data, lived experience and professional insight to 

inform decisions and design.  
u Measure what matters – real-world measurement that drives 

improvement identifying the intersect between those with the greatest 
need and those creating the greatest demand. 
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Working together across the NHS, NYC and wider 
partners

Working together across the NHS, NYC and wider partners



u Improved outcomes and reduced costs
u People having a stronger voice in their health 

and care
u Universal and targeted provision
u Community Anchors as hubs for health and 

social care
u Five Community Health providers working as 

one
u From Virtual Wards to Hospital at Home
u Better support for people with complex life 

circumstances
u Making the most of health/regeneration 

opportunities 

NYHC: What will be different?

North Yorkshire Health Collaborative (NYHC)



Building momentum

u ICB and NYC continue to connect and iterate our 
approach and plans under the auspices of the 
Ambitious for Health programme. 

u Continue to socialise with the Local Care Partnerships 
u Define what will be different and how we will know if 

we are having an impact 
u Start to test the population health management data 

and target the intersect between need, demand and 
risk to identify priority population cohorts for targeted 
work 

u Neighbourhood development time – start by bringing 
people together to consider what we have got and 
opportunities (particularly around MDTs / INTs) 

u Development of neighbourhood core teams and 
action plans. 

What’s next… 

NEED (inc. 
inequalitie

s 

DEMAND RISK 

Population Health Management targeted 
approach; 

u Target unmet need before it escalates
u Manage and reduce demand
u Mitigate existing and future risk 


