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Essex
Over 1.4 million population

• 12 Districts and Boroughs

• 2 Unitaries

5 CCGs – which are

• North Essex CCG (Colchester & 
Tendring)

• Mid Essex CCG (Braintree, 
Chelmsford & Maldon)

• West Essex CCG (Uttlesford, 
Harlow & Epping)

• South East Essex CCG 
(Brentwood & Basildon)

• South West Essex CCG 
(Castlepoint & Rochford)

5 Acute Hospitals 

Colchester, Harlow, 
Chelmsford , Basildon & Southend



WHERE’S IT COME FROM?
Over the past 18 months we have been working together to design and test new ways of providing more joined-up 
and personalised care – through the integrated care programme, the 100 day challenge teams and more. In 
Autumn 2015,  200 (!) of your colleagues across the system came together to design what we want health and 
care to look like for the residents of West Essex. We discussed what needs to change on-the-ground and what the 
system needs to put in place to support that. We agreed: 

• We all want to work in a more integrated way. Everyone benefits if health and care services join up and work 
differently.

• Neighbourhood teams across West Essex emerged, organising multi-disciplinary teams across neighbourhoods –
with responsibilities for working together to improve the health and wellbeing of their local population.  



1. The resident / patient / service user should be at the heart of everything that we do. 
What does the person want to achieve?

2. Integration is a means, not an end in itself. Does it help achieve what the person wants 
and what the system wants to achieve?

3. Form must follow function and “what matters is what works”. We need to explore how 
existing organisations can better join-up or align processes, systems and commissioning 
approaches before we jump to the conclusion of creating new integrated 
organisations.

4. The language of integration is sometimes unhelpful and misleading, implying 
amalgamation, incorporation, unification, consolidation and mergers *

5. The language of collaboration is more helpful, implying alliance, partnership, 
participation and combination *

Starting Point for Collaboration



Vision for Adult Social Care is:
Solutions not services: enabling you to get on with your life

We want to see a transformational shift from a focus on long-term care and support to those in crisis to early 
intervention and enabling people to live independently for as long as possible, by making the best and most sustainable 
use of all available resources 

For the person /individual, this means:
• I have greater personal choice and control
• Agencies and professionals work with me and my carer(s) to plan my care
• I am more resilient and supported to self-care and self-manage
• I can do the things, and achieve the outcomes, that are important to me

For system partners, this means:
• We collaborate at all levels to do the right thing, at the right time, by the right person, in the right setting, and at 

the right cost
• We want people to be able to live independently and stay at home for as long as possible.
• We want people to experience care that is more personalised, more joined-up with Health services, and is 

delivered in community settings closer to home. 
• We want to help minimise the number of people entering our hospitals and care homes and reduce the amount of 

time they stay there. 
• We want to see local systems that are  strong , resilient and sustainable.

Vision for health and care collaboration



Neighbourhood Model Benefits

Improved, complete and 
reliable data (complete 

care and support record) 
for each Adult 

Improved working 
relationships and 

collaboration with health 
& local partners, including 

VCS 

Reduced rate and  
type/reason of re-

admission to hospitals 

Reduced number of acute 
care admissions 

Prevent duplication across 
the NHS and ECC, so 

resources can be used more 
effectively 

Reduction in delays to care 
and support by 

streamlining processes and 
handoffs 

Reduced number of Adults 
in costly, inappropriate 
acute care / residential 

care settings 



West Essex



SHIFTING FOCUS TO YOUR “NEIGHBOURHOOD” 

West 
Essex 

295k

Harlow 
92k

North Uttlesford
39k

South Uttlesford
46k

Epping & Ongar
41k

Uttlesford
85k

Harlow
92k

Waltham Abbey 
20k

Loughton
33k

Epping
Forest

118k

Locality

Buckhurst Hill & Chigwell
24k

CCGNeighbourhoods 

we will be testing a realignment of services, to allow you to work as part of a  unified 
“neighbourhood” with your colleagues, across organisations and within a specific area.



GUIDING PRINCIPLES FOR NEIGHBOURHOOD TEAMS:
Be person-centred - Focus on the person (whilst building practitioner friendly 
processes). 

Act as equal partners: No voice is more powerful than another, and we all pull 
our weight and share the work

A culture of ‘permission’ at all levels – let go of what isn’t working, challenge 
assumptions, design and test new solutions and ways of working

Do no harm - don’t compromise the quality of care, don’t risk the reputation of 
other’s organisations, and don’t push problems into other neighbourhoods

Don’t spend money we don’t have, but… you’ll have flexibility to adjust use of 
resources. Sometimes spending may be necessary to save at a later date

You’re part of a network: Collectively learn with other neighbourhoods, the 
wider system.. Solve problems together and share your learning  



GETTING THE BALANCE RIGHT…
At a west Essex level we will
• Supply data that quantifies potential 

opportunities
• Identify important issues and 

outcomes from a system perspective
• Delegate resources and align staff
• Provide exec. sponsors who will 

provide permissions, unblocking and 
general support.

• Take decisions on issues affecting 
multiple neighbourhoods, informed 
by neighbourhood views 

As a neighbourhood we will
• Review data on needs and 

comparative performance
• Select priorities that are locally 

meaningful 
• Set clear goals for improvement
• Understand and make best use of the 

resources available 
• Make most of freedoms to determine 

details of how we  work together
• Make changes to the way we work 

locally



Firstly, understand people’s risk levels, 
drawing on new analysis tools which pull 

data from across the system:

12

POPULATION HEALTH MANAGEMENT 

From here, tailor strategies 
according to this risk, for 

example:

High                
Risk

Rising-Risk 
Patients

Low-Risk Patients
60-80% of Adults:                  
Minor conditions, 
easily managed

15-35% of Adults:                              
May struggle to manage 
their conditions

5% of Adults 
People with complex diseases, 
multiple long-term conditions

• Intensive case management

• Early intervention care management

• Supported self-care interventions

• Prevention and wellness promotion

We are keen to support neighbourhoods to apply principles of population health 
management,  based on international best practice. At it’s heart this involves:



WHO’S WHO? 
We’ll be testing is a new way of supporting innovation and learning in the system – based on empowering teams of 
front-line staff to work together, build relationships, and test new ways of working.  Each of these teams will be 
provided with support from senior sponsors and coaches. This shows the initial “structures” and groups:

Sponsors

Who? 8-10 system leaders 
across key organisations

Role:
• Systems leadership role
• Unblock barriers that 

Sub &Core Teams 
encounter

• Learn how to better 
empower N’hoods to 
collectively manage 
health

Who? 8-10 managers from 
from neighbourhood, with 
cross-system representation

Role:
• Collectively learn how 

to manage health 
/wellbeing of n’hood

• Strategic role in 
overseeing data and 
identifying where 
efforts may be needed

• Supporting mobilisation 
of sub-teams

Who? 8-10 staff from in 
the neighbourhood, with 
front-line & cross-system 
representation

Role: 
• Focus, for the next 6 

mos.,  on improving 
outcomes for a 
specific cohort;

• Develop and test new 
ideas to improve 
care. 

Who? Everyone 
providing care/support in 
the n’hood (statutory 
and non-statutory)

Role: Working with the 
neighbourhood core and 
sub teams to test new 
ways of working –
building on those you 
feel are effective, 
addressing those that are 
ineffective. 

Sub teams
Core Team

All providers in the 
N’hood

West Wide 
Forums e.g. 

Older people’s 
partnership 

board 

Other 
n’hoods



Achievements to date
• Cross System Neighbourhood Programme Board
• Leads identified and in place
• Regular meetings in place in each Neighbourhood
• Risk stratification, rising risk population identified at 

practice level
• Proactive MDTs in place for complex patients
• Evidence of better relationships and partnership working
• Reducing DTOC and hospital admittance from care 

homes 
• Neighbourhood led primary care plans for services 
• Integrated Hospital Team
• Integrated Single Point of Access – hospital and 

community



……summing up
• We have a clear vision and direction of travel 
• Neighbourhoods have core aims but different 

approaches
• Neighbourhoods flex to meet the needs of the 

local population
• Prevent, reduce and delay core principles of 

the Care Act embedded in all our approaches
• Conversations, connection and community 



Question time
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