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Welcome

We already know that the places and circumstances where people are born, grow up, live, and learn 
influence how happy and healthy they are, which makes it particularly difficult to set a strategy for a 
catchment area as large as ours. Many strategies cross over county boundaries, others do not.

The pandemic shone a bright light on the health inequalities in our societies. We always knew they 
existed, but we maybe don’t talk about them enough. As always, the biggest impact was felt by less 
well-off communities and the same will apply to the economic conditions in the year ahead.

My own patch of Reading ranks as the third most unequal town or city nationally for wealth 
distribution. Looking at the wider area of Buckinghamshire, Oxfordshire and Berkshire West – which 
covers nearly 2 million individuals – life expectancy can vary between areas by up to a decade. And 
people in less affluent areas experience poor health 10-15 years earlier than their more affluent 
neighbours (the so-called ‘healthy life expectancy gap’).

The pandemic also taught us the importance of partnership. The work of one organisation can be 
quickly undermined if other bodies are pulling in a different direction. By identifying our shared priorities, 
and the actions that can support them, this strategy helps us work together towards a common goal – 
to give people the best possible start in life, for people to be happier and healthier and to ensure they 
have access to support when they need it.

Partner organisations and local communities know best what the challenges are in their own areas. It’s 
why we have consulted widely on our proposed priorities and why we intend to continue this dialogue 
with people and organisations across our area. This strategy is the start of a journey which aims to 
ensure that the NHS and all partners direct limited resources so as to have the biggest positive impact on 
people’s lives. 

There is little doubt we are living through a time where pre-existing 
assumptions about health outcomes are being challenged. From the shock of 
the pandemic, to a cost of living crisis likely to widen health inequalities rather 
than reduce them, the task of setting a course for the years ahead is not easy.

Cllr Jason Brock

Chair, Integrated Care Partnership  
and Leader of Reading Borough Council
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Our Integrated Care Partnership 

Our Integrated Care Partnership (ICP) is a group of organisations who plan and provide health and care 
services for the people who live and work in the local authority areas of Buckinghamshire, Oxfordshire 
and Berkshire’s three westerly local authority areas of West Berkshire, Reading and Wokingham (known 
as ‘Berkshire West’).

Members include local NHS organisations and GPs, local authorities, public health, Healthwatch, care 
providers, voluntary and community groups, as well as academic and research partners.

The purpose of this Strategy

As a Partnership we are committed to working together to improve health and wellbeing across our area. 
We want to ensure that children and young people have the best possible start in life and that everyone 
can live a happy and healthy life for a long as possible. We also want to ensure that people who live and 
work in Buckinghamshire, Oxfordshire and Berkshire West are able to access the right support when they 
need it.

This ambition applies to everyone in our area. However, we recognise that this is a bigger challenge for 
some people and we are committed to working together to reduce the inequalities in health experienced 
by many people in our area.

What are health inequalities?

Health inequalities are unfair and avoidable differences in health across the population, and between 
different groups within society. These include how long people are likely to live, the health conditions 
they may experience, and the care that is available to them. 

Many different things lead to health inequalities. The conditions in which we are born, grow, live, 
work and age all impact on our health and wellbeing. People living in geographic areas where there 
are high levels of deprivation often have much poorer health and lower life expectancy than those 
living in wealthier areas.

Some groups and communities are also more likely to experience poorer health than the general 
population. The individuals in these groups often share specific characteristics including those 
protected by law such as sex, ethnicity or disability. For example, those from Black, Asian and 
minority ethnic communities and people who are neurodivergent or have a learning disability 
frequently suffer from significant health inequalities.

Other individuals experience challenges in accessing care, often because they are from socially 
excluded groups. For example, those experiencing homelessness or people with drug and alcohol 
dependencies.
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Our Integrated Care Partnership 

Improving services for everyone, preventing ill health and reducing health inequalities will require us to 
work together better and to work differently. We need to consider how resources are used, how we 
assess the impact of the decisions we make and look at new ways in which everyone can have equal 
access to appropriate services. We need to work more closely with our communities, listening to what 
they tell us and using their lived experience to guide our actions. 

To do this we have agreed five areas of strategic priority where we expect to do more together, locally 
and across the health and care system, to improve health and wellbeing in a manner that is fair and 
inclusive. This strategy outlines these priorities and sets the direction for our health and care system.

This strategy builds on our current joint local health and wellbeing strategies. These have been developed 
between NHS, local authority and other partners at local authority level. We have worked with members 
of our partner organisations, the voluntary sector, and others to understand their areas of focus and 
ambitions.

We also asked local people and partner organisations to share their views on our draft priorities and we 
have used their feedback to shape this strategy. This is just the start of a dialogue which will continue 
as our work develops. Together we are confident we can make a real difference in Buckinghamshire, 
Oxfordshire and Berkshire West.

Our area
Situated in the heart of the 
Thames Valley, much of our 
area is rural with more densely
populated areas around our 
towns and cities including, High 
Wycombe, Oxford and Reading.

Beyond our boundaries we have 
a mix of rural areas and large
urban centres. Our location 
offers relatively quick access to 
London and strong transport 
links to other parts of England.

Newbury

Oxford

Banbury

Aylesbury

Reading

Wokingham

High Wycombe

Henley-on-Thames

Oxfordshire

Buckinghamshire

Berkshire West
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Our health and care system

Our health and care system is made up of many organisations who all play a part in helping people to 
be as healthy as possible, for as much of their lives as possible. These include local councils, social care 
support, hospitals, emergency services, GP practices, dentists, mental health providers, care homes, and 
many voluntary, community and social enterprise organisations.

In addition to these organisations who directly provide health and care services, we have links with schools, 
universities, businesses and research partners working in health or care in our area.

There are well over 8,000 registered charities in our geography and there may be as many as 5,000 more 
informal community groups.

Most of the registered charities are very small and volunteer-run. As well as making a difference to the 
health and wellbeing of our population, these voluntary and community groups provide us with a strong 
link into our communities and a valuable insight into local needs.

Some of the people and organisations playing a part in the health and wellbeing of our population include:

Nearly 2 million 
people

 
3 acute /  integrated 

 hospital  trusts
More than  250  

care homes

 
50 primary  care 
networks  (157 GP 

 practices)

 
 
 
 

2 mental   
health  trusts

 
 
 
 

182 dental   
practices

Approx  68,000 staff 
 in health  and care

 
Multiple  community 

 providers

 
 
 

More than  
 800 schools

 
 
 

5 Healthwatch 
organisations

 

5 universities

 
 
 
 

More than  8,000 
voluntary organisations

 

5 district  councils

 

 
1 ambulance  trust

 
 
 
 

Approx 260 
 pharmacies

 
 
 
 

5 unitary /  upper tier 
local  authorities
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Our population 

The overall age profile of people living in our area is similar to the national average, with a slightly higher 
proportion of people aged under 18 and a slightly lower proportion of people aged over 65 years. Just 
over 1 in 5 people are under 18 years and just under 1 in 5 people are over 65 years of age.

This profile is likely to change over time. We anticipate a 5% growth in the overall size of the population 
by 2042 (an extra 89,000 people). This figure, however, masks significant changes for different age 
groups. The number of people aged over 65 is predicted to increase by 37% (increasing by 122,000 
people) while the number of children and young people (those aged under 18 years) will reduce by 7% 
(26,000 people) over the same 20 year period.

According to the 2021 census, the ethnic profile for our combined area is very similar to the national 
average. However this masks individual differences at local authority level. People who responded that 
they were White British make up 73% of residents overall which is similar to the national average but this 
ranges from 53% in Reading to 85% in West Berkshire. People from many different ethnic groups live in 
our area including 3.5% of the population who describe themselves as Indian, 3.1% as Pakistani, 1.6% 
as Black African and 0.8% as Black Caribbean. These relative proportions vary between local authorities 
and ethnic diversity tends to be higher in our major towns and cities.

Nearly two million people live in Buckinghamshire, Oxfordshire and  
Berkshire West.
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Our health and wellbeing

Living long lives in good health
People living in our area are generally healthier and live longer lives in good health than the national average. 
This is true for all our local authorities except for Reading where women do not live as long as the national 
average and men live as long as the national average.

Within each local authority, how long people live varies between wards by up to 10 years, with people living 
shorter lives in more deprived wards.

Across our local authorities, both men and women spend more years in good health than the national 
average apart from women in Reading who spend fewer years in good health. The gap in years spent in good 
health is even wider than the gap in how long people live. People in more deprived areas develop poor health 
10-15 years earlier than people living in less deprived areas.

A good start in life
The early years are a crucial time for the health and wellbeing of children and their development with far 
reaching impacts throughout their school years and adult life. A mother’s physical and mental health during 
pregnancy can affect the health and development of her baby before it is born. Children undergo rapid 
physical, mental and emotional development in the first five years of life and the circumstances in which 
they live and early life experiences have a profound effect on their development and subsequent mental and 
physical health as teenagers and adults.

The proportion of babies born at term who were a low birthweight was similar to the national average of 
2.9% except in Oxfordshire where 2.3% of babies born at term were low birthweight.

A higher percentage of children in our area achieve a good level of development compared to the national 
average, except in Reading which is slightly lower. However, this average overlooks the experience of some of 
our most vulnerable children. Children in receipt of free school meals have lower levels of good development, 
especially in Oxfordshire and West Berkshire.

Young people aged 16-17 who are not in education, employment or training (NEET) are at increased risk of 
poor physical and mental health. In 2020, Buckinghamshire had a higher proportion of 16-17 years who were 
NEET than the national average, Reading had a similar percentage to the national average, while rates were 
lower in other parts of our area.

Healthy behaviours
The four main health behaviours – smoking, physical inactivity, an unhealthy diet and alcohol misuse - account 
for 40% of all years lived with ill health and disability. These behaviours are major risk factors for long-term 
conditions such as heart disease and cancer. People with all four unhealthy behaviours are four times more 
likely to die prematurely than people with no unhealthy behaviours and the risk increases with each behaviour.

13% of residents in our area smoke according to GP data but this varies significantly between our least and 
most deprived areas.

1 in 4 residents in Buckinghamshire and Oxfordshire and 1 in 5 residents in Berkshire West (Wokingham, 
Reading and West Berkshire) are estimated to drink alcohol at levels that increase their risk of health problems.

Around 3 in 10 children aged 10-11 years across our area are overweight or obese and around 6 in 10 adults 
are overweight or obese.

Around 1 in 5 adults do less than 30 minutes moderate intensity activity a week.
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Our health and wellbeing

The circumstances in which people live affect their health behaviours and on average people living in 
more deprived circumstances tend to have lower levels of healthy behaviours.

Long term conditions

Levels of long term conditions such as heart disease or diabetes are generally lower than the national 
average. Long term conditions tend to increase with age and it is estimated that 3 in 5 people over 60 
years have a long term condition. However, many long term conditions are preventable. For example, 
up to 70% of heart disease and stroke, up to 50% of type 2 diabetes and 38% of cancer cases could 
be prevented. Smoking causes 15% of all cancers and obesity and being overweight is the second most 
common cause of cancer in the UK.

People living in deprived areas develop more long-term conditions and at an earlier age than people 
living in less deprived areas.

Mental health and wellbeing

Good mental wellbeing supports people to get the most out of life. However mental health problems 
are common and can be worsened by adverse social and economic circumstances. Approximately 
12% of adults across Buckinghamshire, Oxfordshire and Berkshire West have a recorded diagnosis 
of depression which is similar to the national average and 0.8% have a severe mental illness such as 
schizophrenia.
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Factors that influence our health and wellbeing

The places and circumstances in which people are born, grow up, live learn and work profoundly 
influence their health. Although the health of the population across Buckinghamshire, Oxfordshire and 
Berkshire West is generally better than or similar to the national average this masks many differences 
between different groups of people. These differences are often the result of the different social, 
economic and environmental conditions in which they live.

Deprivation

From birth to old age people living in more deprived circumstances tend to have worse physical or  
mental health.

Buckinghamshire, Oxfordshire, West Berkshire and Wokingham are in the 10 least deprived local 
authorities in the country. Reading is slightly less deprived than the national average. However, within 
each local authority, levels of deprivation vary - 3% of our population (57,000 people) live in an area that 
is one of the 20% of the most deprived areas in England.

The percentage of children living in poverty, and the percentage of households living in fuel poverty are all 
below the national average and unemployment levels are lower than the national average, except  
in Reading.

The proportion of people who are defined as homeless is below the national average, apart from Reading 
where rates are higher.

Recorded rates of domestic abuse and hospital admission rates due to violence are lower than the 
national average. However, we know there is significant under reporting of domestic abuse.

Poorer health outcomes for some groups

We know that some people living in deprived areas tend to have poorer health. There are several other 
groups that also tend to have poorer health.

People from different ethnic groups are at higher risk of some diseases. For example, people from Black 
and South Asian ethnic groups are at a higher risk of diabetes and cardiovascular disease (which causes 
heart disease and stroke). Mothers from Black and South Asian ethnic groups are at greater risk of 
complications and death during pregnancy and child birth.

Other groups with poorer health include people with a physical or learning disability, people suffering 
severe mental illness and those who are homeless.

These differences in health are due to a complex mix of societal, economic, environmental and biological 
factors. However, health problems can also be compounded by people’s knowledge of, or ability to access 
services. Services may not be accessible or acceptable or appear welcoming to some groups of people. 
Some groups of people also report having worse experiences or poorer outcomes from services.

Inequalities are often multiple and overlapping – for example, a study by the Race and Health Observatory 
(June 2021) highlighted that people from Black and Minority Ethnic (BME) groups are disproportionately 
affected by socioeconomic deprivation – a key determinant of health status.
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Our vision and principles

Our vision is for everyone who lives in Buckinghamshire, Oxfordshire 
and the Berkshire West area, to have the best possible start in life, 
to live happier, healthier lives for longer, and to be able to access the 
right support when they need it.

Five principles will guide everything we do:

Preventing ill-health

Tackling health inequalities

Providing person centred care

Supporting local delivery

Improving the join up between our services

We will help people stay well and independent, enjoying better health for longer. We will help 
develop healthy places and thriving communities to protect and improve people’s health.

We will seek to improve the physical and mental health of those at risk of the poorest health. This 
will include making sure people can access health and care services, whatever their background.

We will work together to provide help in a way that meets people’s needs and helps them to make 
informed decisions and be involved in their own health and care.

We will plan and design support and services with local people and provide support as close as 
possible to where people live, learn and work.

We will improve the way our services work together to ensure people get support when they need 
it and residents have a better experience of health and care services.
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Our priorities 

We have identified five priority areas. 

Supporting our delivery 

While these priorities will be the 
central focus of our work, we 
recognise that the success of this 
strategy will depend on a number 
 of factors including:

• The people who work across 
our health and care system. 
This includes people in paid 
employment and also the 
large number of volunteers 
and informal carers across 
Buckinghamshire, Oxfordshire 
and Berkshire West.

• The digital solutions, data 
and insights available to those 
who work or volunteer in our 
area as well as how we use digital technology to move  
care closer to people’s homes and to support  
people to self-manage their health conditions.

• Our ability to respond to change and learn from best practice to embrace new and innovative 
ways of working.

We also need to ensure that we provide strong leadership across our area whilst also empowering 
partnerships at a local level to deliver in their communities. Most of all, we know we need to engage with 
the people who live and work in our area: we need to listen to their voices and involve them in the plans 
we develop to deliver this strategy.

In the following sections we explain why we have selected each priority, what our areas of focus will 
be, and what we hope to achieve. These priorities build on the local health and wellbeing strategies 
already in place and on existing work that is being led by individual organisations in our area. By selecting 
these priorities, we have the opportunity to develop this work at a wider system level and to support 
local plans. Our priorities don’t name all the important statutory work that is being led through other 
multi-agency arrangements, such as adult and child safeguarding, but we recognise the importance 
of continuing to work closely together to deliver the best possible local services for our people and 
communities.
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Promoting and protecting health

Keeping people healthy and well

Although people in Buckinghamshire, Oxfordshire 
and Berkshire West are generally healthier than 
the national average, many people suffer poor 
health from conditions that could be prevented or 
delayed. Behaviours such as smoking, drinking too 
much alcohol, having an unhealthy diet, not being 
physically active or being overweight can lead to a 
wide range of conditions including diabetes, cancer, 
heart disease, stroke, lung disease and dementia.

The choices we make are shaped by our 
circumstances – the people we see around us, the 
places we live, and other influences such as the 
availability and pricing of unhealthy foods, alcohol 
or cigarettes. These factors directly affect the 
opportunities people have to live healthy lives across 
our area, including shaping their decisions about 
smoking, what to eat and the amount of alcohol 

they drink. Indeed, our data shows stark differences 
in health outcomes for different population groups, 
including a variation in life expectancy of up to 10 
years between the least and most deprived areas.

We need to support people to live healthier lives by 
improving the circumstances in which people live 
by taking action to tackle the social, economic and 
environmental factors that influence health. We also 
need to support people and communities to address 
behaviours that lead to many long term conditions. 
This includes training and supporting our staff to 
promote the adoption of healthier behaviours. 

By working better together and focusing on 
prevention in everything we do, we can keep people 
healthy and well for longer. 

Take action to address the factors that influence our health and wellbeing.

Why this matters:
The communities and environment we live in 
have a significant impact on our health and 
wellbeing. The world around us influences the 
choices we make and the quality and length 
of our lives. This includes decisions we make 
about how we live our lives from whether 
we smoke to what we eat or the amount of 
alcohol we drink.

For example, feeling safe in our local area, 
with safe places to play and exercise makes it 
easier to stay healthy and active. Similarly, safe 
travel routes to school, shops or work make it 

easier to build physical activity into our day for 
example, by choosing to walk or cycle.

Our social connection to other people shapes 
how happy or lonely we feel, while secure 
employment is also important to our health 
and wellbeing. The rising cost of living may 
damage people’s health, especially those 
already experiencing financial hardship. 
National figures from 2020 found more than 1 
in 7 households were affected by fuel poverty, 
with single parent households most likely to 
be fuel poor (1 in 4) and couples aged over 60 
making the largest average reduction in fuel 
usage to avoid fuel poverty.  
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Promoting and protecting health

The price rises in 2022 and 2023 mean more 
households are struggling. It is harder to 
stay healthy and well if food and heating are 
unaffordable.

The quality of our housing and the air we 
breathe also has a direct impact on our health 
and wellbeing. Poor air quality, contaminated 
land and water pollution can lead to acute and 
chronic disease. Air pollution is responsible for 
a range of respiratory conditions, cardiovascular 
disease, cancers and birth defects.

We are committed to addressing the social, 
economic and environmental factors that 
influence our health, and to reducing 
inequalities. For this we need a place-based 
approach and coordinated action across local 
government, health care and voluntary sector 
organisations.

Organisations across Buckinghamshire, 
Oxfordshire and Berkshire West have also 
committed to reduce their carbon footprints. 
The NHS target is to achieve net zero by 2040. 
This will require significant changes to how we 
live and work but will ultimately improve and 
protect the health of the people who live or 
work across our area.

Our focus areas:
• Supporting the local economy and 

developing job opportunities and routes 
into employment for people who live in our 
area.

• Improving public and staff awareness of 
services tackling income, fuel and food 
insecurity, and helping staff to refer people 
to appropriate services.

• Helping our most vulnerable people and 
communities access information and local 
offers of help, including community food 
projects, benefits entitlements and debt 
advice.

• Ensuring safe and accessible options for 
exercise and active travel.

• Encouraging a public health approach to 
planning and development, to ensure our 
built environments support healthy lives.

• Ensuring schemes and services are in 
place so people are helped to live in warm 
homes.

• Working together to ensure people 
accessing social housing have safe, warm, 
damp and mould free homes.

• Ensuring that new housing developments 
adequately reflect the needs of older 
people and those with disabilities and are 
resilient to the impact of climate change.

What we want to achieve:
• The adoption of local planning principles 

that have health at the heart of the built 
environment.

• Greater community connectedness through 
a consideration of community in the 
structures and services we provide.

• A physical environment that supports 
people to live independently through 
thoughtful design.

• All our communities have access to green 
space within their locality.

• More sustainable road travel, particularly 
for staff members who use their cars often 
as part of their work.

• Reduced carbon emissions across all our 
providers to deliver the commitment each 
organisation has made to achieving net 
zero.
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Promoting and protecting health

Reduce the proportion of people smoking across Buckinghamshire, 
Oxfordshire and Berkshire West.

Why this matters:
Smoking is one of the biggest causes of 
preventable disease and early death in our 
area, accounting for over 4,000 premature 
deaths each year. It is also the biggest factor 
behind the gap in life expectancy between 
people living in the most and least deprived 
areas, with decisions around smoking shaped 
by many of the factors considered in the 
previous section.

According to GP data, 13% of people in 
Buckinghamshire, Oxfordshire and Berkshire 
West smoke (154,000 people), but rates are 
higher in more deprived areas. An estimated 
22% of people working in routine and manual 
occupations and 36% of people with a severe 
mental illness smoke.

Smoking and tobacco consumption rates are 
high in some ethnic minority communities 
and among immigrants from countries where 
tobacco regulations and cultural approaches to 
its use are different from UK.

1 in 6 Lesbian Gay Bisexual and Transgender 
people smoke every day, the prevalence being 
higher among younger LGBT people.

Smoking causes a very wide range of ill 
health from the earliest years to older age. For 
example, smoking while pregnant can harm 
the unborn baby and result in babies being 
born too early and having a low birthweight. 
Parental smoking harms children’s health. 
Smoking also increases the risk of cancer, heart 
disease, stroke and lung disease and the need 
for social care occurs on average 10 years 
earlier in smokers.

Smoking is estimated to cost health and care 
organisations in Buckinghamshire, Oxfordshire 
and Berkshire West £94 million each year (£69 
million for health and £25 million for social 
care).

Our focus areas:
• Working together in effective tobacco 

control partnerships at a place based/local 
authority level to help reduce the numbers 
of people smoking.

• Providing, or proactively referring, people 
to services to help them stop smoking.

• More people in deprived areas are referred 
to smoking cessation services by their 
primary care team.

• Co-producing culturally appropriate 
services, where necessary, to encourage 
people to give up smoking or tobacco 
consumption in other forms.

• Supporting more people in contact with 
the NHS to stop smoking. This includes 
helping people to stop smoking before 
planned operations to help their recovery, 
helping people admitted to hospital, 
pregnant women and their partners, and 
people with severe mental illness to stop 
smoking.
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Promoting and protecting health

Increase the proportion of people who are a healthy weight and physically 
active, especially in our most deprived areas and in younger people.

What we want to achieve:
• A reduction in the overall number of 

smokers in Buckinghamshire, Oxfordshire 
and Berkshire West, especially in our most 
deprived areas.

• Fewer young people will take up smoking.

• More people will stop smoking, especially 
in deprived areas.

• A reduction in conditions made worse 
by smoking, including fewer people 
developing cancer and lung disease.

• A reduction in the gap in life expectancy 
between the most and least deprived 
areas.

Why this matters:
Across Buckinghamshire, Oxfordshire and 
Berkshire West, approximately 6 in 10 adults are 
overweight or obese and approximately 3 in 10 
children aged 10-11 are overweight or obese. 

Obesity increases the risk of many long-term 
conditions including cancer, diabetes, heart 
disease and dementia. Obese people die  
up to 10 years earlier than people with a  
healthy weight. Adults and children living in 
more deprived areas are more likely to be obese. 

The risks of many illnesses could be reduced 
by increased physical activity. Indeed, 1 in 3 
deaths are from illnesses where being physically 
active is an important protective factor against 
becoming ill. Approximately 1 in 5 adults  
are inactive.

Our focus areas:
• Working together in place based multi-

agency partnerships to improve physical 
activity levels and support people to stay a 
healthy weight.

• Promoting active travel and increasing 
access to green spaces. 

• Working together with school aged children 
to increase physical activity and promote 
healthy lives.

• Supporting changes that help people to eat 
healthily and improve access to affordable 
healthy food. This includes promoting 
healthy schools and hospitals, and healthy 
weight in hospital initiatives.

• Supporting more people to lose weight.

What we want to achieve:
• A reduction in the proportion of people 

who are overweight or obese.

• More children and young people will be 
physically active, especially in our most 
deprived areas.

• More children and young people will have 
access to healthy food and are a healthy 
weight, especially in our most deprived 
areas.

• More adults are physically active.

• More adults have access to healthy food 
and are a healthy weight.

• A reduction in the proportion of people 
who have type 2 diabetes.
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Promoting and protecting health

Reduce the proportion of people drinking alcohol at levels that are 
harmful to their health and wellbeing.

Why this matters:
1 in 4 adults in Buckinghamshire and 
Oxfordshire and 1 in 5 adults in Reading, West 
Berkshire and Wokingham (Berkshire West) 
drink alcohol at levels that are harmful to their 
health and wellbeing. This is higher than the 
national average. 

Alcohol is one of the most common causes of 
disability and of death in adults aged 15-49. 
Alcohol increases the risk of several cancers 
(including breast cancer), heart disease and 
stroke as well as liver damage.

Alcohol can lead to family breakdown and 
increases the risk of domestic violence and child 
abuse or neglect. It also increases the risk of 
accidents and violence.

7 out of 10 people with an alcohol disorder 
have mental health problems.

While drinking at levels that increase risk of 
harm is most common in the wealthiest fifth of 
the population, both alcohol-related admissions 
and alcohol-related deaths are most common in 
the most deprived areas nationally.

Our focus areas:
• Working together in effective multi-

agency drug and alcohol partnerships at 
place level.

• Identifying and supporting more 
people to reduce their harmful drinking 
particularly in higher risk groups such 
as people living in more deprived areas, 
people with mental health conditions, 

veterans of our armed forces, and ex-
offenders.

• Hospitals and other care providers have 
clear pathways for identifying and 
supporting people who misuse alcohol.

• Developing more integrated help for 
people who have substance misuse and 
mental health problems.

What we want to achieve:
• A reduction in the proportion of people 

drinking alcohol at levels that are harmful 
to their health and wellbeing.

• An increase in the number of people 
receiving support to tackle their alcohol 
misuse.

• A reduction in conditions caused by 
alcohol including high blood pressure, 
cancer and liver disease.

• A reduction in the numbers of violent 
incidents, accidents and domestic 
violence triggered by alcohol and a 
reduction in children being taken into 
care because of parental alcohol abuse.

• A reduction in the number of people 
with mental illness who regularly drink at 
levels that increase the risks of harm.
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Protect people from infectious disease by preventing infections in 
all our health and care settings and delivering national and local 
immunisation programmes.

Why this matters:

The prevention of infectious disease requires 
an integrated effort across health and 
social care and direct action by the people 
and communities affected. It is only this 
collective effort that can stem or prevent the 
acceleration of transmissible infection.

We need a shared understanding of the 
threats and the possible and probable 
infections. We need to be able to take 
preventative measures and intervene early. 
This will require an understanding of the 
different requirements affecting the varying 
populations and settings in which we live, 
work and learn.

Vaccinations are important to protect against 
ill health. However, since 2013 there has been 
a decline in the uptake of childhood vaccines 
in England and this has declined further since 
the Covid-19 pandemic. In Buckinghamshire, 
Oxfordshire and Berkshire West, we estimate 
only 8-25% of 15-16 year-old children 
have had all the recommended adolescent 
immunisations. There are also noticeable 
differences in the uptake of immunisations 
across our area, leaving some communities 
vulnerable to infectious diseases.

Our focus areas:

• Protecting more people by immunising 
them against serious diseases. 

• Raising the public’s awareness of anti-
microbial (antibiotic) resistance and 
continuing to work with professionals to 
reduce it.

• Ensuring robust infection control 
measures amongst our staff and in all 
health and care settings.

• Developing linked data that gives early 
indication of local outbreak risks through 
closer working with the UK Health 
Security Agency that means effective 
prevention and earlier intervention.

• Stimulating local action to prioritise 
tackling blood born virus and reducing 
transmission through earlier diagnosis and 
treatment.

• Continuing to work together across our 
area to prepare robust responses to future 
pandemics and other environmental or 
public health emergencies.

• Using local public health expertise to 
understand global health activities to 
protect our populations.

What we want to achieve:

• A reduced number of adults and children 
catching or becoming ill from serious 
infectious diseases.

• A reduction in the inequality of vaccine 
uptake across our communities.
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• A reduced impact of outbreaks and spread of disease by achieving herd immunity 
thresholds for a range of diseases such as measles.

• Stronger protection for those whose immune systems are compromised, are too young, or 
otherwise unable to receive certain live vaccinations.

• A population that is free from Hepatitis B and C, HIV, Tuberculosis and a halt in the rise in 
sexually transmitted infections.

• An intelligence platform which provides the evidence to address infectious diseases linked 
to health inequalities.

• A robust Public Health led Health Protection and Resilience Partnership to establish a gold 
standard system to protect our populations.
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Helping all children and young people achieve the best start in life

The foundations for a person’s future health and wellbeing are set in the early years of life. We need to give 
every child in Buckinghamshire, Oxfordshire and Berkshire West the best possible start. This begins with 
supporting mothers during and after their pregnancy and then working together to ensure children achieve 
their early development milestones so they are ready to get the most out of life, their education and future 
opportunities.

We want to promote communities and environments that support all children and young people to make 
healthier choices, and which will allow them to thrive and achieve. We want all children and young people to be 
able to access the care and support they need, when they need it, and we want that support to be available as 
early as possible, in places that make getting the support easy. 

However, we know some of the circumstances children and families face make it less likely they will receive the 
support they need. We need to be ready to offer prompt support to those at greatest risk and to children and 
families who are starting to struggle. For example, we need to identify emerging mental health problems as 
early as possible and provide treatment before their condition worsens.

We also recognise that some children, young people and their families need additional support and we are 
committed to working together to provide joined up services to enable these children and young people to 
reach their full potential.

Improve early years outcomes for all children, particularly working  
with communities experiencing the poorest outcomes.

Why this matters:
The first five years of a child’s life are crucial to 
their healthy development and these years can 
have a lasting impact on the rest of their life.

The best start for a child begins with a healthy 
pregnancy. The mental and physical wellbeing 
of the mother and their home environment is 
important for the baby’s healthy development. 
Proactively supporting mothers during and after 
pregnancy, therefore, improves outcomes for 
both mothers and their children. 

Some mothers and babies have a higher risk of 
complications during pregnancy and this includes 
women living in more deprived circumstances 

and those from Black and Asian ethnic groups. 
This can result in poorer outcomes, including 
babies being born too early or with low 
birthweight. Although deaths in pregnancy are 
rare, national research has found that mothers 
from some minority ethnic groups are more likely 
to die during pregnancy than their White British 
counterparts. 

The Covid-19 pandemic lockdowns have 
impacted on the development of many younger 
children, who lost time in school and nursery and 
missed out on many social and developmental 
opportunities. This has led to more children who 
are not as ready to learn at two years old and not 
ready for school at five years old.
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Families have also told us that they sometimes 
experience difficulty finding the services 
they need and have to ‘re-tell their story’ to 
different services and professionals. This is 
most often the case for disadvantaged and 
vulnerable families.

Our focus areas:
• Offering support to women to ensure a 

healthy pregnancy with targeted actions 
focused on women from deprived 
communities and from minority ethnic 
groups who have historically experienced 
more problems during pregnancy and 
poorer outcomes.

• Supporting women experiencing mental 
health difficulties during pregnancy and 
after their baby is born.

• Improving the help we offer to pregnant 
women and their partners to stop smoking.

• Strengthening and simplifying the links 
between services for under-fives and 
making it easier for families to find and 
access the support they need without 
stigma.

• Working together to provide support to 
children under five to enable them to fulfil 
their full potential.

What we want to achieve:
• An increased proportion of mothers will 

have a healthy pregnancy, including those 
living in more deprived areas and those 
from targeted minority ethnic groups.

• Fewer babies will be born prematurely or 
with a low birthweight.

• Fewer mothers will smoke during 
pregnancy.

• The number of women who receive 
effective support for their mental health 
during pregnancy and after their baby is 
born will increase.

• The number of children achieving their 
early development milestones on the way 
to school readiness will increase, especially 
in our most deprived communities, so that 
they can get the greatest benefit from  
their education.

Improve emotional, mental health and wellbeing for children 
and young people.

Why this matters:
Mental health problems are a leading cause 
of disability in children and young people. 
Problems experienced as a child can have 
long-lasting effects. Indeed, half of those with 
lifelong mental illness experience symptoms 
by age 14.

The number of children suffering from mental 
health problems in our area has increased over 

the past five years with more children admitted 
to hospital for mental health conditions, 
including more cases of self-harm.

Measures of positive mental wellbeing have 
also reduced. The pressures children have faced 
as a result of the Covid-19 pandemic have 
made this situation worse.
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We need to help our children by identifying 
mental health problems as early as possible 
and providing treatment before their condition 
worsens. At the moment it takes too long for 
children and young people to access mental 
health and wellbeing services in our area.

We need to do more. We will work with the 
many active voluntary, community and social 
enterprise organisations who tell us that they 
could do more to help us support our children 
and young people.

Our focus areas:
• At every opportunity across our system 

(health, care and education), supporting 
children to get the right mental health and 
wellbeing advice at the right time at a place 
near to where they live and learn.

• Improving access to mental health support 
teams for more pupils, prioritising schools 
with higher numbers of students eligible 

for free school meals, a higher proportion 
of students with special education needs or 
high proportion of students who live in the 
most deprived neighbourhoods.

• Reducing the waiting times and improving 
the experience for children and young 
people accessing mental health services, 
particularly NHS Child and Adolescent 
Mental Health Services (CAMHS).

What we want to achieve:
• Better mental health for children living and 

learning in Buckinghamshire, Oxfordshire 
and Berkshire West, through earlier 
intervention and support.

• More children will have easier access to 
support when they need it, including 
reduced waiting times for formal mental 
health services.

• Reduced rates of hospital admissions for 
self-harm among people aged 10-24.

Improve the support for children and young people with special 
educational needs and disabilities, and for their families and carers.

Why this matters:
The number of children and young people 
who have special educational needs or 
disability (known as SEND) has been increasing 
since 2016 and there are currently 1.5 
million in England. This includes children 
and young people with speech, language 
and communication needs, social emotional 
and mental health needs, moderate learning 
difficulties, autism spectrum disorder and 
other neurodevelopmental disorders or specific 
learning difficulties.

 

In Buckinghamshire, Oxfordshire and Berkshire 
West, we need to improve the identification 
of children and young people with SEND and 
ensure they get appropriate and timely support. 
This will help them to take as full and active 
part in their daily lives as they can and enable 
them to reach their full potential.

Effective support at the right time and in the 
right place can improve educational attainment, 
employment, social mobility and mental health, 
which in turn impacts on longer-term health 
and wellbeing. Timely support for the child or 
young person also helps to support the broader 
resilience of the family.
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Our focus areas:
• Identifying children and young people with 

special educational needs and disability at 
the earliest opportunity and ensuring they, 
and their families, are able to access the 
right level of support.

• Providing support for these groups in a 
broad range of settings based on their 
presenting needs rather than whether they 
have a diagnosis.

• Giving children and young people with 
special educational needs and disabilities, 
and their families, opportunities to shape 
their support with their clinical and 
professional teams.

What we want to achieve:
• Children, young people and their families 

report that they know where and how to 
access available support and services and 
report positively on their experience.

Support young adults to move from child centred to adult services.

Why this matters:
Services designed for children are not 
appropriate for young adults as they get older. 
There comes a point where the young person’s 
care needs to move from a team focused 
on supporting children to professionals who 
provide services for adults. This varies from 
individual to individual and usually happens 
between the ages of 16 and 25.

Young adults, particularly those with more 
complex needs, can find this change difficult. 
It is important the process is as clear and 
supportive as possible, meeting the young 
person’s needs while building their resilience 
to look after their own health as much as 
possible.

We can work better together to support young 
adults through this transition, understanding 
the needs and wishes of the individual and 
their carer(s) to ensure the right support 
remains available.

 
 
 
 

Our focus areas:
• Building the confidence of young adults, 

their independence and resilience as they  
transition so that they and their families 
and carers are actively involved in the 
changes to their support.

• Working together across our services to 
provide more holistic support, recognising 
the needs of the individual and supporting 
them through the move to adult services.

What we want to achieve:
• An increased number of young adults 

contribute to the development of a 
personalised plan that addresses their 
specific needs as they move to adult health 
or social care services.

• An increased number of young adults meet 
and actively engage with the adult services 
team that will be working with them after 
their transition.

• Sustained and personalised support for 
individuals in preparation for, during and 
after the transition phase to adult services.
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Supporting people and communities to live healthy and happier lives

We want every adult in Buckinghamshire, Oxfordshire and Berkshire West to have the opportunity to live a 
healthy life. Under our priority of promoting and protecting health we have already explained how we will 
tackle factors that influence people’s health and how we will support individuals to make healthy changes to 
their lifestyle.

To support people to live healthier and happier lives we plan to supplement this with targeted preventative 
work around health conditions that affect large numbers of people across our area. In this strategy we 
are prioritising cancer, cardiovascular disease and all aspects of adult mental health. We want to do more 
to support those who are at greatest risk of developing these or most likely to suffer inequality in access, 
experience or outcomes.

While supporting those most at risk of developing these conditions, we also need to offer extra support 
to the people in our communities who we know currently have poorer health outcomes overall, including 
people with learning or physical disabilities.

We also want to help people to understand how they can stay healthy and support them to look after 
themselves.

Improve mental health by improving access to and experience of relevant 
services, especially for those at higher risk of poor mental health.

Why this matters:

Mental illness is common – every week around 
1 in 6 adults will experience a common mental 
health disorder such as anxiety.

Mental health problems are the biggest single 
cause of disability in the UK, and suicide is one 
of the leading causes of death in England in 
people aged between 20 and 64 in England.

People with a severe mental illness 
(schizophrenia, bipolar disorder, and major 
depressive disorder) have more than a 50% 
higher risk of having cardiovascular disease 

and an 85% higher chance of dying from 
cardiovascular disease.

Mental health problems can affect anyone, 
but some groups are at higher risk of poor 
mental health than others due to social and 
environmental factors. People living in the most 
deprived areas in England are twice as likely 
to be in contact with mental health services as 
those in the least deprived. Emergency mental 
health admissions are also higher in our more 
deprived areas.
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People from some groups in society find it 
harder to access mental health services and 
have a poorer experience of services when they 
do. This includes people from certain ethnic 
minority groups.

We expect the cost-of-living increase to have 
a significant impact on the mental wellbeing 
of people who live in our area and we know 
the risk of deaths by suicide increases in times 
of economic crisis. People living in the most 
deprived areas, and with known risk factors 
for poorer mental health, are most likely to be 
most vulnerable to the health consequences of 
the cost-of-living crisis.

To effectively improve mental health we 
recognise that we need to consider all the 
factors that influence an individual’s wellbeing 
rather than trying to focus on just one aspect 
of their life. 

Our focus areas:

• Joining up support for people with 
mental health problems including access 
to employment support, health care, 
psychological support and services led 
by the voluntary community and social 
enterprise sector.

• Listening to ethnic minority groups 
on how to best provide mental health 
support relevant for their communities.

• Providing services that are culturally 
sensitive that improve access, experience 
and outcomes for people from ethnic 
minorities at highest risk of deteriorating 
mental health. 

• Ensuring that people living in our more 
deprived areas have better access to a 
wider range of support and information 
to improve their mental health at an early 
stage.

• Improving the physical health of people 
with severe mental illness by increasing 
the number of people with severe mental 
illness who stop smoking and increasing 
the uptake of regular physical health 
checks, with appropriate advice and 
treatment.

• Ensuring mental health treatment and 
support is tailored to individuals’ needs 
to ensure improved accessibility for all 
people, including people who are neuro 
diverse.

• Providing better community-based 
support for adults and older adults with 
mental illness.

What we want to achieve:

• Improved mental health of everyone who 
lives in Buckinghamshire, Oxfordshire 
and Berkshire West, with particular 
improvements for those at highest risk of 
poor mental health.

• Improved mental health of people from 
ethnic minorities and those living in our 
more deprived areas.

• Improved access to, experience of and 
outcomes from services that support 
mental health.
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Reduce the number of people developing cardiovascular disease (heart 
disease and stroke) by reducing the risk factors, particularly for groups at 
higher risk.

Why this matters:

Cardiovascular disease is one of the most 
common causes of death in Buckinghamshire, 
Oxfordshire and Berkshire West and a major 
contributor to the gap in life expectancy 
between people living in our most and our 
least deprived areas.

Certain groups of people are more likely to 
develop and die from cardiovascular disease. 
This includes people living in more deprived 
areas, people from Black and South Asian 
communities and people with serious mental 
illnesses such as schizophrenia.

Other groups, particularly women, are less 
likely to get cardiovascular disease but their 
signs and symptoms are sometimes different 
to men. This means their symptoms are often 
overlooked. For example, research has found 
that communication campaigns tend to focus 
on men and, as a result, women are less likely 
to recognise symptoms and may be slower 
getting help.

Up to 70% - 80% of cardiovascular disease 
is preventable and we know what works 
to help prevent it, including behaviours 
we can change. These behaviours include 
smoking, drinking too much alcohol, lack of 
physical activity, unhealthy eating and being 
overweight, having high blood pressure, 
diabetes or high cholesterol. We need to 
ensure that people at higher risk can access the 
support they need to reduce their risks.

Many people who have diabetes or high blood 
pressure have not yet been identified and 
so people are not receiving the support and 
treatment they need to prevent cardiovascular 
disease.

Our focus areas:
• Identifying more people with risk factors 

and supporting them to take action.

• Increasing the number of people 
receiving NHS Health Checks that detect 
cardiovascular risk factors, especially in 
deprived areas and in people at higher risk 
of heart disease and stroke.

• Increasing the number of people with high 
blood pressure we detect and supporting 
them to keep this under control.

• Increasing the numbers of people helped 
to stop smoking.

• Targeting communications campaigns 
to those who may not understand 
their specific signs and symptoms of 
cardiovascular disease, including women.

• Undertaking community engagement, 
using a tailored approach to improve 
people’s health in communities at higher 
risk of heart disease with a particular focus 
on Black and South Asian groups.

• Increasing our capacity and infrastructure 
for cardiovascular support in the most 
deprived areas to improve access to, and 
experience of, services and to improve 
health outcomes.
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• Ensuring people are supported to increase 
their physical activity and achieve a healthy 
weight and diet, as these are key factors in 
cardiovascular health.

• Helping people understand how to stay 
healthy and know where to access the 
support to do it.

• Increasing our capacity and infrastructure 
for cardiovascular support in the most 
deprived areas to improve access to, and 
experience of, services and to improve 
health outcomes

• Ensuring people are supported to increase 
their physical activity and achieve a healthy 
weight and diet, as these are key factors in 
cardiovascular health.

• Helping people understand how to stay 
healthy and know where to access the 
support to do it.

 

What we want to achieve:
• Fewer people will develop heart disease, 

stroke and vascular dementia particularly in 
the communities at higher risk.

• More people will know their blood pressure 
and be supported to manage it effectively, 
via lifestyle changes or clinical treatment.

• The gap in life expectancy between people 
living in deprived areas and the rest of the 
population will narrow as cardiovascular 
disease is a major driver of that gap.

• The gap in life expectancy between people 
living with severe mental illness and the 
rest of the population will narrow as 
cardiovascular disease is a major driver of 
that gap.

• The death rates from cardiovascular disease 
in Black and South Asian groups will reduce 
towards the levels experienced in the rest 
of the population.

Increase cancer screening and early diagnosis rates with a particular 
focus on addressing inequalities in access and outcomes

Why this matters:
The number of people being diagnosed with 
cancer is increasing. However, only half of 
these cancers are diagnosed in the early stages 
when there is a greater chance of successful 
treatment. Although there is variation across 
different types of cancer, early detection rates 
are lower in more deprived areas.

There are three national screening programmes 
which are important in detecting cancer early 
and starting treatment sooner. 

These are for breast, bowel and cervical cancer.

Screening rates across Buckinghamshire, 
Oxfordshire and Berkshire West vary depending 
on the area, the GP practice people are 
registered with, and population characteristics 
such as ethnicity and level of deprivation. 
There is lower uptake amongst people with 
severe mental illness and those with a learning 
disability.
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Cervical and breast screening uptake has 
declined over the last five years. National data 
shows some ethnic minority groups are less 
likely to attend cervical screening. We are 
currently analysing our data to understand 
the uptake of cervical screening from ethnic 
minorities in Buckinghamshire, Oxfordshire  
and Berkshire West.

Overall cancer screening uptake is also lower in 
people with learning disabilities compared to 
those without a learning disability. Nationally, 
it is recognised that cancer screening rates are 
also lower in people with severe mental illness 
and among Trans people.

We already have projects that target work with 
specific communities to increase screening and 
early detection rates but we know we need 
to do more. We plan to support community- 
based teams, who know and understand 
their local communities best, to spread the 
importance of cancer awareness and screening 
and to increase uptake rates.

Our focus areas:
• Improving understanding of, and 

accessibility to, all screening services for 
those from diverse communities and 
backgrounds through better community 
engagement and ensuring services are 
culturally competent.

• Using the data we have available to 
improve identification and support for 
communities that have low uptake of 
screening and detection services.

• Increasing uptake of screening where 
rates are low. This includes:

 – increasing uptake of cervical screening 
in younger women and people with a 
cervix

 – increasing the uptake of cervical 
screening in women from ethnic 
minority groups who are less likely to 
attend cervical screening compared to 
White British women

 – ensuring discussion of screening is 
embedded into the health check for 
those with learning disabilities and 
severe mental illness

 – recognising the screening needs 
of different people will vary 
and therefore make reasonable 
adjustments to ensure screening and 
detection services are tailored and 
accessible to all people.

What we want to achieve:
• Deliver the national ambition of ensuring 

75% of cancers are diagnosed early (at 
stage 1 or stage 2) by 2028.

• Reduce the variation and inequality in 
cancer screening, access and uptake.
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Staying healthy and independent for longer

People often require more support as they move through life and their health and care needs become more 
complex. We know there is more we can do to improve the services these people receive. Although we 
don’t see this as age specific, most people who fall into this category will be older. This matters because our 
population is ageing. For example, approximately a quarter of people who live in Buckinghamshire, Oxfordshire 
and Berkshire West are aged over 60, and this number will grow by around 11% over the next five years. 

As people get older, they generally need more support both in their communities and from health and care 
services. Some receive support from social care or voluntary and community groups, while friends and family 
also frequently act as essential carers. Environmental adaptations and physical aids can also be used to provide 
invaluable assistance to enable people to remain independent. 

It is often possible to anticipate changes in a person’s needs as they age or move through life and there are 
advantages in making proactive plans about potential care and support needs. This is something we need 
to do more. Working in partnership with the individual, their family and carers, we can ensure plans are 
personalised and maximise the person’s independence.

By working more effectively together we can enable people to stay healthy and independent in their homes 
and communities for as long as possible.

Support people to remain healthy, independent, and connected within  
their communities.

Why this matters:
Positive relationships and social interactions 
contribute to our quality of life and wellbeing 
in many ways. Staying physically active enables 
people to get out and about to meet friends, 
enjoy a wide range of activities and access 
services and shops as well as maintaining health 
and independence. 

Isolation and loneliness increase the risk of poor 
health, including increasing the risk of anxiety 
and depression. Six per cent of people aged 75 
and over say they often or always feel lonely. 
People with a limiting long-term illness  
or disability are more likely to say they often  
feel lonely. 

Other social and environmental factors can also 
directly affect people’s resilience. These can 
include help from informal support networks 
such as family and communities, appropriate 
housing, the ability to eat well and stay warm. 
A rapid change in social situation can lead to 
poorer health and the need for more formal 
care. This deterioration could often be avoided 
if the right support is available.

Working together to help people to stay active 
and connected within their communities, 
will help them be healthier and independent 
for longer and reduce social isolation and 
loneliness.
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Our focus areas:
• Working with our communities and 

residents to co-design support and 
services to encourage activity and positive 
community connections.

• GPs, community connector/social 
prescribers, community services, social 
care and the voluntary community social 
enterprise sector will work together to 
increase opportunities for people to 
connect socially with others and remain 
physically active.

• Ensuring health and care staff are more 
aware of opportunities available in the local 
community so they can direct people to 
appropriate activities.

• Considering opportunities for assistive 
technology and telecare to help more 
people stay independent for longer.

• Supporting people to access relevant 
technologies and increase their digital 
skills and confidence so they can remain 
virtually connected.

What we want to achieve:
• People will be supported to maintain 

social contact and will be more aware of 
opportunities to connect with others in  
the community. 

• Older people will be empowered to 
manage their health, making healthy life 
choices and remaining physically active.

Provide personalised and joined up care for people as their care needs 
increase and become more complex.

Why this matters:
We want people to remain as healthy and 
independent for as long as possible and be 
able to access the right support to manage 
their health and care needs when they need 
it. However, some people will require more 
support as they age or their care needs become 
more complex.

An increasing number of people are developing 
long-term health conditions such as arthritis, 
heart disease, mental illness or dementia and 
may recover less quickly from illness or health 
and social setbacks. 

We want to ensure that everyone’s care and 
support is well planned and is developed 
in partnership with the person, their family 
and carers. This means joining up the work 
of health, social care and the voluntary and 

community sector. This will be underpinned 
by personalised care and support plans that 
are visible to all professionals involved in the 
person’s care.

Our focus areas:
• Helping people learn about their 

condition(s), providing advice and support 
so they are empowered to better manage 
their condition(s) and improve their 
wellbeing.

• Identifying people who are likely to need 
care and support earlier, irrespective of 
whether that support is likely to come  
from health or social care or their own 
unpaid carers.
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Improve support for carers.

• Ensuring that more people have personalised care and support plans, with appropriate support 
from multi-disciplinary teams.

• Ensuring people’s care plans are accessible to all relevant health and social care professionals so 
they can provide effective and coordinated care.

What we want to achieve:
• Earlier identification and support for people with more complex, long term care and support 

needs.

• People with complex health and care needs, including long term conditions, are less impacted 
by poor mental health.

• A reduction in the number of people admitted to hospital or care home placements who could 
have stayed at home with more appropriate support.

Why this matters:
Around 3 in 5 people will be unpaid carers 
at some point in their lives. In 2011, there 
were nearly 27,000 unpaid carers across the 
Buckinghamshire, Oxfordshire and Berkshire 
West area and this number is likely to have 
increased since then.

Unpaid carers perform vital work to keep 
people safe and well. In doing this they also 
significantly reduce the demand for formal 
health and care services. However, many  
carers do not get the support they need to  
help them with their caring role and to help 
them look after their own health and wellbeing. 
Indeed, carers have reported that they are 
finding it harder to access adequate advice  
and support, and satisfaction with carer  
support services is declining.

Being a carer can have a significant impact on 
an individual’s physical and mental health.  
 

Many carers are juggling employment, 
education and other commitments alongside 
their caring responsibilities, with some facing 
significant financial difficulties.

People of all ages fulfil the role of carers, 
including children and young people of school 
age. Nationally nearly half of carers are more 
than 55 years old and nearly a third of carers 
are disabled themselves. In 2018, Carers UK 
reported that people providing high levels of 
care are twice as likely to be permanently sick 
or disabled. 7 out of 10 carers said they had 
suffered mental ill health as a result of caring, 
and 6 out of 10 said they had suffered physical 
ill health as a result of caring. 8 in 10 people say 
they have felt lonely or socially isolated.

We need to do more to ensure that carers of 
all ages can access relevant support and advice 
to allow them to continue in their caring role 
whilst looking after their own health and 
wellbeing.
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Age well

Our focus areas:
• Identifying all carers in our area and sharing this information appropriately between health, 

social care and other professionals.

• Improving the support available to carers of all ages, recognising that the support offered to 
young carers may be different to support for adults.

• Helping carers access support, including ways to look after their own health and wellbeing, so 
they can continue to provide care in the way that they wish to.

• Changing the way we work to empower carers to be an active participant in shaping the 
personalised care and support plans that are developed for the people they care for.

• Working across our system to share best practice and promote a consistent level of support 
for all carers.

What we want to achieve:
• Carers experience a consistent level of seamless support, including better access to support  

in a crisis.

• The health and wellbeing of all carers is improved.
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Improving quality and access to services

Accessing the right care in the best place

As a Partnership we are committed to adopting a proactive and preventative approach with a strong emphasis 
on keeping people healthy and preventing ill-health. However, we know this shift towards prevention must sit 
alongside an equally important focus on improving our current services and taking action to make sure these 
services are accessible to everyone who needs them.

Across the country, accessing support and services is sometimes difficult or slow. In a national survey conducted 
in 2021, respondents said that the two most important priorities for the NHS were making it easier to get 
a GP appointment and improving waiting times for planned operations. These priorities are echoed across 
Buckinghamshire, Oxfordshire and Berkshire West. We also hear concerns about access to social care, dental, 
pharmacy and optometry services and about the challenges of accessing services from rural areas, particularly 
given the limited public transport in many parts of our area.

We want to do more to improve the support we offer to people at all stages of life, right through to the 
support and care we provide for people who are dying. An increasing number of people are using our services, 
including more people in need of support at the end of life. We aim to strengthen our partnership approach 
and provide the best support to meet people’s different needs.

We are committed to providing the highest quality support to everyone. There are some groups within our 
communities whose access to, and experience of, services and outcomes is worse than others. This includes 
some minority ethnic groups, people with learning or physical disabilities and people who are often excluded 
(e.g. sex workers, people who are homeless or part of the gypsy, Roma and traveller communities). We are 
committed to addressing these disparities.

Our final strategic priority therefore focuses on services for people at every stage in life - both improving 
these services and making sure that everyone, irrespective of their personal characteristics or their personal 
circumstances, can access the support they need at the right time. 

Develop strong integrated neighbourhood teams so that people’s  
needs can be met in local communities.

Why this matters:
Primary care, as the first point of contact into 
health and care services, has an essential role to 
play in preventing ill health and tackling health 
inequalities. However, many of these services in 
our area are struggling.

Public satisfaction with GP services is falling. 

GPs are reporting it is harder to balance caring 
for people with non-urgent, longer term care 
needs with the increasing pressure from more 
people who want urgent, same day support. 
Although more people are living with long 
term conditions, pressures on our teams mean 
it is harder for people to build relationships and 
understanding with those involved in their care.
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All our GP practices have joined a Primary Care Network with other practices. These networks are 
bringing together a wider range of professionals to work collaboratively to provide high quality 
support to people when they need it.

GPs often see patients who could be seen by another member of the locally based team such 
as community, district and practice nurses, pharmacists, social workers, dentists, opticians, 
and health coaches. We are committed to helping more people access these services and 
professionals, to be supported to manage their health where possible and get faster support from 
a more appropriate professional when needed, reducing the burden on GPs.

In some parts of the country there are examples of non-health and care services, such as Citizens 
Advice, employment advisors, or money and debt specialists sharing space with clinical teams to 
provide support for people in other aspects of their lives that can directly impact their health or 
wellbeing. This is something we want to explore for our area.

Our focus areas:
• Ensuring people understand the alternative options to care and support in their community 

and are supported to use them.

• Integrating health, care and voluntary services at neighbourhood level.

• Strengthening the networks and joint working between professionals in our communities so 
people find it easier to get the right support when they need it.

• Ensuring there is greater continuity of care for those that need it, particularly those with long 
term conditions.

What we want to achieve:
• More people access the right support and care when they need it.

• People are more satisfied with the care they receive from primary care professionals in the 
community.

• Inequalities in access to GP services are reduced across Buckinghamshire, Oxfordshire and 
Berkshire West.

Improving quality and access to services
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Reduce and eliminate long waits for our planned services, and address 
variation in access across the system.

Why this matters:
Faster treatment generally results in more 
positive outcomes while delays can lead to 
worse outcomes. Unfortunately, there are long 
waits to access some of our services.

Waiting times for some diagnostic and 
specialist services are particularly high, with 
some people waiting more than a year and a 
half. Many of these waiting times increased 
during the Covid-19 pandemic and continue 
to increase as the number of referrals is still 
growing.

Waiting times vary across Buckinghamshire, 
Oxfordshire and Berkshire West because the 
demand for services and the capacity of our 
specialist services is different. By working 
better together across our entire system we 
plan to make better use of capacity and 
provide a faster service to patients. We will 
further improve services by involving people in 
decisions about their care.

It is widely recognised that inequalities 
linked with deprivation and certain personal 
characteristics can impact the length of time 
people wait for care. These inequalities will be 
targeted and addressed across our system.

Our focus areas:
• Working across the Buckinghamshire, 

Oxfordshire and Berkshire West system 
to make the best use of all capacity. 
This should lead to earlier diagnosis by 
specialities and a quicker start to treatment.

• Helping more people be actively involved in 
decision making about their care through 
the whole care pathway.

• Embracing the use of technology to 
develop innovative models of support.

• Helping people prepare to ensure they get 
the best outcomes from surgery or planned 
treatment and avoid complications. This 
could include support to stop smoking, 
optimising physical fitness by increasing 
physical activity or losing weight, preparing 
for life after surgery e.g. learning how to 
use walking aids before hip surgery to aid 
post-op recovery.

What we want to achieve:
• Reduced waiting times for patients to 

access diagnostic and specialist care 
services.

• More people have the specialist support 
and care at the right time, in line with 
national targets.

• Improved patient experience and 
confidence in their local health system.

Improving quality and access to services
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Support the consistent development of our urgent care services  
to reduce demand and support timely access.

Why this matters:
Urgent and emergency care services are under 
pressure across England. We see this when 
we try to get same-day GP appointments, 
face long waits for an ambulance and when 
we wait in A&E. These delays result in a poor 
experience for people trying to access services 
and increase the risk of less positive outcomes.

Trends in Buckinghamshire, Oxfordshire and 
Berkshire West mirror this national picture. 
More people are using urgent and emergency 
care services which means there are times 
when people do not get the support they 
want, when they need it. We are committed to 
improving this.

Our focus areas:
• Providing high quality urgent care services 

in community settings that complement 
our hospital services so only the people 
most in need go to hospital.

• Assessing people’s needs and making it 
easier for them to get the right support in 
the right place.

• Providing people at highest risk of using 
unplanned, urgent or emergency care with 
the support to stay at home.

• When people are ready to leave hospital, 
our teams, including social care, will 
provide joined up support that meets their 
needs, closer to their home communities.

What we want to achieve:
• People’s experience of accessing urgent or 

emergency care is improved and they find 
it easier to get the right support at the right 
time.

• Preventable unplanned emergency 
admissions are reduced in our hospitals.

• The time people spend in hospital is 
reduced.

Improve access and experience of palliative and end of life services  
to enable people of all ages to die well.

Why this matters:
Death and dying is inevitable and affects 
everyone – the living, the dying and the 
bereaved. It is not a response to a particular 
illness or condition and is not confined to a 
particular age, stage in life, group or section of 
society.

In Buckinghamshire, Oxfordshire and Berkshire 
West there is a rising need for palliative and 

end of life services. For many people care at 
the end of life is not coordinated well enough, 
which causes unnecessary distress. In our area, 
we have a significantly worse performance 
than the England national average for 
percentage of deaths with three or more 
emergency admissions in the last year of life. 

 
 

Improving quality and access to services
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To deliver support and meet the needs of 
people of all ages who are living with dying, 
death and bereavement, we must have 
cohesive partnerships from across the health 
and social care sector, including statutory 
and voluntary organisations. This has to be 
underpinned by people with personal and 
professional experience, who share a common 
vision to improve end of life care through 
collaborative action between organisations at 
local level.

Our focus areas:
• Viewing each person as an individual 

and supporting all people with palliative 
and end of life care needs to receive the 
personalised care they need irrespective of 
time of day, age of individual, background, 
and care setting.

• Ensuring there is fair access to care.

• Focusing and maximising comfort and 
wellbeing, including mental health needs, 
for everyone with palliative and end of life 
care needs.

• Coordinating and providing high quality 
care and support to patients and their 
families through trained and educated staff 
across all providers within our area and 
ensuring that all staff are prepared to care. 

• Improving and raising community 
awareness of death and dying, to enable 
‘compassionate communities’ to grow, and 
providing robust pre and post bereavement 
services for all. 

• Updating our population-based needs 
assessment for palliative and end of life 
care services in partnership with Health  
and Wellbeing Boards. 

• Identifying people with palliative and end 
of life care needs early to allow proactive 
planning, to minimise risk of crisis and 
unnecessary hospital admission.

• Ensuring the voice of people with lived 
experience is within everything we do. 

What we want to achieve:
• A system which provides cross-

organisational working to enable right 
care, right place, right time and support a 
person to die well in their preferred place 
of care and death.

• Improved access, experience and outcomes 
across Buckinghamshire, Oxfordshire and 
Berkshire West for all ages, recognising the 
importance of children’s services and the 
transitional interface with adult palliative 
care services. 

• Improved access to 24/7 advice and 
guidance for people with palliative and end 
of life care needs, their families and their 
carers. 

• Patients with palliative and end of life care 
needs have access to the most appropriate 
funding stream tailored to their needs. 

• Our communities support and empower 
people approaching dying, leading to a 
change in society’s perception on death 
and dying. 

Improving quality and access to services
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Delivering on our priorities 

Our approach to delivery. 

Strong leadership

The Integrated Care Partnership is new and we recognise it will take time to see some of the 
benefits of collaborative ways of working, including moving activity from being responsive to 
being proactive and focused on prevention.

Our Partnership is committed to providing the strong leadership that will support this 
change. Delivery of this strategy will be helped by the requirement that some partners – for 
example NHS organisations and local authorities – are required to ‘have regard’ for this 
strategy when drawing up their own organisational plans. 

We will develop clear delivery plans which will build on the principle of prevention. We will 
work in partnership to understand more about how people need and use our services and 
the support available to them. Locally and across our system we will take actions that focus 
on proactively supporting people earlier and reducing demand. 

Our delivery plans will include a small number of carefully considered measures. These plans 
will link with relevant funding – including opportunities to pool and share our resources – 
and will allow us to plan and phase our work to ensure our ambitions can be achieved. Clear 
measures for each priority will allow us to regularly monitor and evaluate the impact this 
strategy is having. 

We will publish our delivery plans as they are developed and will share information on our 
progress.  

Working in partnership across our system will provide significant opportunities 
to change the ways we think and work. However, we know that there are 
significant challenges ahead as we plan the delivery of this Integrated Care 
Strategy. There are well publicised pressures on our resources, both staff and 
money, and we need to be clear about how the ambitions of this strategy will 
be delivered and measured. 
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Taking a ‘place-based’ approach 

When drawing up our plans for delivery, we anticipate that many priorities in this strategy 
will be delivered through our three ‘places’ (Buckinghamshire, Oxfordshire and Berkshire 
West), and include collaboration with our Health and Wellbeing Boards, local networks and 
organisations, and local people. This will build on the huge amounts of work that is already 
happening at this level, and in local neighbourhoods and communities. 

The development of the Integrated Care Partnership has also created an opportunity to 
take action ‘at scale’, joining up services and using limited resources more effectively. Some 
of our priorities will benefit from a system-wide approach, others will be most effectively 
implemented at a more local level.

Working with our communities

Our vision and priorities are focused on improving the health and wellbeing of everyone in 
our area. To do this, we know we need to work closely with the people who live and work in 
our area, listen to their voices and involve them in our planning.

We started a process of engagement by asking people for their thoughts on our emerging 
priorities and on the first draft of this strategy. However, we recognise this dialogue needs to 
continue and our engagement needs to move beyond simply asking people for their views. 

We need to form a genuine partnership between the public and our broad community of 
providers. It is the people who live and work in our communities who can provide us with 
the best insight into what needs to change and the best ways to deliver those changes. 
Most of our engagement will be at ‘place’ level. Local areas will use and develop their own 
methodologies for embedding the voice of residents in their decision making. At system level 
we will be held to account by a Joint Health and Overview Scrutiny Committee representing 
the voices of people from across Buckinghamshire, Oxfordshire and Berkshire West.

We also need to empower individuals and communities to manage and promote their own 
health and wellbeing. 

In doing this, we need to ensure that everyone is included. We are committed to finding new 
and creative ways to engage with, and empower, people from every part of our community 
so that no group or individual is left out. 

Delivering on our priorities 
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Delivering on our priorities 

Supporting our delivery.

As well as rethinking our approach to delivery, we recognise that the success of this strategy will 
largely rely both on the people who provide support and care across our system and on adopting 
new and innovative ways of working, including how we use digital technology and data.

Our People
The people who provide care and support 
to our population are vital to the delivery 
of this strategy. This includes people in paid 
employment and also the large number 
of volunteers and informal carers across 
Buckinghamshire, Oxfordshire and Berkshire 
West. Every day these staff and volunteers 
provide excellent care, offer direct support 
to individuals, and take action to tackle the 
underlying causes of ill-health. 

However, many are finding this increasingly 
difficult. Our growing and ageing population 
is placing more and more demands on health 
and care services at the same time we are 
battling unprecedented challenges from the 
Covid-19 pandemic and the cost of living crisis. 
Changes in our population and how we deliver 
services also means we need to rethink the 
staff roles we have and ensure we have the 
right people in the right jobs. 

Over the last few years, our staff and 
volunteers have demonstrated exceptional 
resilience but we know we need to do more 
to support them. Across our area there are 
many good examples of initiatives to promote 
staff wellbeing and there is a lot we can do to 
spread this best practice across organisations. 
We also need to tackle the things that add 
pressure on our workforce. This includes 

recruiting people to fill all the roles we need 
across the whole health and social care system. 
It is also includes making sure people want to 
stay. We are committed to working together 
to ensure a positive working environment 
and to working collaboratively to offer 
more opportunities for personal and career 
development.

Our focus areas: 

• Ensuring all the people working in our 
system, paid or voluntary, are supported 
and feel valued. 

• Pooling our knowledge and our experience 
of how to make a positive difference to 
the working environment for our staff and 
volunteers. 

• Continuing to offer a range of health and 
wellbeing at work initiatives, sharing best 
practice between organisations across  
our area.

• Developing collaborative programmes to 
improve recruitment and retention and to 
increase overall staff capacity. 

• Joining up our education and training, 
and develop a shared approach to career 
development across health and care.

• Doing more to ensure our staff are 
representative of the communities they 
serve whilst promoting inclusion and 
ensuring a genuine sense of belonging.
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Delivering on our priorities 

Digital, data and technology
Providing useful digital, data and technology 
solutions will be essential to deliver our 
priorities.

We are already supporting organisations make 
the most of technology and data. We need to 
ensure the information and data held by these 
organisations is shared appropriately and safely. 
This will strengthen system-wide pathways, 
allow for a fuller integration of teams and will 
lead to a much better experience for staff and 
people receiving support or care. 

For example, electronic records and our 
ongoing work to fully implement a single 
shared care record will improve the breadth 
and depth of the information available to our 
clinical and care teams. 

Technology is already allowing us to move care 
closer to people’s communities and homes. It 
is creating more opportunities for people to 
self-manage their conditions using apps and 
initiatives such as wearable monitoring devices.

Better use of the information and data we have 
will allow a shared understanding of need and 
allow us take proactive and targeted action 
where this data identifies people or population 
groups suffering health inequalities. It will also 
identify opportunities to tackle individual health 
conditions by focusing on those most at risk.

Strong systems and processes will, however, 
only be valuable if people can use them. 
Developing the right digital skills of staff, 
volunteers and service users is vital. We 
also recognise that many people in our 
communities, including some particularly 
vulnerable individuals and groups, will need 
support to use digital solutions or help to 
access digital technology.

 

Our focus areas: 
• Supporting health and care providers in 

our system to reach a minimum level of 
digital maturity. 

• Delivering a single Shared Care Record 
for care settings across the ICS area.

• Delivering technology solutions which 
enable our workforce to collaborate 
efficiently while supporting work/life 
balance, and which provide greater 
resilience and security around access to 
clinical and administrative data.

• Supporting people to receive virtual care 
in, or close to, their home whenever 
appropriate and providing more access to 
digital care.

• Supporting those working or 
volunteering in our area to feel confident 
in their use of digital solutions.

• Improving the digital literacy of our 
citizens, especially in deprived areas, 
whilst also tackling the other factors 
causing digital exclusion.

• Using population health data to drive 
decision making. This will include:

 – building a stronger community of 
analysts to improve our analytical 
functions 

 – using data from across our providers to 
identify individuals or groups of people 
with similar characteristics and needs 

 – moving from being reactive to 
proactive by empowering our staff 
to develop and implement targeted 
interventions

 – using data to identify health 
inequalities, and some of their possible 
causes, to tailor care towards a more 
person-centred, holistic approach.
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Continuous Improvement 
In this strategy we have described how we 
will work together to improve the health and 
wellbeing of our population. We have given 
detailed examples of the type of work we plan 
to do to deliver our five priorities. However, 
we recognise that we need to be prepared to 
change. We need to learn from what works 
and what doesn’t work. 

Learning from our service users and staff

We have committed to developing a culture 
of shared learning to ensure continuous 
improvement in the care and services we 
provide. Listening and acting on what our staff 
and the people who use our services tell us will 
be important to this. We need to embed this 
across all partner organisations, from leaders to 
the people delivering our frontline services.

Our focus areas: 

• Sharing and implementing best practice 
across our area.

• Developing a culture of learning with a 
focus on improvement across all partner 
organisations and at all levels, from 
leaders to those delivering our frontline 
services.

• Working with people who have lived 
experience of health conditions and 
services to proactively identify the 
improvements we need to make and co-
developing those improvements. 

• Strengthening public, patient and 
service user involvement in identifying 
our priorities and designing service 
improvements.

 

Maximising local research and 
innovation activity

We also need to embrace new innovatinos 
and technologies so that our care and services 
are always evolving in line with evidence and 
best practice. We will do this by working 
more closely with the wealth of world class 
academic, research and innovation institutions 
on our doorstep.

The development of the Integrated Care 
Partnership provides us with an exciting 
opportunity to draw upon and shape the 
direction of these potential partners. By 
identifying need and agreeing clear shared 
priorities we can seek to coordinate and focus 
activity that can directly address the needs of 
our population. 

Our focus areas: 

• Aligning the focus areas for research 
and innovation with the needs of our 
populations and the services they access. 

• Providing opportunities for our staff to 
develop the skills to be more involved in 
quality improvement, research, evaluation 
and innovation. 

• Addressing inequity of access to 
innovation and improvement and poor 
outcomes by some of our communities.

• Better utilising data, intelligence and 
available evidence to support research 
and innovation and quality improvements 
to our care and services. 

• Work collaboratively with research 
networks and institutions within the ICS 
to deliver research programmes for the 
benefit of our populations.

Delivering on our priorities 



For more information on the integrated Care Strategy or 
the work of the Integrated Care Partnership please contact:  

engagement.bobics@nhs.net


