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Purpose:
1. To provide the Health and Social Care Scrutiny Board with an update on Coventry’s National Neighbourhood 
Implementation Programme
2. To summarise the population health diagnostic, the neighbourhood and Integrated Neighbourhood Team 
(INT) and Coventry Coordination Hub (CCH) design. 
3. To update on progress to date (including Wave One delivery)
3. To outline the key milestones and decisions expected through 2026–2027



1. Background 





• The Neighbourhood Health Guidance was released on 17th March 2026, it sets up 5 key goals to be delivered via 3 key 
reforms 

• How is this being implemented: The National Neighbourhood Health Implementation Programme (NNHIP) is a national 
test‑learn‑grow effort selecting exemplar Places across England, of which Coventry is one of 43, with enabler workstreams 
(data/digital, estates, finance, workforce) and an evaluation framework to surface what works and scale it. 

• Alignment with wider reforms: Neighbourhood Health dovetails with the Primary Care Access Recovery Plan (e.g., Pharmacy 
First, modern general practice access), Urgent Care Recovery Plan, Elective Care Recovery Plan  and the Core20PLUS5 
inequalities programme—using population health management to target deprived and inclusion groups and priority clinical areas 
(e.g., hypertension, COPD, SMI, maternity, early cancer diagnosis)

National Guidance (cont)

National NHS Goals ICBs and Local Authorities, working with local 
partners, will make changes to service to: 

Improve services 
for people who 

need routine 
healthcare, so 

neighbourhood 
health benefits 

everyone

Improve proactive 
care for people 
with complex 

needs

Deliver better 
alternatives to 

hospital car



2. Population 
Health Management 
Diagnostic  

Rachel Chapman





 



The Findings
1. Complexity is an issue at all ages – not just older 

people

2. Opportunities for proactive care are often missed

3. In order for our workforce to provide personalised care 

they need the appropriate support structures in place

4. Opportunities for self care and patient activation are 

often missed

5. Services and partners ‘shift care’ but could ‘share care’

6. A focus on health conditions can mean that the social 

context of the patient is not appropriately considered

7. A standardised ‘one size fits all’ service delivery does 

not work for all and does little to reduce health 

inequalities



3. Our emerging 
Neighbourhood 
Health Model 



• One Coventry Community Integrated Urgent Team and place level support
• One Coventry Co-ordination Hub
• 6 Integrated Neighbourhood Teams  - aligned practices and care homes



4. Implementation 
progress to date



Partnership Co-Design, testing and iterating 

Wave One South-
West Coventry INT – 
established 2nd Dec 

2025

City Wide Coventry 
Coordination Hub 

established 17th Dec 
2025

HWBB oversight of 
Neighbourhood 

Modelling in January and 
again in March 2027



5. Measuring progress



Emerging Benefits 

First submission in March for January 
2026 and will report monthly over 

duration of NNHIP 

Evidence of reduced demand on primary care, increased admission avoidance, 
especially for those whose wishes are to remain at home. 

Increased evidence of what matters to me discussions with personalised plans of 
care. 

Joint working with shared visits and reduced duplication and repetition. 

Staff report benefits of co-location and being able to have a discussion rather 
than make a referral to plan joined up care. 

Connections with communities and assets which statutory services report not 
being aware of or able to connect to increasing.  
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Person B was identified as a frequent service user with multiple 
hospital admissions and frequent primary care contact. 117 
primary care contacts within last six months and three admissions 
to hospital in last six months. 
Professionals from community services, primary care, voluntary 
sector and mental health discussed case within Care and Support 
Forum. Patients voice collected and heard having patient's wishes 
and goals at centre of discussion. Patients top three priorities 
were to stop worrying about health, feel comfortable with what she 
can eat and get new dentures.  

Case study – INT Care and Support Forum

Full holistic assessment completed.
Dental and dietitian support in place.
Care Nav input support with vision, hearing, and 
outpatient appointments.
Therapy input for showering equipment. 
Clinical psychology support with health anxiety/  
coping mechanisms.
Son put in touch with carers trust 
One contact with primary care since discussed 
11.2.26 and no admissions to hospital 
Key worker assigned and contact numbers 
given 
Patient feedback to be collected. 

Outcome

Patient Story 

Context

Mrs B 69-year-old living with son and current smoker.
Suffers with Chronic Obstructive Pulmonary Disease and recent Heart 
Attack.  Admissions with chest infections. Does not like to leave house 
due to anxiety and does not attend outpatient appointments due to 
transport issues and anxiety. 
Very low BMI, no fitting dentures and worried since heart attack about 
what to eat, long standing health anxiety previously had talking therapy 
but did not find helpful. 

Actions: Arranged joint visit with Community Nursing and clinical 
psychology as not known to any community teams. Concerns around 
low BMI, skin integrity and anxiety. Full holistic assessment of needs to 
be undertaken and chase dietitian/dental support

Service Utilisation Reduction 
• 117 PC contacts in last 6 months 
• Care and Support Forum = 1 appt in the 

5 weeks since forum
• Reduction in GP use by 96% - noted 

only short term, need to monitor medium 
and long term 
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Case study – Coventry Coordination Hub

Integrated discharge team flagged the patient at the 
afternoon Coventry Co ordination hub huddle with 
Community and acute colleagues' presence. Community 
Care Home team were present in afternoon huddle and 
they agreed to co ordinate for the patient. CHT supported 
discussions with GP, nursing home and palliative care team 
to  support care plan in line with patient wishes. 

The opportunity was for staff  in the co ordination hub working 
between hospital and community and primary care to fulfil patient 
wishes
The aim was to prevent further admissions for this patient and 
manage his health care needs in the community at end of his life. 
Patient needs were met within the nursing home with support of 
Community services and Primary care. 
Patient had no further readmissions 
Patient passed away in the nursing home with support from the 
palliative team. 

This  reflects a patient whose priority was to spend 
their final days in the familiarity and comfort of their 
place.
Through effective multi agency coordination and 
clear communication, services worked together to 
honour patients wish.
The patient was supported to die peacefully at  
nursing home, with appropriate clinical, emotional, 
and practical support in place.
Their end of life journey was person centred, 
dignified, and aligned with what mattered most to 
them.

Outcome

What we did
Patient story

Context

 91-year-old gentleman, a resident of a nursing home, 
was living with advanced frailty and a background of 
progressive bulbar palsy, requiring a PEG tube for 
nutrition.
He was admitted to hospital 5 times in last six months 
due the concerns regarding worsening confusion, 
reduced mobility, and overall functional decline. 
During admission, further assessment highlighted 
increasing care needs and concerns around safety, 
particularly in relation to his deteriorating physical 
condition and patient then moved to nursing home.
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Case study – Coventry Place 
Proactive Focus on Care Homes 

Integrated Care Home Team: (future delivery with INT) 
• Established in January 2025
• Worked with Coventry Homes & UEC to raise awareness of UEC 

pathways and access 
• A&E attendance data review (from March 2025) to reduce further 

attendances
• Named nurses for each care homes (dedicated teams- continuity)
• Work with district nurses and specialist teams to improve 

outcomes
• Supports GPs to ensure LTC reviews are up to date, support ward 

rounds
• No referrals or criteria's
• Support visits to each home on a regular basis
• Proactive and personalised care support 

UEC/OCIT: (future delivery with CCH) 
• No wrong front door approach, no rejection seeking correct 

support on behalf of care home. 
• Redesigned UEC pathway for care homes

The graphs identify that there 
has been a significant 
reduction in A&E attendances 
from Coventry Care Homes in 
2025, with a comparisons to 
2024 showing from April 2025.

Outcome

What we did



6. Next Steps



PHM Diagnostic

Nov – May 2025

PHM
Case reviews
Coventry Voice
Benefits

Design

May – Sept 
2025

Decision 
Making and 
Co-Design with 
partners and 
patients

Wave One 
Implementation
Oct 25 – Mar 26

Integration 
model 
implemented
Neighbourhoo
d MDT Wave 
One Testing & 
Iteration

Scaling
Evaluation

Apr- May 2026

Benefits 
Realisation

Outcomes

Staff & Patient 
Experience  

Neighbourhood 
MDT Scaling 

Starts May 
2026

Scaling City 
Wide

OD & HR
 

Neighbourhood Neighbourhood 
Health SystemHealth System
March  2027

Community Integrator Transformation Timeline 

NNHIP Objectives and Deliverables Oct 2025- Oct 2026 
September 2025



Questions and 
comments


