Wirral Neighbourhoods Care Model

How we will address Health Inequalities

Proposed Model and Approach



Why do we need to change?

Historic approach to health inequalities has not delivered
Inequalities and unexplained variances in health outcomes continue

Impact of pandemic and cost of living crisis increasing health
inequalities

Levels of deprivation increasing
Joint working in pandemic has shown real benefits

Neighbourhood and PCN footprints not
changing






Wirral’s Outcomes






The high burden of disease in deprived areas generates higher use of health and social care services, higher unemployment,
and lower productivity.

The chart on the left shows in 2018-20, the
Proportional (%) breakdown of the life expectancy gap between Wirral . If t b t . tl 1
and England, by broad cause of death (2015-17) gap Innre eXpeC ancy etween qUIn e
and quintile 5 by cause.

For males, the gap was 9.7 years.
The main causes of excess deaths in
quintile 1 that contributed to this gap are:

* Circulatory conditions 21.3%
* Cancer 18.3%
* Respiratory conditions 17.9%

For females, the gap was 8.5 years.
The main causes of excess deaths in
quintile 1 that contributed to this gap are:

* Respiratory conditions 24.9%
* Mental & behavioural causes 21.9%
* Circulatory conditions 14.8%






Community power is not a model that can be simply

transferred from place to place. Its evolution is determined by
O u r P ro p O S e d the particular communities who ultimately should influence
Refre S h e d I\/I O d e | and lead decisions and the nature of support.

Neighbourhoods Care Communities will form the foundation for how we on Wirral and
our health and care system will tackle health inequalities

It will be led by community leaders - bottom up approach to tackling health inequalities.
Population health and local intelligence joined — focus on deep local insight
Each Neighbourhood will decide their particular priority to focus on

Enable the change — principle to test out as Ionﬁ as you don’t bankrupt or cause harm —
transformation funding for each neighbourhoo

Relationships in the neighbourhood are key

Work will be prevention focused — wider determinants and clinical approach
Community participation in decision-making

Understand the neighbourhood to ensure there is a community asset approach
Our aim to move to community paradigm



Key organisational

principle

Key problems
seeking to solwve

Locus of power

WView of
service user

View of
cormmunities

Implementation
method

Organisational
relationships

Funding model

Accountability

Approach to
engagement

Attitude to data

State

paradigmm

Standardisation

Treating illness

Clinician and
Whitehall bureaucrat

Deficit—led: primarily
a passive patient

Not in the purview
of services

Top-down, uniform
model of prowvision

Separate specialist
organisations

Centrally planned
funding mMmodel

Wihiteall

Not widely pursued

CQuantitative data
inforrms decision-
making at the top

Efficiency

Treating illNness More
efficiently

Clinician amnd
manager

Transaction—led: a
custormer with choice
determmined
by prowvider

A source of
treatment
altermnatives through
social prescribing

Targets,
performance
manoag erment amd
productivity drives

Competition
between
organisations

Activity - based
funding Mmodel

wWhitehall, across an

imncreasing number of

arms-length bodies

Patient feedback
sought through
closed surveys

Quantitative data

informs performance

Mmanage meent within
different services

NHS paradigms: state, market and community

Mariket Cormmmunity
paradigm paradigm

Prewvention

Preventing illness,
alongside treatment
when needed

Clinicianmn and
cormmunity

Asset-led: a
articipant in their
own health amd

wellbeing

Equal partners with
deep insight into

effective service

response

Dewvolution, culture
change and
deep community
engagerment

Collaboration and
shared cormmunity —
led missionacross
organisations

FPlace-based
funding allocations,
joint investment in

prevention

Local accountability
in the context of a
national outc oMme s
framework

Community
participation viewed
as essential to
serwvice design

OQuantitative data,
comibined with

qualitative community

imsights, informs
prevention shift

These key
to our
principles



Our Proposed Model

Potential
Operating Model

Steering Group

CWP Mental .Abl|lty to
Health influence
Place

Local innovation and Outputs by 22/23 \
oy . Aligned Aims & Objectives
Decision Maklng Aligned Priorities

Local Workforce Plan

Local Decision making at local

level

»  Clear governance and decision
making

» Robust infrastructure
supporting future delivery /

9 Core Groups




High Level Programme Time Line

High Level Plan (Draft)

9 Neighbourhood Care
Communities forming and

Agreement of Model and developing

Membership of the Groups

Engagement events in each of

the Neighbourhoods
Proposed Model and Plan

signed off by Wirral Place and
alignment with Wirral Partners
Board for the programme
structure

Core Groups established with
regular monthly meetings and
development sessions . Local
health and care representation

at the Core Groups.
Agreement of Membership of

the Steering group and for the
Core Teams in each
Neighbourhood and
agreement of chair.

Goals

Priorities agreed to deliver
local elements to tackle health
inequalities

Outcome framework agreed to

Alignment of support functions capture impacts

inc>
* Business Intelligence

) Framework for managing local
* Transformation Managers

proposals for non recurrent

funding / resources
MOU & Relationship
Agreement Network of local voices from

local people in each
Population Health dashboards neighbourhood care
developed for each

L —— community
neighbourhood

2022/23

2023/24

This potential future model

will need agreement by
Wirral Place

Integrated Care
Communities

Wider specialist teams aligned
to care communities e.g.

* Secondary Care

* Specialist Mental Health

Work force strategy to include
single operational line
management structure

Robust local visibility of for
example housing, education,
councillors

Delivery of functions at local
level 30 — 50k population,
patch based 50 — 100k
population &place based
agreed

Cost centres for each care
community defined

Advanced Care
Communities

All Care Communities fully
functioning as integrated
decision making units

Full picture of future resources
requirements to support
innovation changes in patient
flows into acute settings

Robust networks of local
voices developing change ideas

Robust estates strategy in
place

Robust IT/digital solutions
strategy in place

Clear work force strategy
implemented

2023/24

2024/25



What we need to develop now

e Steering Group and Core group membership to be agreed and start to meet monthly — need to
identify support from Place management team

e Relationships are key and the bottom up approach — must allow time for this

* Get champions ‘shiny stars’ and GP champions

* |dentify if there is potential to start with two communities — prototypes

* Support with quality improvement/ service improvement resource

* Engagement events in each neighbourhood — Eastern Cheshire had up to 157 people
* Population health dashboards for each — including activity eg ED attendance etc.

* Have a relationship document which outlines the specific objectives of each care community and
the governance

* Everyone has to accept the model - this is how we work here - growing a community-focused
organisational culture across all organisations in Wirral

* Measure maturity of each core group as we progress
* Name the neighbourhoods!






