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Fit For the Future: 10-Year Plan for the NHS 
Case for Change 

‘Demographic change & 
aging population’ 

‘Growth in private healthcare sector – 
public questions the role/ reason for 

NHS’ 

‘Making tweaks to an 
increasingly 

unsustainable model’ 

‘Demoralised staff’ 
‘8am scramble to 

get a GP 
appointment’ 

“A poor service for poor 
people” 

‘Growing wait lists’ 

‘Outcomes on fatal 
diseases (e.g. 

cancer) lag behind 
other nations’ 

The NHS is at an existential brink: 
• Public satisfaction fallen from 70% 

(2010) to 21% (2025) 
• Productivity down 20-25% since COVID 

 

The NHS is financially unsustainable: 
• NHS consumes 38% of government 

spending,  
• Projected to reach 50%. 

 
The NHS is beset by demographic 
challenge: 
• Aging population, 
• A quarter of population now have long-

term conditions, 
• This 25% accounts for 65% of NHS 

spending. 
 

Private Healthcare sector in UK growing 
faster than every other G7 country and 
c.50% of younger people are considering 
paying for their healthcare…    

‘NHS now demands 
38% of all taxpayer 

funding – set to 
grow to 50%’ 
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Fit For the Future: 10-Year Plan for the NHS 
Vision 

Current NHS: 
Hospital-centric, detached from communities, reactive and organised into multiple, fragmented siloes 

Future NHS: 
A single, coordinated, patient-orientated service that provides predictive/ preventative care offered as locally as possible.  

Digital by default 
In a patient’s home 

if possible 

In a 
Neighbourhood 
Health Centre 
where needed 

In a hospital where 
necessary 
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Fit For the Future: 10-Year Plan for the NHS 
Hospital to Community 

Neighbourhood Health  
Teams: 

MDTs of health, social care, VCSE, 
etc, inc. new/ expanded roles. Lead 

on prevention, underpinned by 
geonomics and single patient 

record.  

Two new Neighbourhood  
Contracts: 

Primary Care/ NHS Trusts to lead 
pathways of localised care (single 

& multi-neighbourhoods). 
Productivity gains expected. 

Expanded role of Pharmacy: 
Prescribe independently, manage 
LTCs (e.g. treatment of obesity, 

high blood pressure/ cholesterol). 
Support programmes for screening/ 

vaccines. All underpinned by AI.  

Neighbourhood Health  
Centres (national by 2030): 

MDT One-stop shops, open 8am-
8pm six days per week. Diagnostic, 

post-operative, rehab, weight-
management, social/ lifestyle 

needs.  

End the 8am scramble: 
000’s more trained GPs and on-line 

advice & guidance via NHS App. 
Cut bureaucracy. Bring back 

Family Doctor. 

Care Planning: 
95% of people with complex LTC to 

have coproduced Care Plan by 
2027 – available on NHS App & 

Single Patient Record 

Community Urgent Care: 
Split from A&E. Patients seen 

remotely, in people’s homes or via 
Neighbourhood Health Centres. 

Ability to book UEC appts by 2028.  

Dedicated Mental Health 
Emergency Departments: 

£120m to create 85 new MHEDs.  
Walk-in access, accept EMAS 

conveyance & meet 4-hour RTT. 

Personal Health Budgets: 
Doubled by 2028, 1 million by 2030 

& universal for ‘all who would 
benefit’ by 2035 

NHS Dentistry: 
Prioritising urgent care and CYP. 3-
year tie-ins for NHS trainees. Water 

fluoridation schemes. Aligned to 
Neighbourhood Health Centres. 

Redesigned Outpatient 
Services: 

PIFU via NHS App for clinically-
appropriate pathways. Remote 

monitoring 

Severe Mental Illness: 
Development of 24/7 

neighbourhood care models. 100% 
national coverage of Assertive 

outreach. Focus on mental health 
inequalities. 
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DATA 
 

Not just more data.  
Selecting and 

highlighting the right 
data to enable high 

quality care 

PREDICTIVE 
ANALYTICS 

 
More trend analysis, 
demand & capacity 

modelling, forecasting 
and scenario planning 

 
 

ROBOTICS 
 

Hospital & 
Neighbourhood Health 

infrastructure 

WEARABLES 
 

Likely expansion of 
virtual wards, hospital@ 

home, and remote 
monitoring 

Fit For the Future: 10-Year Plan for the NHS 
Analogue to Digital 
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Fit For the Future: 10-Year Plan for the NHS 
Analogue to Digital 
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My NHS GP: 
Instant advice for 
Non-Urgent care/ 
service navigation 

My Choices: 
Choose preferred 

providers based on 
your personal 

needs 

My Specialist: 
Book directly into 

tests (where 
clinically 

appropriate) 

My Consult: 
Book consultations 

or hold these 
through the App 

My Medicines: 
Check medications 
and book reviews 

My Vaccines: 
See which 

vaccines you 
require and book 

directly.  

My Care: 
Manage your 

Long-Term 
Conditions & 

access your Care 
Plan 

My Health: 
Access all your 
data & upload 

more data 

My Children/ Carer: 
Manage the 

healthcare for your 
children 

My Carer: 
Coordinate care for 

relatives or other 
dependents 

My Companion: 
Get information 

and access to extra 
care and support 

Analogue to Digital  
NHS App 

NHS App: 
• Allow patients to leave feedback 
• Allows clinicians to proactively reach patients 
• Includes a ‘HealthStore’ for range of health management tools 
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Fit For the Future: 10-Year Plan for the NHS  
Treatment to Prevention 

Smoke Free generation by 2100 
New legislation on tobacco/vape sales 

Combat obesity through sugar tax, free-school meals and moving medicines 

Expansion of Mental Health Support Teams in Schools (full coverage by 2030) 

Screening programme: 
Eliminate cervical cancer by 2040, end HIV transmission by 2030 

Geonomics and Population Health Services: 
Babies and all cancer patients to receive Genome Analysis 
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“This plan will put the NHS at the front of a global geonomics 
revolution – getting upstream of health and making precision-

medicine a reality” 
 
 
• £25billion a year spent on outpatient services – duplication, 

unnecessary attendances, DNAs/ WNB. ‘Focus where you have 
Locus’ – acute care is the symptom, not the cause. 
 

• Increasing number of people cared for through NHS App. 
 
• Collision of geonomic science and predictive business intelligence 

services. 
 

• Eventually combine Genome Programme with Neighbourhood 
Health services to offer predictive / anticipatory care models 
(precision medicine model). 
 

• Genetic testing at birth (population health management). 
 

Fit For the Future: 10-Year Plan for the NHS  
Treatment to Prevention 



Clustering of 
Northants and LLR 

ICBs 

Deconstruction of 
NHS Block 
Contracts 

2% Efficiency 
Targets and end of 
Deficit Payments 

New NHS Oversight 
Framework, linked 

to finance & 
decision-making 

Merging of NHS 
England with 
Department of 

Health & Social Care 

Introduction of new 
Tariff structures 

Reduce workforce 
back to 2022 levels/ 
increase productivity 
to Pre-Covid levels 

Reformed CQC, 
applying data-led 
regulator models 

Fit For the Future: 10-Year Plan for the NHS  
Navigating the challenges 



NHFT Mental Health, 
Learning Disabilities 
and Autism Services. 
 
Our services, 5-year operational plan, current 
VCSE collaboration, and Neighbourhood 
plans. 
 
Director – Adam Smith 



MHLDA Services  



Our existing joint-working with VCSE Partners.  

MHNC AAATT Accommodation Concern. 

Hospital at Home is a co-produced alternative for 
mental health admissions in times of crisis. Support is 
delivered by Mind via contract with MHNC and NHFT.  

 
Hospital at Home works to  prevent admissions to 

hospital by providing wraparound support at home. 
 

Works with crisis team and current care team. 

From a Voluntary sector perspective- the service has 
introduced the following. A volunteer pathway which 
provides telephone calls , reassurance, signposting 
and resources, to those on the waiting list for ADHD 

diagnostic assessment.  

NHFT commissions debt, benefits and housing advice 
from Accommodation Concern. This is in place until 

31st March 2027.  
 

There are embedded workers within the integrated 
response hub, CMHTs, crisis cafes, and at both 

hospitals. Teams routinely refer or navigate service 
users and carers to this service. We have seen an 

increase in referrals for benefits in the past 6 months 
since the changes to benefits were announced. 

 
NHFT are supporting implementation of online 

feedback through IQVIA. 

The Integrated Response Hub – Opened in March 
2020 and is staffed by VCSE and NHFT together. The 

IRH Model was fully co-produced.  
 

Staff are encouraged to work with the caller to find a 
resolution to the need without organisational or 

operational boundary, ensuring that every contact 
with the Hub focuses on the goal to improve an 

individual’s Hope, Control and Opportunity in relation 
to their mental wellbeing. In our busiest 24 hours we 

supported 509 callers. 
 

Crisis Cafes - Drop-in service run by a mental health 
expert and MIND support worker, these cafes support 

212 individuals a month on average. 
 

This is co- managed by us and the NHFT Volunteer 
team. 

A community asset pilot in collaboration with 
Northants Carers. This provides support, advice, sign-

posting and self-directed interventions/strategies. 
 

Key Highlights  
Over 2,300 cases have been supported since the 

contract started – this has made a huge difference to 
mental health of our service users.   

 
To date financial gains for NHFT clients totalling 

£1,744,549.60 have been achieved (includes debts 
written off, benefits claimed etc). 

 
Over 2,300 cases have been supported since the 

contract started – this has made a huge difference to 
mental health of our service users 

 



MHLDA Care Delivery Pathway – 5-year operational plan – plan on a page. 

 Trust strategic objective National strategic objective 

Objective T H R I V E THRIVE Link Communication and Engagement 
approach 

Community-Based Care & Neighbourhood Integration 
Outcomes and Benefits 
• Deliver community mental health services at neighbourhood level, reducing wait 

times for services and increase access for diverse populations 
• Continue to strive towards eliminating Out of Area Placement (OAP), reducing 

LOS and implementing a Discharge to Assess (DTA) model for MHLDA to create 
parity with physical health services 

• Reduce number of people with a learning disability who are in hospital,  
• Redesign the rehabilitation pathway to move to NHFT delivered rehab beds and 

community-based rehab models 
• KPS project has been launched and will be embedded over 25/26.  We have 

moved to formulation approach; this will support with more effective, 
individualised plans of care, safety plans, safety assessment management plans 
and thus better patient outcomes. 

 Anchor 
organisations, 
localised care, 
prevention focus. 

Shift from hospital-centric to community-

embedded care, improving access and 

outcomes. 

 

• Engagement will be developed within 
each specific strand of the programmes, 
examples of engagement are 
workshops, surveys, meetings and 
consultations. 

• Engagement with VCSE already working 
in marginalised or protected groups to 
support joint working and improve 
access to services. 

• Develop a PBS network meeting across 
services in Northants 

 

Prevention & Public Health 
Outcomes and Benefits 
• New front door within hub for time limited assessment and intervention will allow 

for earlier access to help and support.  
• Service innovations to support ‘waiting well’ for those services where there are 

waits. 
• Admission avoidance via system working – Crisis House, LDA dynamic risk 

register. 
• Ill-health avoidance – educational sessions around health and wellbeing, recovery 

college supporting with physical and mental health. 
• Early help by engaging with neighbourhoods. 
• Tackling health inequalities within our neighbourhoods, cohorts and conditions. 

Embedding the PCREF approach will support this. 
• Recovery College and VCSE educational partnership 

Prevention focus, 
responsive care, 
tackling health 
inequalities. 
 

Prioritise preventative health and early 

intervention to reduce long-term demand. 

 

• System-wide public health and health 
promotion campaigns through the 
MHLDA Collaborative. 

• Supporting positive behaviour and use 
of SWIFT support workers to support 
with access and positive engagement 
for health inequalities for people with 
LD. 

• Continue with PCREF to support with 
the activities requires to reduce health 
inequalities and improve access rates. 

• Continue to develop waiting well 
initiatives within the system, using 
partnerships with social care and VCSE. 



NHFT CYP Care 
Delivery Pathway 
 
Our services, 5-year operational 
plan, current VCSE collaboration, 
and Neighbourhood plans. 
 
Director – Dr Tiff Webster 



Our Services*  
Specialist Services 

- Community Paediatrics  
- ADHD/ASD 

- LAC Physical Health 
- Community Children’s Nurses 

- Children’s Continence 
- Care and Treatment of Children 

at Home 
- Special School Nursing 

- Speech and Language Therapy  
- EHCP SALT Service 

- Occupational Therapy 
- Physiotherapy 

- Referral Management Centre 
- Participation and iDiscover 

Universal Services 
- School Aged Immunisation 

Service 
- West 0-19 Service 

- North Best Start in Life and 
Thriving in Life Service 

- Infant Feeding Team 
- Healthy Lifestyles Team 
- Thriving Families Team 

- Nurturing Families Team 

Mental Health Services 
- CAMHS Community (Core 

and Connect) 
- CAMHS Live 

- CAMHS Inpatients (The Den 
and The Burrows) 

- CAMHS Intensive Outreach 
Team 

- CAMHS Crisis 
- Family Ambassador Service 
- Community Eating Disorder 

Service (The Brambles) 
- Paediatric Psychology Team 

- Mental Health Support in 
Schools 

- Children Wellbeing 
Practitioners 

- LAC Mental Health 
- Youth Offending Services 

*Not all our services are County wide, with some providing different offers across North and West, delivered either by NHFT or UHN. 



Objective T H R I V E Trust strategic 
objective 

NHS LTP/ Darzi shift/ national NoF alignment 

Utilise digital technology and innovation to improve access to 
information, support, and treatment for children, young people, and 
their families and carers.  

Analogue to digital. 
Fast deployment of digital. 

Continued implementation and optimisation of the new 0-19 service 
models across the County. 

Hospital to community. 

Continue roll-out of MHST to comply with national expectations of 100% 
coverage by 2030. 

Hospital to community. Sickness to prevention. 
100% roll-out. 

Continue to contribute to the development of the System-wide Special 
Educational Needs and Disability (SEND) pathway, redesigning our 
services to deliver quality, SEND compliant services.  

Hospital to community. Sickness to prevention. 
SEND reform plans. 
 

Improve RTT performance waiting times and support whilst waiting for 
areas of excess waits in community services.  

Hospital to community. 
Community health services. 

Improve waiting times and support whilst waiting for areas of excess 
waits in mental health services. 

Hospital to community. 
Mental health. 

Improve waiting times and support whilst waiting for areas of excess 
waits relating to ND, as well as engage in System-wide response. 

Hospital to community. 
 

Ensure the long-term plan for people with Learning Disabilities feeds 
into improving the experience of CYP with Learning Disabilities in 
CAMHS.  

Hospital to community. 
 

Ensure a mature workforce who are well prepared and sustainable to 
deliver services in an effective manner and are healthy and well 
themselves.   

Workforce planning 

Begin to align CYP Services to a Neighbourhoods way of working in a 
strategic and sustainable manner.  

Hospital to community. Sickness to prevention. 

Ensure delivery of Pathway Value Programme, resulting in services and 
infrastructure operating and delivering in a productive, efficient, and 
effective manner.  

Productivity.  
Bank and agency reduction. 

CYP Care Delivery Pathway – 5-year operational plan – plan on a page 



Current VCSE Collaboration 
Activate - CAMHS, Northamptonshire Saints, Lowdown, 

Restart, Frank Bruno, Sports4Fitness 
‘Activate’ is a 12-week occupation focused treatment 

group for young people with low mood and social 
anxiety.  Age range is 14 – 17 years old. The first 6 weeks 

are in partnership with the Saints Foundation using a 
practical application of behavioural activation linked to 

their sports values programme. CAMHS staff also 
provide weekly psychoeducation sessions including 

coping strategies to build confidence and independence 
in managing emotions.  Lowdown and Restart attend to 

explain their services and provide 2 parent sessions. The 
second 6 weeks take place at a variety of community 
venues with sessions for Activate linked to their own 

wellbeing programmes to support discharge planning 
e.g. Frank Bruno, Sports4Fitness, and Lowdown. 

CAMHS Inpatients – NYA Advocacy, Animals in Mind, Yoga 
 - NYAS advocacy service offers a session a week across both 
wards, offering advocacy support to CYP on the wards. NYAS 

offer CYP individual sessions if they wish as well as attending the 
Young voices count group every Wednesday on the ward. NYAS 
cover the Burrows in the morning and the Den in the afternoon. 
- Animals in Mind visit the ward once a month. This service has 

proved to be a favourite amongst the YP given the wide range of 
animals they bring.   

- Inpatients also have a yoga instructor who attends the wards on 
a Tuesday, which YP enjoy as it helps them to relax. 

11-19 Thriving in Life  
 Joint NHFT, Youth Works, and Service Six service. It is the new 
approach to 11-19 wellbeing service in the North with a blended 

school nurse and youth work approach to delivering public 
health outcomes. CATCH 360 

Partnership between NHFT CATCH (part of Community 
Children’s Nurses) and 3Sixty – Specialist Children’s 

Nurses deliver 3 clinics per day in 3 different locations 
Kettering, East Northants, and Wellingborough for 
children 5 years and under who are acutely unwell. 

MH Digital Front Door.  
Currently in the planning process and not yet finalised, but with 

view to final plans in February 2026. Intention to develop a 
collaborative MH digital front door.  



Neighbourhood Plans 

0-19 Services geographical 
alignment 

The North BSiL and TiL 
teams are aligned to 

Neighbourhoods already. In 
the 0-19 West we are 

undertaking the changes to 
align from April onwards. 

Launch of new CYP System transformation 
workstream 

- Develop initial plans for a) CYP 
provision at Place (common for all 

Neighbourhoods) and b) priority CYP 
focus actions for any particular 

Neighbourhoods 
- Oversee the delivery of Neighbourhood 

developments for CYP – noting that 
‘CYP’ is not just one cohort 

- Align CYP Neighbourhood 
developments with developments and 

strategies for all age groups. 

MHST 
Wave 13 commenced in 

September 2025 with further 
waves expected on a yearly 
basis to ensure that we have 
100% coverage across the 

County by 2029-2031. 



NHFT Adult 
Community Services 
(ACS) Care Delivery 
Pathway 
 
Our services, 5-year operational plan, current 
VCSE collaboration, and Neighbourhood 
plans. 
 
Director – James Nicholson 



Virtual Clinical Care Team 

Urgent Community Response Services 

Specialist and Community Nursing Services 

 Community Inpatient Services 

Continence Services (ACS and CYP) 

Parkinson's Disease Specialist Nursing Service 

Multiple Sclerosis Nursing Service 

Specialist Community Services 

RIBU – Turn Furlong 

Specialist Palliative Care Services – Inpatient and Community 

Paediatric Diabetes 

Diabetic Retinal Screening  

Dietetics (ACS and CYP) 

Diabetes MDT  

Diabetic High-Risk Foot  

Community Brain Injury Service  

Hand Therapy Service  

Community Therapy Services 

Specialist Dentistry 

Podiatric Surgery 

Sexual Health & HIV Services 

Patient Contact Centre 

Speech & Language Therapy  

MSK Service 

Admiral Nursing Services 

PCN Age Well  - West and North 

Heart Failure Nursing Service 

Community Nursing  - West and North 

Rapid Response and Virtual Ward– West and North 

NHFT Single Point Of Access 

Community Beds – Brackley, Corby, Danetre, Hazelwood, Spinneyfields 

Urgent Step-Down Service – West and North 

ACS Services 

*Not all our services are county wide, with some providing different offers across North and West councils 

MSK Triage Hub 



Trust strategic objective National strategic objective 

Objective T H R I V E NHS LTP/Darzi 
shift 

NOF alignment 

Systemwide Community Inpatient and Recovery Pathway Redesign 
• Lead contributions to the systemwide Pathway Two strategy by increasing 

capacity and introducing new pathways in partnership with local authorities 
and acute hospitals.  

• Advance community inpatient care through service redesign, fostering 
integrated recovery and independence, and enabling patients to access 
clinical care and therapeutic reablement closer to home with enhanced 
recovery and discharge performance. 

Hospital to 
community. 
 

• Increased step-up admissions. 
• Improved discharge flow.  
• Additional diagnostic functionality. 
• Standard use of clinical frailty 

scoring. 
• Reduced LoS. 

Systemwide Urgent and Emergency Care Pathway Development 
• Work in partnership to transform community urgent and emergency care services, 

building on the NHFT Urgent Community Response (UCR) and Community 
Nursing Service.  

• Establish integrated pathways and coordinated delivery models that respond 
effectively to urgent and emergency care demands across Northamptonshire. 

Hospital to 
community. 

• Increased GIRFT offer in CN Service.  
• Increased access to diagnostics. 
• Increased activity to reduce acute 

admissions. 
• Engagement with NCM/ 

Neighbourhoods. 

Development of Neighbourhood Aligned Service Models 
• Review and align adult community services to the Neighbourhood Health Model, 

delivering effective and integrated, person-centred care through community 
teams.  

• Focus on improving access, reducing health inequalities, and supporting 
prevention and independence within local communities. 

Hospital to 
community. 
Sickness to 
prevention. 

• Standardise core provision aligned 
to SCHS. 

• Deliver within 
NCM/Neighbourhoods. 

• Improve 18wk waits. 
• Eliminate all 52wk waits. 

Development of ‘Fit for the Future’ Services 
• Develop fit-for-the-future adult community services by embedding digital 

innovation, driving quality improvement, and maximizing productivity and 
efficiency, to achieve financial resilience, staff wellbeing, and social value through 
integrated, efficient, and patient-focused care models. 

Hospital to 
community. 
Sickness to 
prevention. 
Analogue to 
digital. 

• Deliver 2% productivity and financial 
break-even. 

• Increase service capacity by 3% per 
year. 

• AVT across all pathways. 
• Communications and bookings 

through NHS App. 
• Development of ACS Health 

Inequalities and Social Value 
strategies.  

ACS Care Delivery Pathway – 5-year operational plan – plan on a page 



Current VCSE Collaboration 

MSK Physio/Northamptonshire Sport 
Developing a working link with Northamptonshire Sport to 

routinely share their information to the MSK patient 
cohort. 

MSK Community Assessment Day/Various 
Day scheduled for end January 2026, to deliver 

physiotherapy in a setting with access to a range of other 
services, including Spring Social Prescribing, Age UK, 

Arthritis UK, and Trilogy Gyms, amongst other health and 
social care providers.   

HIV Services/CHIVA 
Working together to provide young people with HIV with 

access to peer support 

Specialist Dental Services/Homeless organisations 
Extended Duties Dental Nurses (EDDNs) are in contact 

the Hope Centre, the Rough Sleepers Team, 
Groundworks Trust, Encompass Charity, Daylight Centre 

Fellowship to provide OHP/OHE and dental advice. 

ACS/Various 
Internal ‘Day a Year to Volunteer’ initiative to allow staff to 
volunteer with local community groups, e.g. Food Banks. 

Specialist Dental Services/GRT community 
Outreach programme has been extended to the 
Community Safety & Engagement Team and the 

Community Development Workers to organise a health 
fair to support the Gypsy, Roma and Travellers’ 

community. 

Specialist Dental Services/Libraries 
Sessions delivered at Libraries, communities centres, 

education settings and  play groups in areas of 
deprivation, to promote good oral hygiene to children 

and adults with additional needs.  HIV Services/TRADE 
Working with TRADE who support under-represented 

communities, including lesbian, gay, bisexual and trans 
people (LGBTQ+), people living with HIV, and racialised 

communities in the East Midlands. 



Current VCSE Collaboration 

Community Nursing/Various 
Community Nursing liaise regularly with a range of 

organisations to provide patients with additional support.  
These include Admiral Nursing, Dementia UK, the 

Alzheimer's Society, and Northamptonshire Carers, as 
well as local voluntary groups, community libraries and 

churches. 

UCR/Age UK 
Age UK support UCR with visits and then follow up those 

patients with assessments around wider support.  In 
December they provided food packages that were 

provided to appropriate UCR patients.  

Inpatient Settings/Food Banks 
All community inpatient settings now have local Food 

Bank collection points in each site to support people in 
their local communities. 

Community Nursing/Spring  
Regular engagement sessions to build collaborative 
working and information sharing and clinician and 

patient level, improving patient access to social 
prescribing services where appropriate.   

PCNs/Northamptonshire Carers & Age UK 
Primary Care Network staff regularly engage with 
Northamptonshire Carers and Age UK to support 

patients to access a range of services within their local 
communities.  

Inpatient Settings/Bright Sparks 
Support to patients in Spinneyfields and Hazelwood 

ward, encouraging rehabilitation and socialising through 
singing groups, and local artists will be painting murals 

in the Robin Unit in Spinneyfields. 

Specialist Palliative Care/Hindu Temple 
The SPC team are linking with the Hindu temple in 

Wellingborough and attending wellbeing events in local 
care homes. 



Neighbourhood Plans 

Urgent and Emergency Care Delivery 
• Development of a proactive care model in 

Community Nursing linked to Neighbourhood 
pilot areas. 

• Review and planning of Long-Term Conditions 
management with Neighbourhood pilot areas. 

• Increased levels of diagnostics delivered in 
community settings. 

• Full integration of Community Nursing into 
Neighbourhoods areas. 

• Delivery of Long-Term Condition management 
through integration with the Neighbourhoods. 

Specialist Community Delivery 

• Standardise core service provision as defined in 

Standardising Community Health Services. 

• Engage with New Models of Care Neighbourhood 

pilot areas. 

• Engage in the development of new obesity service 

models. 

• Identify gaps and delivery mechanisms to ensure 

greater integration into Neighbourhood areas.  

• Develop new integrated Neighbourhood models 

of delivery across a range of organisations. 

 

Inpatient Services 
• Review clinical pathways to ensure alignment 

with Neighbourhood offers. 
• Develop robust step up/step down processes for 

inpatient settings within Neighbourhoods areas. 
 



Opportunities for the future 

Urgent and Emergency Care Delivery 
• Expand Age UK support for picking up and 

dropping off items for patients 
• Help for patients who can’t manage their home 

environment (cleaning, small tasks, basic 
maintenance) 

• Support groups for people with long-term 
conditions 

• Groups for carers and families to share advice 
and support 

• Basic technical support for housebound patients 
to help them access online exercises and stay 
connected 

• Volunteers to sit with patients safely waiting for 
ambulances when no clinical input is needed 

Specialist Community Delivery 
• Telephone befriending, advice, and general 

support 
• Group sessions focused on keeping well and 

promoting self-care 
• Delivery and collection of exercise equipment for 

people with low-level needs 
• Volunteer driving to help people get to 

appointments 

Inpatient Services 
• Increased activity support for patients who are 

confused (e.g., jigsaw puzzles, simple 
meaningful activities) 

• Social support around discharge, such as help 
with cleaning, small home maintenance tasks, 
and basic food packages 

• Transport offers specifically to support safe and 
timely discharges 



Neighbourhood 
Focused 
Discussion 



• Community of people 

• Shared space, services and challenges in a community 

• Grass roots that understand a community 

• Statutory health services that work in a community 

• Education that builds a community 

• Housing to provide needs of community 

 

What makes a neighbourhood –  



What makes a neighbourhood –  

Community 
of people 

Education 
that builds 

a 
community 

Neighbourhood 



From a health  and care perspective we already 
provide levels of neighbourhood care 

Without a fundamental change, we will not succeed 

A ‘neighbourhood health service’ and ‘shifting care into the community’  is not a 
medical model in communities 

Aligning statutory services and support to community-led initiatives, is stronger now 
than it has ever been  

Locality teams working together across 
services/organisations with the VCSE 

Ageing Well Social Prescribing 

c.170 locations across the 
county 

Family hubs 



Neighbourhoods – the geography and population 

Location of Northamptonshire neighbourhoods and GP surgeries March 2025 

 

Neighbourhood  
General Practice List 

Size (1st January 2025) 

East Northamptonshire 90,500 

Corby  87,312 

Kettering 118,419 

Wellingborough  91,450 

Northampton Central  126,377 

Northampton North East  91,678 

Northampton South West  67,932 

Rural South East  95,566 

Rural North West  80,645 



Neighbourhood plans and Health developments to Support 
Neighbourhood structure 

Senior system leaders from all providers across Northamptonshire collectively agreed that Northamptonshire will have 2 places 

(West Northamptonshire and North Northamptonshire), and we will start to develop approaches across 9 agreed neighbourhoods. 

These are: 

North Northamptonshire 

Corby 

Kettering  

East Northamptonshire 

Wellingborough       

West Northamptonshire 

Northampton Central 

Northampton North & East 

Northampton South & West 

Rural East and South    

Rural North and West   

Neighbourhoods are defined footprints and working 

collectively and in an integrated way at a neighbourhood 

level is a key component to help us deliver the NHS ten-

year plan, following on from Lord Darzi’s independent 

investigation into the NHS and the report by Claire Fuller. 

  

Working on a neighbourhood footprint is an agenda for 

us to pursue across the health and care sector, and the 

New Models Programme is just one element of us 

delivering integrated neighbourhood care. The 

Neighbourhood Access Service and Complex and Long-

Term Conditions Service as part of the New Models 

Programme will support us in delivering our ambitions 

around neighbourhood care, however there are many 

other programmes of work also contributing to our 

journey towards neighbourhood integration.  



Neighbourhood Board - Structure 

• Need to ensure neighbourhoods rich voice is heard 

• How do we bring a neighbourhood voice together – what strengths do we use to develop this 


