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Welcome!

Welcome to the second Community of Practice event focusing on testing how we
put the London Target Operating Model and neighbourhood health into practice;
and organise ourselves differently to get to the outcomes we want.

What this is What this is not How to contribute
A collaborative space to Not a finished product, Use the chat, Menti,
test whether the emerging not a request for Microsoft Form and
neighbourhood health approval, and not a one- breakout room. Bring
model will deliver the way update from the practical examples,
outcomes we want for programme team. challenge and delivery

London residents. insight.




Chat check-in

Who are you?

Where are you joining
from?

What are you hoping to
get out of the session?




Ways of working

How we’ll work together over the next 90 mins

Brave & direct Collaborative Open challenge Action-focused

Housekeeping
Stay on mute unless Keep contributions This should be a safe Breakouts will be mixed
speaking; stay present by concise so different space- so seek first to so please be aware of
refraining from using sectors and places understand and assumptions and
phones or checking emails are heard assume positive intent reactions to others




Proposed agenda

Session

Facilitator

12:00-12:05

Welcome and purpose

Set expectations: inform the next iteration & surface questions without needing to answer
them all

Javina Sehgal

12:05-12:10

Recap from 1st COP

Playback agreements, mandate and how this COP fits with the wider London
Neighbourhood Delivery programme

Andrea Carter

12:10-12:20

Model design principles
Introduce the draft principles and journey to date

Victoria Stanway

12:20-12:50

Breakout discussion
Use resident journeys to challenge how this would work in practice, and potential pitfalls

Victoria Stanway

12:50-13:20

Model iteration challenge
Plenary and Menti: what to see [ not see next, questions to answer

Victoria Stanway

13:20-13:30

Close

Explain how outputs will feed into the next model iteration, wider programme thinking and
July learning events

Javina Sehgal




Recap: the Community of Practice aims and mandate

Community of Practice = ‘a group of people who share a common interest or passion,

and regularly interact to learn how to do it better.’

g::'?:ri Identify where Create a route Support peer
v help or to feed back to learning and

OPPOVtun“fles problem- Neighbourhood connection

and questions solving is most Delivery Board

arising in your heeded

own areds




How the CoP fits into the wider London programme

The aim of the CoP is bringing together community insight, practitioner learning and programme
delivery so that knowledge flows in, out and across the system.

London Neighbourhood
Programme Comms

Community of Practice

London Neighbourhood Community Neighbourhood
; . Digital Project
Delivery Board of practlce Board
. | Neighbourhood
. People and publlc Commissioning and
Learning events R Contractin
engagement g

Project Board

Neighbourhood
People
Project Board

Neighbourhood
Infrastructure
Project Board




Recap from April's Community of Practice

Feedback from the session demonstrated participants wanted the CoP to be:

Clear in purpose

Clarify the remit, what the CoP is [ is not, and how it links local, regional and national
work.

Cross-sector and inclusive

Emphasised equal participation across NHS, local authority, VCFSE, social care,
community organisations, residents and service users.

Practical and action-focused

Prioritise operational insight, problem-solving and examples of what has worked
or failed.

Safe space for honest learning

Create conditions for candid discussion of barriers without judgement or scrutiny.

Connection and peer support
Build relationships, trust, peer learning and shared momentum across London.

N\

m Higher education (2) w Local authority (16)
m NHS (128) m Social care (4)
® Voluntary (15) a Other (8)




The journey

What neighbourhood health looks like in practice is being developed iteratively with partners across London,

to understand what a consistent neighbourhood health offer would look like in practice.

This thinking builds upon, rather than competing with, existing place or system models and pathways of care.

Jan-Mar 2026
Scope

+ Using insight from existing
neighbourhood health and
operational groups (incl.
National Neighbourhood Health
Implementation Programme)

+ Understand what we are asking
people to do differently, and
what they need from London
region to do this

Apr-Aug 2026
Design

+ Co-designing what we think
neighbourhood health looks like
in practice to support delivery

+ Developing staff and resident
vignettes

+ Host learning events with
operational and system leaders

o

Develop

+ Working through what the
neighbourhood health model
means for different sectors

+ Developing suggested starting
points, sequencing, and
implementation considerations

Dec- 2026
Share

+ Align with engagement and
COP work

+ Socialise and adapt for
different audiences

* Continue to learn and refine
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Key challenges and questions E—

Any future neighbourhood health model at scale needs to address the complexity of how different people
access services, how they are supported, and how we respond as their needs and circumstances change,
including:

Challenge Question
4 )
People do not live their lives in neat a. What is the core service offer which will
boxes. be available to all Londoners?
Many of the most successful models of L )
person and community centred care in p N
England have not moved beyond the b. Where will the offer distinct — 'variation
places where they started. with a purpose’ — in places and
. Neighbourhood health is not operating in \nmghbourhoods? )
a vacuum.
4 )
- Any successful model needs to engage c. What are the core experience and
with the complexity of the current health outcomes of neighbourhood health in
and care landscape in each borough. London?

\. J
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Scope

We are focusing on working out how we co-ordinate access, identification, delivery, and how we will know
whether we are delivering impact, including:

Neighbourhood Health in London: building a whole-system perspective

How: will we know
this is working? e.g.

Where: will this
happen? eg.

Who: which individuals & teams will
be involved? eg.

How: will people access future services within their
neighbourhood?

2.

People present with a query / symptoms [ psychosocial
need in a variety of settings

People are proactively approached including via
targeted prevention or support programmes and
integrated neighbourhood teams

Services respond for example to an urgent /
emergency need or serious exacerbation

How: will we identify and respond to people’s
circumstances, assets, nheeds and goals?

A.

Universal services for the whole population including
joined-up support to keep people healthy and well

Episodic care supporting people through and out of a
period of crisis or ill-health

Continuing care for people with long-term physical and
| or mental health conditions

Complex care for people with specialist needs including
those at the end of their lives

In their own home
A residential care
facility

Council office
Community hub
School

Neighbourhood
Health Centre

Children’s Hub /
Family Centre

GP practice
Pharmacy
A&E

Urgent Treatment
Centres

M or 999
NHS App

Residents, Patients & Carers

VCFSE Groups & Volunteers

Primary Care inc. GPs & Pharmacists
Community Services inc. AHPs
Acute Services inc. Specialist Clinicians
Urgent & Emergency Care Providers
Public Health Teams

Children & Young People Teams
Adult Social Care Teams
Domiciliary Care Providers
Residential Care Providers

Housing & Homelessness Services
Schools & Education Teams
Employment Services

Criminal Justice inc. Police

Improved wellbeing
Reduced inequality
Employment rates

Improved access to
help and support

Patient Reported
Experience /
Outcome Measures
(PREMs and PROMs)

Improved Patient
Activation

Improved Staff
Satisfaction

Reductionin Non-
elective admissions

Reduction in Length
of Stay

Reduced deficits




Emerging design principles

=
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Services first

Multiple front doors
and referral routes

One-size-fits-all
response

Fixed teams holding
fixed capacity

Prevention treated as
a separate activity

Learning and decision-making
separated from delivery

Care done to people

\ 20N . TR T T 2

SIOIOINOUIIC)

Start with need

Person « Family « Household « Community

One shared understanding
One signal * One routing logic

Support proportionate to need
Right support ¢ Right intensity

Teams form around need
Capability follows need

Prevention in every response
Act now ¢ Reduce future risk

Teams learn and adapt
Improve continuously

Build agency and capability
With people, not to people




Design Principles: Have your say on Menti

What should we add, strengthen or change?

Join Menti

Or use the link in chat

1. Which design principles feel most important?

Vote for the principles that must be strongest for neighbourhood health
to be ‘real’

2. What is missing or underdeveloped?

Name something you feel we may have missed that is core to
neighbourhood health, or we need to amend
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Using resident stories to test where we want to get to

Each group will work through one story to test what neighbourhood health could look like in practice and
what would make it deliverable.

Resident story Test the model assumption
Use Aisha, Alan or Jan as the route Identify what would need to work
through needs, teams, and organising differently, or where things are already
responses. happening, for this to be practical, safe

and understandable

Outcome: A clearer understanding of where participants’ views of neighbourhood health align or differ, and
what this means for the next iteration of what London develops to support neighbourhood working. By the end,
we want to know what to:

« Keep - what feels right and should remain central

« Change — what needs to stop, start, shift to move closer to the model

« Build from — where parts of this are already happening, and what local examples we can learn from
- Explain better - what is unclear, confusing or hard to communicate

« Test further - what assumptions, risks or practical questions need more work

14



Resident journeys

Three resident stories show how neighbourhood health responds as people’s needs change

AISHA

Multiple needs, one
changing journey

Aisha’s needs span health,
housing and wellbeing. Teams
build trust, spot changing needs,
coordinate one plan and adjust
support so she can keep living
her life.

WHOLE-PERSON VIEW

JAN

Trust, access and a
route to stability

Jan is sleeping rough with
health, housing and practical
needs. Trust opens access to
checks, same-day care, safe
accommodation and
coordinated recovery.

TRUST & ACCESS

ALAN

Independence through
coordinated support

Alan lives alone and values his
independence. Teams know
him, notice deterioration early,
coordinate hospital recovery
and adjust support so he can
remain safely at home.

PROACTIVE SUPPORT

15



FIRST DRAFT: IN DEVELOPMENT

®
Alsh a’s sto FOR ILLUSTRATIVE PURPOSES S ———
ONLY - TO BE DEVELOPED FURTHER e A T g 2
Teams working together relationally - not hand-offs or referrals.
As THE MODEL OF CARE Is AGREED Population-led, not service-led - acting early and tackling what matters.

a g Shared information, shared rules and shared purpose.
Aisha’s story shows how neighbourhood health works when teams

work together around need - not organisations or services.
As her needs change, the organising response changes with her,
so she always gets the right support.

Better outcomes, fairer experience and smarter use of resources.

000600

Everyone has a role - VCSFE, local authorities, housing, tal health,
primary care, and acute care are all part of the team-of-teams.

Population data, local intelligence and community The team works with local VCSFE groups, faith A local worker notices Aisha has missed her Aisha injures her knee. She needs help, but Over time, several needs interact - sleep, mood,

insight show women in several estates are at organisations, schools, housing, leisure and health check and seems more withdrawn. not ongoing continuity. Using shared routing money worries, menopause, housing stress and
increased future risk of diabetes and poor local authorities to create welcoming, connected They check in with curiosity, exploring what logic, the team weighs what matters most - caring responsibilities. A Person/Household
mental wellbeing. Many may not be in contact ways to stay well - walking groups, health might be happening beneath the surface. urgency, complexity, capability, support network Health Team is formed with Aisha and the people
with services. The Population Health Team checks, food and health sessions. They understand what matters now and what and future risk - and connects her to the right who matter to her. Together they create one
identifies this hidden need and works with They build trust and routes in ~ they don’t might increase future risk. physio quickly with safe closure. shared plan with clear goals reflecting what
partners to act early. hold ongoing caseloads. matters to Aisha and her family.

fi’| Team(s): Population Health offer fi" Team(s): Community & Wellbeing offer fi‘] Team(s): Local Contiunity offer [‘i’] Team(s): Bounded Response offer fi'| Team(s): Person/Household Health offer

o Population insight drives early help

o Feeling unwell - accessing same-day help Hospital care with the team o Discharge and recovery support @ Small wins, building confidence m Living a better life

—

Population Health Team insight shows patterns of One evening Aisha feels overwhelmed and Aisha is admitted to hospital for tr t The team prepares Aisha for discharge. Step by step, things improve. Aisha’s mood lifts, Most of the time, Aisha is just living her life.

poor mental wellbeing and financial stress in Aisha’s can’t cope. Using the shared routing logic, The Person/Household Health Team stays involved, She returns home with a clear plan - She feels more in control, sleeps better and The neighbourhood team-of-teams is always

area. It helps the neighbourhood act earlier - the neighbourhood offers the Same-Day advocates for her and keeps her story with him. medication, follow-up appointments, therapy, takes part in community activities. there to provide the right support at the right

focusing outreach and resources where need is Response mental health support the same day. They visit, coordinate care and plan ahead for benefits advice, and emotional support. She joins a local women’s group and starts a time ~ responding quickly, joining things up,

highest and preventing crises for others like Aisha. She receives the right help, in the right place, what she will need to leave hospital safely. The ity worker checks in regularly. volunteering course. She feels more confid and working together to adapt support as her
at the right time. Aisha is not alone. and hopeful about the future. life and needs change.

[‘i’l Team(s): Population Health offer fi‘\ Team(s): Same-Day Response offer [‘i] Team(s): Person/Household Health offer fi] Team(s): Person/Household Health offer ,'i] Team(s): Person/Household Health offer fi’\ Team(s): All teams working as one



Jan’s story

Jan's story shows how neighbourhood health works when teams
work together around need - not organisations or services.
As his needs change, the organising response changes with him,

so he always gets the right support.

A volunteer at the Day Centre notices Jan is
struggling — swollen legs, coughing, dizzy and in
pain. She takes time to talk and listen without
judgement. He shares he’s sleeping rough,
feeling very low and avoiding services.

She offers him food, warmth and reassurance,
and suggests they speak to someone together.

i@ Team(s): Community & Wellbeing offer

Population insight drives early help

Population Health Team insight shows patterns of
homelessness and poor health in this area. It helps the
neighbourhood act earfier - focusing outreach and
resources where need is highest and preventing
crises for others like Jan.

“i'\ Team(s): Population Health offer

At the Day Centre, Jan gets practical support -
food, hygiene, clean clothes and a phone charge.
A continuity worker listens to his story and helps
him access a GP appointment the same day.
They agree small, safe next steps and ensure
Jan knows he can come back.

This is the start of a relationship.

i@ Team(s): Local Continuity offer

o Feeling unwell - accessing same-day help

UNTEER
A e '

Jan feels much worse - breathless and confused.
He tells a volunteer at the Day Centre.
They contact the Same-Day Response Team.
The team attends, assesses and treats him in
the community - providing medication,
dressings and support.
They work with the Person/Household Health Team
to make sure they have all the information they
need and know what matters to Jan and that
there is continuity.

1"'\ Team(s): Same-Day Response offer

FOR ILLUSTRATIVE PURPOSES ONLY
— TO BE DEVELOPED FURTHER AS
THE MODEL OF CARE IS AGREED

Sofety = Heakth  Houting  Belonging

ia\

0 @ ()

The team takes time to understand Jan’s whole story -
his health worries, trauma, loneliness and fear.

They explore what matters most to him: safety,

a place to stay, respect, good heaith and hope.

Jan feels heard. Together they build a plan
that puts him in control.

fi’] Team(s): Local Continuity offer

Jan is admitted to hospital for tre

The Person/Household Heaith Team stays involved,
advocates for him and keeps his story with him.
They visit, coordinate care and plan ahead for
what he will need to leave hospital safely.

fi’] Team(s): Person/Household Health offer

Jan attends the GP practice with the continuity
worker. An interp joins the appointment.
The team completes health checks, includi

FIRST DRAFT: IN DEVELOPMENT

One person’s journey across different organising responses.

Teams ing tog lly - not hand-offs or referrals.
Population-led, not service-led - acting early and tackling what matters.
Shared information, shared rules and shared purpose.

th Lati

wce and smarter use of resources.

Better

Everyone has a role - VCSFE, local authorities, housing, mental health,
primary care, and acute care are all part of the team-of-teams.

fairer experi

00080

Jan is offered temporary accommodation - a safe base to recover. The
Person/Household Health Team forms with housing, social care, mental health,
bst use, GP and VCSFE services. They share one plan covering health,

=4

breathing, chest, bloods and foot t
Concerns are identified and explained clearly.
Jan agrees to the next steps.

fi'\ Team(s): Bounded Response offer

The team prepares Jan for discharge.
He returns to his accommodation with a clear plan
- medication, follow-up appoi d care,

mental health support and help with benefits and ID.
The continuity worker checks in regularly.
Jan is not alone.

('i'\ Team(s): Person/Household Health offer

housing, benefits, ID and immigration advice. Everyone works together with
Jan to remove barriers and build stability.

(.ii Team(s): Person/Household Health offer

@ Small wins, building confidence

m Living a better life

Step by step, things improve. Jan’s foot heals, Most of the time, Jan is just living his life.

his breathing is better and his mood lifts.
He joins a walking group and gets help to
volunteer at the Day Centre. He feels more
confident and hopeful about the future.

fi‘\ Team(s): Person/Household Health offer

The neighbourhood team-of-teams is always
there to provide the right support at the right
time ~ responding quickly, joining things up,
and working together to adapt support as his
life and needs change.

Ll
f.’\ Team(s): All teams working as one



Alan’s story

Alan’s story shows how neighbourhood health works when teams
work together around need - not organisations or services.
As his needs change, the organising response changes with him,

so he always gets the right support.

Alan is 78 and lives alone in his council flat. He has
diabetes, COPD, osteocarthritis and early dementia.
His wife has died and his daughter lives in Birmingham.

Population insight identifies

Population Health Team analysis shows Alan is at
higher risk of deterioration - due to multiple conditions,
living alone, previous falls and a recent hospital

He worries about hospital and losing his independ

but wants one thing above all else: to stay in his
own home for as long as possible.

fi‘] Team(s): Local Continuity offer

A carer notices a foot ulcer and Alan seems
more confused. His diabetes control is
worsening. These early signals could lead

to amputation if not acted on.

The team acts early to prevent a major crisis.

ii'| Team(s): Person/Household Health offer

dmission. He is flagged for proactive support before
a crisis.

fi'\ Team(s): Population Health offer

e Urgent help when it's needed

=~ e V\:.A - b — =S
= A ’ = 7

Alan falls and can’t get up. His telecare alarm
is triggered. A neighbour calls the Day Centre.
They contact the Same-Day Response Team.
The team attends, treats him and identifies
that the raised doorstep is contributing

to falls. They arrange equipment and home
adaptations.

i# Team(s}: Same-Day Response offer

(with Person/Household Health offer)

FOR ILLUSTRATIVE PURPOSES
ONLY - TO BE DEVELOPED FURTHER
ONCE MODEL OF CARE AGREED

Alan’s Local Continuity Team get to know
him well — his memory lapses, routines,
worries and what keeps him well.

They coordinate small changes early and
keep checking in, so problems don’t
become crises.

fi‘] Team(s): Local Continuity offer

e Hospital admission

Alan develops pneumonia and is admitted.
From the start, hospital teams, Alan, and the
Person/Household Health Team plan together.
The focus is not just treatment in hospital -
it’s what Alan will need to be safe and well

at home.

f.." Team(s): Person/Household Health offer

“| want to stay in E

my own home. i
That’s what | : |
matters most.” o |

Carer notices Alan is more breathless. The pharmacist

006600

sees missed medicines. The podiatrist is concerned

about his feet. He has another fall.
Individually these are small. Together they show

rising risk and the need for more joined-up support.

fi.l Team(s): Community & Wellbeing offer

0 Recovery at home — one shared plan

o o

Back home, the team delivers the plan together -

medication support, breathing checks, physio,
personal care, foot care and mobility support.
Everyone communicates and adapts the plan
as Alan’s needs change.

ii’| Team(s): Person/Household Health offer

FIRST DRAFT: IN DEVELOPMENT

One person’s journey across different organising responses.

Teams working together relationally - not hand-offs or referrals.
Population-led, not service-led - acting early and tackling what matters.
Shared information, shared rules and shared purpose.

Better outcomes, fairer experience and smarter use of resources.

Everyone has a role - VCSFE, local authorities, housing, mental health,
primary care, and acute care are all part of the team-of-teams.

e A joined plan around what matters

Because several people need to work together, a
Person/Household Health Team is formed. They agree
one shared plan focused on staying safe, avoiding
future admissions and supporting what matters

most to Alan.

l....l Team(s): Person/Household Health offer

@ Living well with the right support

Most of the time, Alan is just living his life.
The neighbourhood team-of-teams is always
there to provide the right support at the right
time - responding quickly, joining things up,
and working together to adapt support as his
life and needs change.

ii'\ Team(s): All offers working as one



Breakout Task: testing neighbourhood health

Each group will work through one story to test what neighbourhood health could look like in practice and
what would make it deliverable.

Discuss in breakout How the discussion will work

rooms, and have one 1. Everyone open the Mural link in the chat now (click "enter as a

person fill out visitor”), which includes the resident stories
Microsoft Form

2. In your breakout room, choose one of the resident stories to discuss

3. Assign one person to capture answers in the Microsoft Form on
behalf of the room

4. Using your selected resident story, test what feels right; what needs
to stop, start of change to get there; and where are we already
doing part of this.

5. Choose one person to share one or two points back to the main
Or use the link in chat group in the chat.
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Immediate feedback on today's session

What are your initial thoughts on what we have shown you today?

1. What do you want to 2. What do you think
see more of in the was missing in the
framework? conversation today?

3. What do you think needs to be strengthened in our
thinking?

Join Menti

menti.com
2953 4698
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What we need from you

Before you leave

Add any final reflections in
the Microsoft Form or chat,
especially points that did
not surface in your
breakout.

After today

Look out for the session
summary and key
themes. Please share the
next Community of
Practice (date tbc) invite
through your networks.

Thank you!

Stay involved

Connect with others from
today’s session, share
examples of what is
already working, and help
us keep testing what
supports delivery and
what needs to change.

21
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