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Summary 

Integrated care can improve population health and reduce health inequalities. The Fuller Stocktake 
recommended the establishment of Integrated Neighbourhood Teams (INTs) to improve access to a 
range of services, early prevention and continuity, in a joined-up approach. Evidence is still emerging 
in terms of the most effective models of care and how these could be used to address health and 
care inequalities. 

In this brief, we discuss the learning coming from the available literature and the transferable 
evidence from studies on equitable primary care. Our review showed that there are four key principles 
that should inform the design and implementation of INTs to reduce health inequalities. These are:

1. Locally sensitive approach, autonomy and funding proportionate to need

2. Trust between health care services and marginalised communities 

3. Accessible co-located services for marginalised groups 

4. Integration of IT systems and information sharing

Current challenges
Health inequalities are forecasted to increase 
over the next two decades and people living in 
the poorest areas of the country are expected 
to receive a major illness diagnosis a decade 
earlier than those living in the most affluent areas 
(1). Reversing these trends requires long-term 
effort across health and social care services, and 
local and national authorities (1). In response, 
the NHS has committed to working with local 
authorities, communities, and the voluntary sector 
within integrated care systems (ICSs). ICSs aim 
to encourage multi-agency action to influence 
wider community and socioeconomic drivers 
of health and provide equitable health care 
services (2). However, integrated care is complex 
involving a diverse range of services and care 
models, strategic priorities, and different levels of 
implementation (3). While ICSs are responsible for 
system-wide integration of care involving strategic 
planning and resource allocation (4), improving 
the day-to-day care of individuals in an equitable 
way also requires hands-on multidisciplinary 
teams embedded within local communities and 
neighbourhoods (3). 

The Fuller Stocktake, published in 2022, called for 
the setting up of Integrated Neighbourhood Teams 
(INTs) from current Primary Care Networks (5). 
These ‘teams of teams’ caring for about thirty to 
fifty thousand people would blend specialist and 
generalist care with community organisations 
to improve access, continuity and prevention in 
a joined-up manner. Several local areas have 
already developed integrated neighbourhood 
teams, but there is substantial variation in their 
form and function.  

Situating integrated care services within local 
communities and neighbourhoods (i.e., local 
communities of about thirty to fifty thousand 
people) has the potential to address health 
inequalities and contribute to a more efficient 
and cost-effective health system (5). The recent 
report on the state of the NHS (6) reiterated 
this message. It highlighted that repairing the 
system and improving population health requires 
a shift towards a neighbourhood NHS with 
multidisciplinary models of care that combine 
primary, community and mental health services. 
However, evidence on integrated neighbourhood 
teams is scarce and rarely includes an inequalities 
angle. At the neighbourhood level, local evaluations 
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Summary of evidence

We searched for literature focusing on the impact 
of integrated neighbourhood approaches to care 
on health inequalities through the Living Evidence 
Maps of the Health Equity Evidence Centre. We 
identified only five studies, four of which were 
qualitative, and one was an evaluative review. 
Additional searches in PubMed and Google Scholar 
generated 17 additional studies, the majority of 
which did not focus on inequalities but offered 
useful insights regarding the facilitators and 
barriers to effective integrated neighbourhood or 
community care teams. In addition, where there 
was a paucity of evidence, we used transferable 
learning from our complementary evidence briefs.

Our review showed that there are four key principles 
that should inform the design and implementation 
of INTs to reduce health inequalities. These are:

1. Locally sensitive approach, autonomy and 
funding proportionate to need

2. Trust between health care services and 
marginalised communities 

3. Accessible co-located services for marginalised 
groups 

4. Integration of IT systems and information 
sharing

in the UK suggest that most often INTs aim to 
address the needs of older frail patients or people 
with multimorbidity and other vulnerabilities (3,7,8). 
However, as INTs evolve there is a need to consider 
the ways in which they can support a reduction 
in health inequalities (7). Here we aim to identify 
the key principles that should inform the design 
and delivery of INTs so they can play their role in 
addressing health and care inequalities. 

1. Locally sensitive approach, autonomy and 
funding proportionate to need 

Although INTs are a care model for all adults, 
until now they have been mostly used to support 
older, frail individuals (5,9). To ensure that INTs 
address inequalities they need to adopt a 
localised approach that addresses the needs 
of specific groups that experience inequalities. 
Evidence from research in primary care shows 
that a locally sensitive strategy that accounts for 
differences within populations is key for delivering 
equitable care (10,11). INTs with their focus on local 
communities of about thirty to fifty thousand 
people (5) are in an advantageous position to do 
this. Identifying groups who experience inequities 
in their catchment area enables INTs to target 
their efforts and tailor their work accordingly to the 
needs and preferences of those groups (11). This is 
why a locally sensitive approach is key.

However, developing a locally sensitive approach 
requires context-specific targets, strategy and 
implementation plans which in turn require 
flexibility and autonomy. To tailor care to the 
needs of groups who experience inequalities in 
their catchment area, INTs need to autonomously 
decide their approach, the desired outcomes 
and relevant indicators, as well as the resources 
needed to achieve these outcomes. This inevitably 
means that INTs will not necessarily involve the 
same services across all contexts, and they will 
differ in terms of day-to-day operations, workforce, 
and communication modes (3). Evidence shows 
that the autonomy of INTs can foster the sense 
of trust between service providers and users 
(7,12) which further benefits the engagement of 
disadvantaged groups with available care and 
support. Moreover, autonomy at neighbourhood 
level allows for greater flexibility in service delivery. 
This in turn creates more space for equitable care 
through a holistic model that can accommodate 
for differences among service users including the 
more disadvantaged (13). 

Figure 1: Reducing health inequalities through Integrated Neighbourhood Teams
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Aiming for locally sensitive approaches that 
address inequalities and flexibility in care design 
and delivery doesn’t come with a standard cost. 
Addressing local need requires funding and 
resources proportionate to this need. Previous 
research has highlighted how allocating health 
care funding proportionate to need can reduce 
inequalities in health care amenable mortality 
(14). Upcoming research suggests that a new 
district nurse staffing allocation model can ensure 
that health care resources are distributed more 
accurately and equitably at the neighbourhood 
level (15). The study shows that key need predictors 
for district nursing services include age, deprivation, 
chronic diseases, neurological disease, mental 
ill health, learning disability, living in a nursing 
home, living alone and receiving palliative care. 
The need is highly weighted towards older and 
more deprived populations. However, currently the 
distribution of staff correlates more with age rather 
than deprivation. The authors suggest that shifting 
to a needs-based staffing distribution at the 
neighbourhood level has the potential to reduce 
inequalities. 

Still, a balance is needed between autonomous 
neighbourhood level approaches and the 
establishment of a common INT framework to 
support development and evaluation (3). Aligning 
INTs with national health inequalities frameworks 
(e.g. the Core20PLUS5) and sharing learning and 
concerns among service providers, communities, 
and decision makers can ensure that this balance 
is achieved (3,12). 

2. Trust between health care services and 
marginalised communities 

A realist review of health inequalities interventions 
in general practice showed that equitable care is 
more possible when everyone involved in care – 
health care professionals, patients, their families, 
and communities – engages with care design and 
delivery (10). They highlighted that addressing the 
need of disadvantaged patients requires investing 
in a sense of community where disadvantaged 
patients and their communities have a voice 
and participate in decision-making and 
programme implementation. However, meaningful 
engagement of communities, especially those 
systematically marginalised within care services 
requires relationships of trust (10). During the 
Covid-19 pandemic, we saw that trust in health 
care services was crucial for tackling vaccination 
hesitancy among some ethnic minority groups and 
disadvantaged communities (16). We also saw the 
difference it makes when general practitioners are 
trusted within the communities and work together 
with faith and other grassroots leaders (17). 

Qualitative US studies on the effectiveness of INT 
approaches in addressing health inequalities 
show that tailoring care models to the needs of 
local groups who experience inequalities is only 
achieved through an open dialogue between 
professionals and patients on health improvement, 
priority setting and decision making (18). Building 
trust among providers, patients and their 
communities takes time and consistent effort but 
it is fundamental for such a dialogue (19,20). In one 
of the studies, researchers conducted focus groups 
with 100 participants, predominantly from African 
American and Latinx communities (20). They found 
that the focus groups enabled these communities 
to speak openly about the social barriers they 
experienced in accessing care or managing their 
health and to suggest their own ways to address 
those barriers. 

According to the reviewed literature (18–21), ways 
to establish trust and engage disadvantaged 
communities in the development of a 
neighbourhood-based strategy involve: 

 � outreach methods (i.e. proactive contact in the 
living environment of people)

 � delivering prevention services in familiar and 
accessible community venues

 � continuity in general practice

 � interviews with individual community members 
in a safe and familiar context 

 � group-listening sessions facilitated by 
community members

 � collaboration with community advisory groups, 
faith organisations and spiritual leaders, and 
charities

 � involving family members, formal and informal 
carers in care delivery 

 � general practitioners and other health care 
providers regularly attending community events, 
local forums, and networks.

3. Accessible co-located services for marginalised 
groups 

Proximity of care and co-located services are 
two distinct features of INTs that are important 
in meeting the needs of disadvantaged patients 
and reducing health inequalities (5). Co-location 
of complementary health services (e.g., specialty 
mental health services co-located in primary care) 
together with welfare and/or legal aid services 
can make access and engagement with care 
easier for people from poorer areas and minority 
ethnic groups (5). It can also directly mitigate the 
impact of inequalities in the social determinants 
of health (10) and enables the comprehensive 
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assessment of patients’ unmet social and health 
needs (18–20,22). Co-location reduces both the 
distance and the effort needed to engage with 
services (23–25). It can also protect patients from 
stigmatisation associated with the use of certain 
services. For example co-locating mental health 
interventions in communities has been found to 
create non-judgemental environments that reduce 
stigma and improve access and engagement for 
disadvantaged patients (26,27). These factors drive 
better access to access to services and improved 
patient adherence to treatment plans (23–25).

Welfare and legal advice services co-located in 
primary care have been also found to improve 
mental health and psychological wellbeing 
outcomes including reductions in symptoms 
of depression and anxiety, sleep problems and 
substance misuse among disadvantaged patients 
(9,25,28). Additionally they improve the financial 
circumstances of service users through enabling 
access to available support and benefits (9). 
Qualitative studies focusing on INTs highlight 
that bi-directional referrals within INTs ensure 
seamless support delivery and improve service 
users’ experience who value having somebody to 
advocate for them (18,22). 

Additional evidence shows that co-located primary 
and specialist health care, social and legal support 
services maximise the knowledge and capacity 
shared within teams and empower staff to engage 
with issues that go beyond their usual scope (e.g. 
addressing social determinants of health) (9,28). 
However, professional and social hierarchies 
within INTs can create tensions as happens in any 
other context (10). A report on the integration of 
health and social care at a neighbourhood level 
in Manchester highlights some of these tensions 
(12). The findings show that social care staff felt 
anxiety around the domination of health care, 
and professionals in the community services felt 
neglected by acute health services. At the same 
time differences between professionals’ terms and 
conditions often hindered integration. Empowering 
staff to engage with the power dynamics in their 
teams (13) is important and cultivates a context of 
psychological safety. Effective communication that 
suits everyone’s needs (12), fostering local networks, 
(e.g. between primary care professionals, social 
workers, civil society), and valuing participation 
and shared ownership (21) are all important ways 
to cultivate mutual relationships and trust among 
professionals.

4. Integration of IT systems and information 
sharing

Integrated IT systems and information sharing 
across different providers in INTs is key both for the 
effectiveness of integration and addressing health 
inequalities. Evidence from two large review studies 
in primary care (9,10) highlights the importance of 
maintaining up-to-date patient registers, including 
health and socio-demographic data, as a key step 
in identifying patients with unmet needs. Complete 
patient records enable systematic flagging and 
identification of individuals vulnerable to health 
inequalities in prevention and long-term condition 
management. 

Patient and service information also needs to be 
shared across different professionals within INTs. 
This requires good integrated information systems 
across sectors (e.g., primary/specialist and social 
care) and that all providers involved in an INT 
are confident about accessing and using these 
systems (12). Duplicate processes and fragmented 
care create gaps through which disadvantaged 
patients often fall – for example, when they 
must repeatedly share their story with different 
professionals or complete multiple forms (3,9). It is 
therefore particularly important for these patients 
that the care and support provided within INTs is as 
seamless as possible. Finally, supporting vulnerable 
patients often entails navigating safeguarding 
and risk assessment challenges. When information 
is inconsistent across governance protocols, 
INT staff may feel anxious about patient privacy 
and hesitant to access or share information. 
This hesitation can result in delays and missed 
opportunities to deliver appropriate support to 
vulnerable patients (11).

Limitations

Evidence discussed in this brief is limited because 
INT is an emerging care model and there is 
limited evidence regarding its effectiveness and 
impact on inequalities or specific disadvantaged 
communities. The evidence discussed comes from 
international academic literature and some UK 
based reports that describe different models and 
definition of INT schemes. 



What works: key 
recommendations

The Grading of Recommendations, Assessment, Development 
and Evaluations (GRADE) framework has been adopted to grade 
the quality of the evidence and support recommendations.* 

Recommendation Target audience GRADE 
certainty

Develop effective formulas for resource distribution according 
to need at the neighbourhood level.

ICBs and NHS England     
Moderate

Use community partnerships to identify groups with unmet 
needs in the neighbourhood.

Integrated 
Neighbourhood teams, 
PCNs, General practices, 
VCSE and ICBs

    
Moderate

Foster partnerships of trust among services and marginalised 
communities in the neighbourhood and co-decide about health 
needs, priorities, and effective action. 

Integrated 
Neighbourhood teams, 
PCNs, General practices, 
VCSE and ICBs

    
Moderate

Commit to national guidance about accessible registration 
to general practice and ensure flexible access pathways 
according to local needs.

Integrated 
Neighbourhood teams, 
PCNs, General practices, 
and ICBs

   
Low

Co-locate primary care and mental health services with legal 
aid and social care support.

Integrated 
Neighbourhood teams, 
PCNs, General practices, 
and ICBs

    
Moderate

Develop common information governance frameworks, IT and 
information systems and provide training to all INT staff on how 
to use them. 

Integrated 
Neighbourhood teams, 
PCNs, General practices, 
and ICBs

   
Low

*GRADE certainty communicates the strength of evidence for each recommendation. Recommendations 
which are supported by large trials will be graded highest whereas those arising from small studies or 
transferable evidence will be graded lower. The grading should not be interpreted as priority for policy 
implementation – i.e. some recommendations may have a low GRADE rating but are likely to make a 
substantial difference.  
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