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Executive summary

Introduction

As the national membership network supporting local community organisations to be
strong and successful, Locality has compiled this report on behalf of the NHS England

People and Communities Directorate.

The formation of “VCSE Alliances” within Integrated Care Systems (ICSs) is an
important step in embedding the voluntary, community and social enterprise sector

within health systems.

On the back of this, this report seeks to continue NHS England’s focus on addressing
barriers and developing a greater understanding of the benefits of embedding the

sector by exploring its role in prevention and primary care in neighbourhoods.

It is an important topic - within ICSs, VCSE organisations play arguably their most
important role at the neighbourhood level. Their close connection, trust, and
understanding of local people and the wider determinants of their health is a vital

asset to the work of the NHS to keep people healthy in their communities.

Through a focus on real-life examples across the country, this research focussed on
understanding the trends in VCSE involvement in prevention and primary care,

including:
q how this involvement occurs

1 how it supports shared local and national health outcomes, particularly in relation

to tackling health inequalities
1 the efficacy of different approaches and the reasons for this
1 common themes appearing from this involvement

q factors for success.




- s

On page 13, below, we have included a glossary of commonly used terms in this area

to help both statutory and VCSE organisations understand each other’s work.

Case studies

The six case studies around which this report is centred cover a range of examples of
how statutory health partners and local VCSE organisations are working together

across prevention and primary care.

In [EEEE, one Primary Care Network (PCN) is using the Additional Roles
Reimbursement Scheme (ARRS) to fund a local VCSE organisation to hire “Patient
Ambassadors”. These Social Prescribing Link Workers support local people from a
range of ethnic groups across the wider determinants of their health following initial

engagement with the organisation’s Cultural Food Hub.

In , a group of VCSE organisations deliver Making it Happen, funded by
the County Council’s Public Health team. As an asset-based community development
(ABCD) programme, it supports people to connect with others, find the right
knowledge, expertise, resources, or information, and access funding to create positive

community-led change locally.

Partners measure the impact of this change according to the wider determinants of
health and people are referred into resulting groups and activities through social

prescribing.

In Corby, North Northamptonshire, a local VCSE organisation has opened Active in
Motion, an exercise centre for older people and those with health conditions who face
health, social, or economic barriers to accessing traditional gyms. The facility has
proved hugely popular with local people and PCNs are able to refer individuals to it

through an “Activity on Referral” scheme.
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The facilities are also used by NHS physiotherapy, and chronic obstructive pulmonary
disease (COPD) and multiple sclerosis services to provide rehabilitation and

prevention activities to individuals through exercise.

Across the Integrated Care Board (ICB) has funded the development of
“Community Hubs” in partnership with VCSE infrastructure bodies and local VCSE
organisations. These buildings, spaces, or networks of local people provide help,
advice, support, and activities designed to counter and prevent common mental and

physical health conditions among local people in their communities.

One particularly developed Hub involves closer collaboration with primary, secondary
and acute services, adult social care, and the VCSE sector. Together, they have

designed 36 programmes for different, often overlapping, conditions.

In 2023, 170,000 people used a Community Hub. Fifty per cent stated they would have
contacted a health provider (including 10 per cent calling 999) if they weren’t

available.

In , one local women'’s charity runs an award-winning service aimed at
improving child and maternal health outcomes, reducing health inequalities, and
increasing access to services for women from racially minoritised communities. This is
now commissioned by the local NHS Foundation Trust as one of seven services that

make up the wider Family Health and Lifestyle Service across the city.

All midwives (who are based in GP practices in Coventry) know about the service and
can refer women directly to it. Many referrals also come from hospital trusts. In 2023,
90 per cent of racially minoritised women who gave birth in Coventry last year had

accessed the service.

In (CINIglelfe] s - RO LI =Te Ko s e RV INTIsNZYy, the bi-boroughs’ VCSE infrastructure

bodies, local public sector partners and VCSE organisations have co-produced a

strategy for embedding VCSE action in the health and care system to address health

inequalities.

A
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This includes My Care My Way, an infegrated approach to promoting the health and
wellbeing of people aged 65 and over, which includes funding for VCSE organisations

to provide the activities to which individuals are socially prescribed.

In Westminster, the social prescribing service is run by the borough’s VCSE
infrastructure body and is supported by its staff also having access to shared patient

data systems with primary care clinicians.

Key practical examples and learnings from these case studies are included throughout

the "Benefits”, “Opportunities”, and “Factors for success” sections of the full report.

Benefits

Our research has found that the benefits of infegrating the VCSE sector in primary

care can be split into three distinct but related categories:

1  Befter commissioned services - When the VCSE sector is directly involved in the
delivery of specific prevention services, they keep people healthier for longer

while increasing the capacity of secondary and acute services.

1  Healthier communities - Investment in the capacity and capability of the VCSE
sector creates a both a strong avenue to those with the worst health outcomes
and supports people to keep themselves and their communities healthier on their

own.

1 A more impactful system - Greater integration of the VCSE sector into
prevention and primary care also helps to create a more broadly impactful,
effective, and trusted local health system. For example, by supporting PCNs to
deliver on the fourth ICS purpose (to support broader social and economic

development) by maximising the social value of their services.
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Opportunities

Having understood the benefits of VCSE sector involvement in prevention and primary
care, we then explored opportunities available for realising them. These fall under four

categories:

1 Design and delivery of personalised, preventative services - VCSE
organisations are key partners in the provision of personalised care pathways

and prevention based on the wider determinants of health of local people.

They are providers and facilitators of knowledge, training, and engagement o
PCNs on their communities. And they are vital to influencing and delivering

sustainable social prescribing strategies.

1  Provision and sharing of community spaces - The 2022 Fuller Stocktake report
on the next steps for integrating primary care highlights the need to make use of
VCSE spaces and community assets, as worked so successfully in rolling out the
COVID-19 vaccination.

These spaces are well placed to host co-located primacy care services. They are
also crucial for the social connection necessary to prevent isolation and the

worsening of mental health requiring clinical support.

1 Community engagement and insight - VCSE organisations are key partners in
facilitating community engagement, research, and insight. Through frusted staff
and within frusted, accessible spaces, this can support the co-creation of asset-

based approaches to support those most affected by health inequalities.

1  Workforce integration - VCSE staff can play a key role in the local health and
care workforce as part of integrated neighbourhood teams. This evolution away
from PCNs as top-down coordinators of local healthcare, as recommended by
the Fuller Stocktake, can support the achievement of shared local goals by
bringing together the widest range of practitioners supporting individuals with

both the clinical and wider determinants of their health.

A
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Factors for success

Finally, we gathered the key factors and learnings for success in integrating the VCSE
sector in prevention and primary care. These fall under five categories and

demonstrate how key challenges can be overcome:

1 Leadership and culture - Effective collaboration with the VCSE requires
committed drivers and leadership within PCNs to build a positive, frusting working
culture. This means health partners understanding that VCSE organisations can,
will, and probably already are, delivering high quality services that are keeping
local people well. This trust is built over the long term and can be stymied by
short-term funding for outputs-focussed commissioning. It's particularly important
at primary care level that local VCSE organisations are provided with health
system funding to run the activities and services to which people are socially

prescribed.

1  Collaboration and communication - Local forums and provider collaboratives, in
which VCSE organisations are included, can be a strong tool for making
collaboration happen. They can create clear points of connection between PCN
leads and clinicians and VCSE organisations and are valuable for fostering the
adoption of shared language. They also support co-production of the
commissioning and grants process to get the best out of providers and their

services.

1  Mutual capacity and capability building - Increasing skills, capability and
capacity within primary care for community development approaches increases
their ability to work constructively with the VCSE sector, communities, and other
partners like local government. Equally, investing in the capacity and capability of
VCSE organisations, including in leadership roles and through shared training
opportunities, helps to connect the great work that exists, develop locally-led

strategic direction, and facilitate better integration.

1 Local flexibility - As with all place and neighbourhood-based work, there must be

a recognition that there is no one-size-fits-all approach. Local factors like

A
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historical partner relationships, population group need, geographic differences in
deprivation, local system structures, and levels of funding will determine how

collaboration takes place.

1  Data sharing and impact monitoring - Finally, the Fuller Stocktake rightly
prioritises the need for shared data on population health, local wider health
determinants, and patient records to help integrated neighbourhood teams
operate effectively. These require shared systems and data-sharing agreements
for VCSE insight and public health data to ensure priorities, strategies and
services are fully informed and locally driven. There is also a need for a
standardised format for data sharing and impact monitoring for showing the
value and impact of the VCSE sector for prevention. However, we also heard the
importance of shared clarity on what data need to be collected and why. This can
involve “unlearning” primary care orthodoxies that haven’t worked so far and

support a pivot towards wider-determinants-focussed outcomes.
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Infroduction

This report has been compiled by Locality, on behalf of the NHS England People and
Communities Directorate, fo examine current information, intelligence, and insight on
the role of the voluntary, community and social enterprise (VCSE) sector in prevention

and primary care.

Context

The NHS England People and Communities Directorate lead a programme that
supports the development and strengthening of “VCSE Alliances” within Integrated
Care Systems (ICSs). These are leadership groups of VCSE organisations that exist in

every ICS, working across the whole system footprint fo:

1 encourage and enable the sector to work in a coordinated way

1  provide the ICS with a single route of contact and engagement with the sector

and links fo communities

1  better position the VCSE sector in the ICS and enable it to contribute to the
design and delivery of integrated care and have a positive impact on heath

priorities, support population groups, and reduce health inequalities.

The important role of VCSE alliances at the system level of ICSs, and of the wider
sector at place and neighbourhood levels, is emphasised in the NHS’s ICS Design

Framework:

“The VCSE sector is a vital cornerstone of a progressive health and care system.
ICSs should ensure their governance and decision-making arrangements support
close working with the sector as a strategic partner in shaping, improving and
delivering services and developing and delivering plans to tackle the wider

determinants of health. VCSE partnership should be embedded as an essential part

of how the system operates at all levels. This will include involving the sector in

A
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governance structures and system workforce, population health management and

service redesign work, leadership and organisational development plans.

“... Integrated Care Partnerships and the ICS NHS body [should] develop a formal
agreement for engaging and embedding the VCSE sector in system level
governance and decision-making arrangements, ideally by working through a VCSE
alliance to reflect the diversity of the sector. These arrangements should build on
the involvement of VCSE partners in relevant forums at place and neighbourhood

"

level. A national development programme is in place to facilitate this in all areas”.

As part of this programme, NHS England have commissioned work to better
understand the barriers and enablers to embedding the VCSE within ICSs as well as

exploring how these can be addressed. This includes:

1 NCVO, 2020, “Creating Partnerships for Success - the voluntary sector and health

transformation”

1  The King’s Fund, 2023, “Actions to support partnership: Addressing barriers to

working with the VCSE sector in integrated care systems”

1  NHS England and The King’s Fund, 2023, “A framework for addressing practical

barriers to integration of VCSE organisations in integrated care systems”

1 RSM, 2023, “Demonstrating and evidencing the impact of the voluntary,

community and social enterprise sector in Integrated Care Systems™

This report seeks to continue the focus on addressing barriers and developing a
greater understanding of the wide-ranging benefits of embedding the VCSE sector by

exploring its role in prevention and primary care.

' NHS, 2021, “Integrated Care Systems: design framework”. Available at: hitps://www.england.nhs.uk/wp-
content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
2 Available to download through link if logged into FutureNHS.
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https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fncvo-app-wagtail-mediaa721a567-uwkfinin077j.s3.amazonaws.com%2Fdocuments%2Fcreating_partnerships_for_success.pdf&data=05%7C01%7Csam.hepher%40locality.org.uk%7C15689c9ff71f4376cbbf08db94e4d907%7Ce96294a410e243abbb63d3fc26975966%7C0%7C0%7C638267483859108609%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=U9fJ7CmbUyBQs6qGEllmSgx%2FIJq5iaWq%2Fe%2BSbDHk5EA%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.kingsfund.org.uk%2Fpublications%2Factions-to-support-partnership&data=05%7C01%7Csam.hepher%40locality.org.uk%7C15689c9ff71f4376cbbf08db94e4d907%7Ce96294a410e243abbb63d3fc26975966%7C0%7C0%7C638267483859108609%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=WgUyyNNlTAXUl%2FalX%2FlfxKoSGXdbHJseSpAfTTX4CF8%3D&reserved=0%22%20/o%20%22Original%20URL:%20https://www.kingsfund.org.uk/publications/actions-to-support-partnership%20%20Click%20to%20follow%20link.
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.kingsfund.org.uk%2Fpublications%2Factions-to-support-partnership&data=05%7C01%7Csam.hepher%40locality.org.uk%7C15689c9ff71f4376cbbf08db94e4d907%7Ce96294a410e243abbb63d3fc26975966%7C0%7C0%7C638267483859108609%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=WgUyyNNlTAXUl%2FalX%2FlfxKoSGXdbHJseSpAfTTX4CF8%3D&reserved=0%22%20/o%20%22Original%20URL:%20https://www.kingsfund.org.uk/publications/actions-to-support-partnership%20%20Click%20to%20follow%20link.
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Flong-read%2Fa-framework-for-addressing-practical-barriers-to-integration-of-vcse-organisations-in-integrated-care-systems%2F&data=05%7C01%7Csam.hepher%40locality.org.uk%7C15689c9ff71f4376cbbf08db94e4d907%7Ce96294a410e243abbb63d3fc26975966%7C0%7C0%7C638267483859108609%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=JrhPTvYyofPMTwS%2FEsogCOtrHOZctxM3veXCtp52VAo%3D&reserved=0%22%20/o%20%22Original%20URL:%20https://www.england.nhs.uk/long-read/a-framework-for-addressing-practical-barriers-to-integration-of-vcse-organisations-in-integrated-care-systems/%20%20Click%20to%20follow%20link.
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Flong-read%2Fa-framework-for-addressing-practical-barriers-to-integration-of-vcse-organisations-in-integrated-care-systems%2F&data=05%7C01%7Csam.hepher%40locality.org.uk%7C15689c9ff71f4376cbbf08db94e4d907%7Ce96294a410e243abbb63d3fc26975966%7C0%7C0%7C638267483859108609%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=JrhPTvYyofPMTwS%2FEsogCOtrHOZctxM3veXCtp52VAo%3D&reserved=0%22%20/o%20%22Original%20URL:%20https://www.england.nhs.uk/long-read/a-framework-for-addressing-practical-barriers-to-integration-of-vcse-organisations-in-integrated-care-systems/%20%20Click%20to%20follow%20link.
https://future.nhs.uk/gf2.ti/f/1070338/177308005.1/PDF/-/VCSE%20impact%20report%202023.pdf
https://future.nhs.uk/gf2.ti/f/1070338/177308005.1/PDF/-/VCSE%20impact%20report%202023.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
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It is an important and timely topic for exploration - it is arguable that the most
important role VCSE organisations play within ICSs is at the neighbourhood level. Their
close connection, trust, and understanding of local people and the issues affecting
their health represents a crucial tool to keep people well that the NHS cannot

replicate alone.

This is key to the principle of subsidiarity which underpins the way ICSs are designed to
operate: that decisions are made at the most local level appropriate. Where decisions
are made that affect the services and support available to communities, the local
organisations and infrastructure that are by, for, and of those communities must be at

their heart.

However, we know that the perception, understanding, and involvement of the local
VCSE sector at the neighbourhood level varies greatly across the country, from one

Primary Care Network (PCN) to another.

This report aims to support PCNs, and the actors at the place and system levels within
their ICS, to successfully understand the benefits of this collaboration, including for
prevention, seize the opportunities it presents, and overcome the associated

challenges.

About Locality and its members

Locality is the national membership network supporting local community organisations
to be strong and successful. Our network of over 1,800 organisations supports

hundreds of thousands of people every week across many facets of their lives.

As well as directly supporting local people to access health and care services, often
within more disadvantaged neighbourhoods and communities, they also run a range
of range of services that prevent illness and create health by supporting the wider
determinants of local people’s health. These encompass include welfare support,
employment and skills, housing, the local environment, arts and culture, and more

besides.
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In fact, previous research has shown that, on average, they provide 13 different
service typess to 13 different population groups, impacting 91 per cent of the wider
determinants of health as listed in the Office of Health Improvement and Disparities’

Inclusive and Sustainable Economic Framework.

Glossary

As referenced further on in this report, divergent or unclear use of language can be a
barrier to closer working between the VCSE sector and the NHS. For that reason, it is

important to state from the outset what we mean by some key terms in this area.

1  Additional Roles Reimbursement Scheme (ARRS) was infroduced in England in
2019 to enable Primary Care Networks (PCNs) to claim reimbursement for the
salaries (and some on-costs) of 17 roles within multidisciplinary teams. PCNs can
employ these additional roles to address the specific needs of the local

population, increase capacity, improve access, and widen the care offer.s

1  Asset-Based Community Development (ABCD) seeks to create better places to
live by focussing on “what’s strong, not what’s wrong”. It nurtures and maximises
the skills, networks, institutions, spaces and stories of local people and places to

create community-led change.

1  Community anchor organisations are the most established of community

organisations. They:
0 are independent and community-led

o tendto be multi-purpose, employing staff, providing services and

activities, and managing community assets, to tackle local challenges

3 Locality, 2020, “The Power of Community”. Available at: https://locality.org.uk/assets/images/Power-of-Localitys-
Network.pdf

4 Locality, 2022, “The impact of community anchor organisations on the wider determinants of health”. Available
at: hittps://locality.org.uk/assets/images/LOC-CAWD-Report-2022-WG08.pdf

5 See: https://www.england.nhs.uk/gp/expanding-our-workforce/
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0 are committed to positive economic, social, or environmental change in

their community, with any surplus funds reinvested in local impact

0 survive through generating a diversity of income streams, including

trading goods and/ or services

0 provide a voice to local people in the shaping and delivery of community

services

1  Colocation refers to the situating of multiple cross-sector services within one
physical space. For example, a centre run by a local VCSE organisation may
provide its own community services, such as a food pantry, alongside statutory
services like primary care or Jobcentre Plus. This helps to reach and connect local
people in need of support with a wide range of services through one, trusted

“front door”.

1 Core20PLUSS is a national NHS England approach to inform action to reduce
healthcare inequalities at both national and system level. The approach defines a
target population - the ‘Core20PLUS’ - and identifies ‘5" focus clinical areas

requiring accelerated improvement.s

1 Fuller Stocktake refers to a report published in 2022 by Dr Claire Fuller
commissioned by NHS England to recommend the next steps for integrating

primary care.’

1 Integrated neighbourhood teams bring together primary care, community care,
VCSE services, social care, public health and mental health services into a single
integrated offer at the neighbourhood level. They aim to promote and embed
collaborative working, reduce solo working, reduce duplication, and simplify care

pathways.g

¢ See: https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-
programme/core20plus5/

7 See: https://www.england.nhs.uk/wp-content/uploads/2022/05/next-steps-for-integrating-primary-care-fuller-
stocktake-report.pdf

8 See: https://www.hounslowhealthandcare.org/bbp-projects-and-workstreams/projects-and-

workstreams/integrated-neighbourhood-teams-1
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1  Prevention broadly, refers to the actions taken to keep people well. It can be

categorised in three fiers?

o Primary prevention involves taking action to reduce the incidence of
disease and health problems within the population, either through
universal measures that reduce lifestyle risks and their causes or by

targeting high-risk groups.

0 Secondary prevention involves the systematic detection of the early

stages of diseases and intervening before full symptoms develop.

o Tertiary prevention involves reducing the impact of an ongoing illness or
injury that has lasting effects, for example, helping individuals to manage

long-term health conditions to improve their quality of life.

The VCSE sector has a key role to play in each of these tiers, both in improving
individuals access to iliness detection and care services, and, in the case of primary

prevention, addressing the wider determinants of their health.

1 Primary care services provide the first point of contact in the healthcare system.
It includes general practice, community pharmacy, dental, and optometry (eye

health) services.©

1  Primary Care Networks (PCNs) are groupings of the providers of the above
services in places. There are around 1,250 PCNs across England, based on GP
registered patient lists and serving between 30,000 to 50,000 people. They are
small enough to provide the personal care valued by both people and GPs, but
large enough to have impact and economies of scale through better
collaboration between GP practices and others in the local health and social care

system.n

? See: https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/integration-
and-better-care-fund/better-care-fund/integration-resource-library/prevention

0 See: https://www.england.nhs.uk/get-involved/get-involved/how/primarycare/

I See: hitps://www.england.nhs.uk/primary-care/primary-care-networks/
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1  Social prescribing is an approach that connects people to activities, groups, and
services in their community to meet the practical, social and emotional needs that

affect their health and wellbeing.?

1  Wider determinants of health are the social, economic, and environmental
factors that affect the health of individuals and populations, and the health
inequalities they experience as a result. They include, among others, education,

employment, social connection, and access to the natural environment.

Methodology

This research focussed on understanding the trends in VCSE involvement in prevention

and primary care, including:
1 how this involvement occurs

1 how it supports shared local and national health outcomes, particularly in relation

to tackling health inequalities
1 the efficacy of different approaches and the reasons for this
1 common themes appearing from this involvement

1 factors for success.

To achieve this, we conducted the following research activities:

1 A literature review of relevant stakeholder publications on the topic, including
previous Locality research and that of NHS and VCSE infrastructure bodies,

health and care think fanks and consultants.

1  Case study interviews with VCSE and health system partners exploring varied

and effective local approaches to collaboration in prevention and primary care.

12 See: https://www.england.nhs.uk/personalisedcare/social-prescribing
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1  An expert roundtable, bringing together those local partners to share research
findings, test their local and real-world application, and identify and fill any gaps

ahead of the drafting of this report.

The report lays out the findings and examples from this research through the lens of
the benefits and opportunities of VCSE involvement in prevention and primary care. It
then provides practical learnings for place-based partners wishing to increase and

improve their work in this area.

While it doesn’t explore the wider system change required to support this more

sustainably for the longer-term, this topic is explored in other reports, such as:

1  Locality, 2023, Keep it Local for Better Health: How Integrated Care Systems can

unlock the power of community, Locality

1  The King’s Fund 2023, Actions to support partnership: Addressing barriers to

working with the VCSE sector in integrated care systems, The King’'s Fund.

The key information on the approaches taken within the six core case study areas is
described in the next section. These examples are then referred to under the
subsequent headings, along with some additional examples from other places, to

provide practical context to the themes discussed.



https://locality.org.uk/reports/keep-it-local-for-better-health%22%20/l%20%22:~:text=How%20the%20Keep%20it%20Local,by%20all%20tiers%20of%20ICSs.
https://locality.org.uk/reports/keep-it-local-for-better-health%22%20/l%20%22:~:text=How%20the%20Keep%20it%20Local,by%20all%20tiers%20of%20ICSs.
https://locality.org.uk/reports/keep-it-local-for-better-health%22%20/l%20%22:~:text=How%20the%20Keep%20it%20Local,by%20all%20tiers%20of%20ICSs.%22HYPERLINK%20%22https:/eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.kingsfund.org.uk%2Fpublications%2Factions-to-support-partnership&data=05%7C01%7Csam.hepher%40locality.org.uk%7C15689c9ff71f4376cbbf08db94e4d907%7Ce96294a410e243abbb63d3fc26975966%7C0%7C0%7C638267483859108609%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=WgUyyNNlTAXUl%2FalX%2FlfxKoSGXdbHJseSpAfTTX4CF8%3D&reserved=0
https://locality.org.uk/reports/keep-it-local-for-better-health%22%20/l%20%22:~:text=How%20the%20Keep%20it%20Local,by%20all%20tiers%20of%20ICSs.%22HYPERLINK%20%22https:/eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.kingsfund.org.uk%2Fpublications%2Factions-to-support-partnership&data=05%7C01%7Csam.hepher%40locality.org.uk%7C15689c9ff71f4376cbbf08db94e4d907%7Ce96294a410e243abbb63d3fc26975966%7C0%7C0%7C638267483859108609%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=WgUyyNNlTAXUl%2FalX%2FlfxKoSGXdbHJseSpAfTTX4CF8%3D&reserved=0

Case studies

Hamara and Burmantofts, Harehills & Richmond Hill

PCN - Cultural Food Hub model (Leeds)

Hamara is a community anchor organisation in Beeston, Leeds. It has grown to be the

largest VCSE organisation supporting racially minoritised communities in the city.

It provides cradle-to-grave rop in Service|

. Shine B ' ax Digital Cafe
support across health, fitness, e B e & Biiing

food, education, skills, social e
connection and more. It also runs
specific support programmes for
local people with learning

disabilities and autfism.

Central to Homara’'s service

provision is its Cultural Food Hub.
The Hub was developed during the COVID-19 pandemic to offer culturally
appropriate food to local people from the five key ethnic groups in the
neighbourhood - African, Caribbean, South Asian, Middle Eastern, and Eastern
European. It has now grown into a city-wide initiative, with Hamara providing food

parcels to 38 grassroots organisations across Leeds.

As well as providing healthy and appropriate food to these communities, the Hub
model also serves as a first point of contact with local people to understand the

challenges they face across the wider determinants of their health.

The Burmantofts, Harehills & Richmond Hill PCN uses a “employ-deploy” model that
draws on ARRS money to allow Hamara to employ a group of Social Prescribing Link
Workers. Known as “Patient Ambassadors”, these colleagues support people

accessing the Hub with, for example, training, employability, and socialisation.

The PCN initially approached Hamara to provide this service because of their

reputation and success within the local VCSE sector for delivering impactful
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community development work. The contract isn’t currently time limited, rolling along

with a six-month notice period.

The PCN also funds space to meet for community groups focussing on, for example,
men’s mental health and pain management. Members can take part in activities,
discuss the challenges they face, and receive information about relevant support
services. Hamara also offers secondary prevention interventions to these groups when

they’re in the centre, including cancer screening and blood pressure checks.

Both Hamara and the PCN understand the value of culturally appropriate food as the
draw for individuals from marginalised communities providing the opportfunity to
connect them to further primary and secondary prevention support. This has also been
recognised by West Yorkshire Integrated Care Board (ICB), who have funded the
model based on its impact on the NHS’s Core20PLUS5 health inequalities agenda.




Sussex Community Development Association and East

Sussex County Council - Asset-Based Community
Development for better health and wellbeing (East
Sussex)

Sussex Community Development Association runs community-based projects and

services across Sussex, with a focus on the more disadvantaged coastal areas.

In association with VCSE
infrastructure bodies across

East Sussex, it delivers Making it

Happen, an asset-based
community development
(ABCD) programme focussed
on discovering, celebrating, and

building on the positive things in

local neighbourhoods.

The programme is focussed on 17 neighbourhoods across the county. These were
chosen on the basis of Indices of Multiple Deprivation and Joint Strategic Needs
Assessment data showing higher levels of disadvantage and dissatisfaction with living

in the area and general quality of life.

As part of the programme, community development workers support people to
connect with others, find the right knowledge, expertise, resources, or information, and

access funding to create positive community-led change locally.

Making it Happen partners gather insight, reflections, and stories to illustrate the
community building process. These draw out impact in relation to the wider
determinants of health, as well as examples of how activity addresses avoidable

differences in health across the population.

Sussex Community Development Association and partners measure the impact of this
change according to the wider determinants of health, including: making healthy
lifestyle choices, access to green and open spaces, impact on loneliness and social

isolation, and emotional wellbeing.
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The programme is commissioned by East Sussex County Council Public Health and has
received five-and-a-half years of funding. The Council see ABCD as key to the
prevention agenda in the county and complementary to the Sussex Working with
People and Communities Strategy®s, and Sussex Health and Care Strategy, which links

to integrated care teams.

Its procurement was informed by a report by the Director of Public Health on growing
community resilience.* This highlighted the importance of the relational approach of
ABCD to support the building of connections and trust vital fo supporting local people

to lead health-creating activities.

This longer-term, more organic approach is difficult for many funders, including for
ESCC Public Health. It was necessary to include a clause in the Making it Happen
contract stipulating that, should the annually agreed Public Health funding allocation
be reduced, the service budget would be susceptible to these reductions and any

other funding reductions required to meet the council’s overall savings requirements.

Independent evaluation of the programme has shown “evidence of increases in self-
confidence and self-esteem; lifestyle changes including exercising and socialising
more, leading to self-reported improvements in physical and mental wellbeing; and
developing new skills and capabilities which in some cases have translated into

opportunities for employment etc. as well as greater sustainability of projects.”®

At a neighbourhood level, many of the community development workers have forged
good relationships with local social prescribers leading to referrals and strong cross-
pollination. This has included information sharing but also individuals referred to the

Community Development Workers going on to engage with others in their community

and initiate their own activity.

Collaborations have been forged with other VCSE services too, including: Generic

Infrastructure Services (supporting the resilience, capacity and capability of the locall

13 See: hitps://www.sussex.ics.nhs.uk/wp-content/uploads/sites/9/2022/10/Working-with-people-and-communities-
strategy-FINAL-for-publication .pdf

14 See: https://www.sussex.ics.nhs.uk/our-work/our-strategy/

15 East Sussex County Council, 2015, “Growing Community Resilience in East Sussex: Annual Report of the Director of
Public Health”. Available at: https://www.edastsussexjsna.org.uk/resources/annual-public-health-report-2014-15-
growing-community-resilience-in-east-sussex/

16 See: https://making-it-happen.org.uk/stage-two-report/
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VCSE sector); Amaze Sussex (working with families with SEND children); Diversity
Resource International (working with ethnically diverse communities); Recovery
Partners and Compass Community Arts (working with people with serious mental
iliness), as well as with statutory services, such as the Council’s Substance Misuse Team

and Family Hubs.
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Active in Motion - Multiple referral routes for accessible
and inclusive exercise centre (Corby)

In Corby, North Northamptonshire, the Active in Motion exercise centre is a recent

addition to Adrenaline Alley, one of Europe’s largest indoor BMX and skateboard
parks. Adrenaline Alley is also a social enterprise, working with local partners and the
community to provide a safe and secure environment principally for young people to

be active and build skills.

Active in Motion opened in August
2023 after Adrenaline Alley’s CEO
recognised a lack of accessible
exercise facilities in the area. As well
as reinvesting £25,000 of Adrenaline
Alley funds, she secured grant
funding from FCC Communities

Foundation to help refurbish the

space, source and install low-impact, power-assisted exercise machines, and hire a
team of accessible fitness experts to run the exercise centre. Active in Motion has so

far not been funded by the health system.

The facilities are designed to support older people and those with health conditions
who face health, social, or economic barriers to accessing traditional gyms. Funding is
available to those otherwise unable to afford access, staff focus on understanding the
background, needs, and abilities of each user, and the environment is kept calm and
friendly. However, the exercise centre is also open to people of all ages and abilities

to provide exercise at the appropriate intensity.

Active in Motion has proved very popular with the local community. In its first month, it
attracted 144 users (33 per cent of whom had health conditions). Seven months later, it
attracts 900 visitors (85 per cent with health conditions). Seventy per cent of users with
health conditions have comorbidities. In surveying users, AIM has assessed that only 3-
4 per cent would otherwise be accessing a traditional gym, and that 50 per cent

wouldn’t be doing any exercise at all.
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Local GPs, practice nurses and social prescribers are able to refer individuals to AIM
through an “Activity on Referral” scheme, coordinated by the charity
Northamptonshire Sport. The facilities are also used by NHS physiotherapy, and
chronic obstructive pulmonary disease (COPD) and multiple sclerosis services to
provide rehabilitation and tertiary prevention activities to individuals through

exercise.

“Spring is a social prescribing programme working with adults aged 18+ who have
long term health conditions / disabilities and low levels of emotional wellbeing. The
Active in Motion exercise centre now plays a huge part in us being able to support
our participants in achieving this! Twenty-one Spring participants have joined AIM
since January this year, with a further 20 participants on the waiting list. The
feedback from Spring participants has been very positive and has also highlighted
the benefits to them in reducing isolation and increasing social interaction, due to
the friendly, warm, and welcoming environment Active in Motion offers.” - Social

Prescribing Link Worker, Age UK Northamptonshire.




Volunteer Cornwall and Cornwall and Isles of Scilly
Integrated Care Board - creating health locally through
Community Hubs (Cornwall)

Since 2022, the Cornwall and Isles of Scilly ICB has funded the development of

“Community Hubs” in partnership with VCSE infrastructure bodies Volunteer Cornwall

and Cornwall Voluntary Sector Forum, and local VCSE organisations.

A Community Hub may be a
building / space or a network of
local people providing safe
spaces for other residents. They
provide help, advice, support,
and activities designed to
counter loneliness, keep people
healthy in their communities and

manage existing conditions like

diabetes, cardiac and

respiratory diseases, and frailty.

Information about local Hubs and their services is accessible to individuals through the
“Community Gateway” telephone and email service and numerous local established

routes.

There are now more than 50 Hubs across Cornwall, supported to develop by a cohort
of ICB-funded “Community Makers”. Each Hub is provided with annual funding of
between £10-20,000 per year depending on the amount and regularity of services they

are able to provide.

The network is funded by the ICB as a vital model for the personalisation of support,
preventing ill health, tackling health inequalities, and reducing pressure and cost on

GP, acute and secondary care services across the ICS.

The ICB based this funding on the efficacy of the network in deploying winter support
funds in 2022/23 to establish “warmth hubs”. A further year’s funding for the model for

2023/24 was secured following an independent evaluation demonstrating the model’s
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diverse and comprehensive impact on users’ wellbeing, high levels of user satisfaction,

and the clear reduced pressure on more acute healthcare providers.”

Particularly innovative work is taking place in Launceston, north-east Cornwall. This
rural area situated between Dartmoor and Bodmin moors is home to a large farming
community. The population experiences above average rates of long-term health
conditions, particularly relating to mental health, with poor quality and security of

housing and high unemployment.

The nearest acute hospital is across the Devon border in Plymouth - one hour away by
car and with poor public fransport links. As such, many people present to their GP with
problems, particularly distress and poor mental health, putting pressure on the
practices. Five per cent of registered patients account for 15 per cent of appointments.
VCSE provision is also more challenging than in urban areas, with fewer groups

available to provide support and in more isolated locations.

The “Community Inequalities Hub” here involves closer collaboration with primary,
secondary and acute services, adult social care, and the VCSE sector. Together, they

have designed 36 programmes for different, often overlapping, conditions.

Having access to patient records and waiting list details, the PCN is able to invite
individuals to the Hub - located in the local area of highest deprivation - to receive
more timely, rounded and effective support for one or multiple conditions from VCSE

and clinical staff.

The ICB is not the only funding source for the Community Hubs model, as individual
Hubs source their own grants. However, the ICB does plan to provide a further
£770,000 to support the model in 2024/25, reaching over 16,000 aftendances each

month.

7 Helpforce, 2023, Community Hubs Evaluation Report. Available
at: hitps://storage.googleapis.com/helpforce/Cornwall-Community-Hubs-Phase-1-Evaluation-report-May-2023-v4-

FINAL pdf
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FWT - A Centre for Women and South Warwickshire

University NHS Foundation Trust - VCSE child and
maternal health programme embedded in local health
services (Coventry)

Since 2001, FWT - A Centre for Women in Coventry has been running MAMTA - an

award-winning service aimed at improving child and maternal health outcomes,
reducing health inequalities, and increasing access to services for women from racially

minoritised communities.

This includes cascading key national
health messaging around pregnancy
and perinatal health - e.g,, on
smoking, eating, weaning, and
breastfeeding - in an inclusive and
accessible way. As a women-only

centre, it is a safe and trusted place

for service users. There is a bank of

language skills across the staff team, or accessible via translators.

Originally focussed in the Foleshill area of Coventry, MAMTA is now commissioned by
South Warwickshire University NHS Foundation Trust as one of seven services that
make up the wider Family Health and Lifestyle Service across the city. It has been
funded from 2018 to 2025, with the potential for extension to 2027.

Originally, FWT staff would take on the labour-intensive role of personally attending
local GP practices to make women aware of the service. Now, all midwives (who are
based in GP practices in Coventry) know about the service and can refer women
directly to it. Many referrals also come from University Hospitals Coventry and
Warwickshire NHS Trust.

MAMTA is now offered to every racially minoritised pregnant woman in Coventry and

is run as both a “universal” and a “targeted” service.

The universal version ensures that all such women receive certain key health

messaging at certain points in their pregnancy.
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The targeted version is aimed at women who are recent arrivals to the UK, have little
or no English language skills, and / or are pregnant for the first fime. These women

receive closer support until their baby is three months old.

In 2023, 1,300 women were referred to MAMTA. Fifty per cent of these lived in target
areas of high deprivation, while the other 50 per cent came from the rest of the city.
Three per cent were asylum seekers and refugees. In total, 90 per cent of racially

minoritised women who gave birth in Coventry last year had accessed the service.




Kensington & Chelsea Social Council, One

Westminster and North West London Integrated Care
Board - sharing data and funding with the VCSE
sector to deliver effective integrated services
(Kensington & Chelsea and Westminster)

In Kensington & Chelsea and Westminster, the bi-boroughs’ VCSE infrastructure bodies

have worked closely with local public sector partners and VCSE organisations to co-
produce a strategy for embedding VCSE action in the health and care system to

address health inequalities.s

Included within this strategy are several
models of collaboration at the primary
care level that ensure access to funding
and data for the VCSE sector to

effectively integrate it in patient care

pathways.

For example, My Care My Way is an
infegrated approach to promoting the
health and wellbeing of people aged 65
and over. It includes, and was co-

produced by, GPs, NHS organisations,

social services, VCSE organisations and
patients themselves. The programme is currently funded until March 2025, and this is

likely to be extended.

Once referred into the service, the patient is supported by this multidisciplinary team,
including a dedicated case manager, to create a care plan that all parties understand

and contribute to.

The team includes social prescribers, and the model includes funding for VCSE

organisatfion to provide the activities that individuals are prescribed to. This funding is

18 Kensington & Chelsea Social Council and One Westminster, 2023, “Doing things differently: A strategy for
embedding voluntary and community action in the health and care system to address health inequalities”. Available
at: https://www.kcsc.org.uk/sites/kcsc.org.uk/files/Kensington%20%26%20Chelsea%20and%20Westminster %20V CS%

20strateqy%20-%20)an%202023%20%281%29.pdf
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not extensive but is seen as a much more positive model than many other social
prescribing schemes which only fund the assessment and referral process conducted

by a Link Worker.

The original reasoning for commissioning the service was to “shift acute activity and
flow info the community, reducing unplanned activity and increasing the proportion of
planned interventions”. It was recognised that the best approach would be to
commission a service to be delivered by primary care, NHS community services and
the VCSE sector, as a partnership can provide a more person centred, holistic

approach.

In Westminster, social prescribing is delivered by One Westminster, the borough’s
VCSE infrastructure body. The service began in March 2020 - just after the first Covid-

19 lockdown started - and is funded through ARRS on an annual basis.

As previous Locality research has shown, when social prescribers are based within the

VCSE sector, including in local community anchor organisations, rather than in PCNs,

the quality of their service is much higher.®

One Westminster was in long-term
discussions with what was Westminster
Clinical Commissioning Group prior to
social prescribing being rolled out. It
did a lot of lobbying and developed a
model of service before being
contracted to undertake the work. At
the same time, it also managed to
persuade Central and North West

London NHS Foundation Trust to

commission it to recruit Mental Health

Social Prescribers working out of their
“Mental Health Hubs”.

1% Locality, 2023, “Creating health and wealth by stealth: Community anchor organisations, prevention services, and
the wider determinants of health”. Available at: https://locality.org.uk/assets/images/LOC-CAP-Report-2023-

WG05-3.pdf
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Westminster’s social prescribing service is supported by these staff also having access

to shared patient data systems with primary care clinicians.

For example, social prescribers have access to SystemOne - the patient record
platform used by GPs. These staff can see appropriate patient case notes and can
write intfo the record to share information with clinicians about the individuals” social
prescribing journey. They also use the Joy app, which allows them to manage and
monitor individuals’ social prescribing activities and measure their impact. This can also

be shared with clinicians.
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Benefits

The examples above illustrate the benefits of greater involvement on the VCSE sector
in prevention and primary care as borne out by the existing literature in this area. They

can be split info three distinct but related categories:
q Better commissioned services
q Healthier communities

1 A more impactful system.

Better commissioned services

When the VCSE sector is directly involved in the delivery of specific prevention
services, they keep people healthier for longer while increasing the capacity of

secondary and acute services.

For example, in social prescribing, we have seen how the delivery of the link worker
role by local VCSE staff and within their spaces improves the quality of the service

they provide.

Being often from the communities they serve, these staff are able to provide a highly
informed services based on in-depth knowledge of, and connection to, local people,

the challenges they face, and the activities available to support them.

“We trust Hamara to know the best way to reach the community. This frust has
fostered long-running relationships between us that helps us share and prioritise our

work together” - PCN Business Manager, .

Key to this effectiveness is the ability of local VCSE organisations, particularly
community anchor organisations, to support local people across a wide range of their

health determinants.

As mentioned, previous Locality research found that, on average, they address 91 per

cent of the wider determinants of health either through the delivery of services
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themselves or as “cogs of connection”, signposting people to other support available

locally.

This reduction in pressure means better clinical services that can focus their resources
on those most in need of support. And the overall burden on the system is both
reduced and spread more evenly across prevention, primary and secondary care.

The net effect of this approach for the health system is clear.

For example, in the Community Hubs had a footfall of over 170,000 in 2023.
Fifty per cent of the users stated they would have contacted a health provider
(including 10 per cent calling 999, 20% calling 111, and 26% contacting mental health

services) if they weren’t available.




