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Welcome and introductions

Andrew Burnellg Partnership Executive Lead
Chief Executive, City Healthcare Partnership CIC
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Health and Care in Humber, Coast and V

3 acute hospital trusts

: _ 1.4 million people
(operating across 8 sites

50,000 staffacross health

3 mental health trusts and adult social care

5 community

) ) Total budget of £3.0bn
services providers

Vale

29 Primary Care °' "™
Networks

(190 GP practices)

East Riding
of Yorkshire 450 care homes

140 home care

companies
2 ambulance trusts .
7 hospices
6 Clinical Commissionin

North

Groups (CCGs) Lincolnshire 1000s of voluntary

North East — gnd community

Lincolnshire

sector organisations

...“&‘-.4—

6 LocalAuthorities




Partnershipvision

A Wewant everyone in our areto:

A Toac
healt
healt

start well, live well and agewell

nieve this we are working hard to create a
nand systenthats upports eve]

n and wellbeing and that is there to help

whenpeopleneed it.

A We want to become aealth improving system
rather than anll-health treating system
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Some of our S U C

A Wave 4 Capitdbid - £88.6m secured for A&E
Improvements and diagnostic equipment

A Collaborative approach to planning and contracting ha:
Improved relationships in the Partnership

A Clinical programme achievements, e.g.
I Overl,100 Cancer Champiotrained

I Child and Adolescent Mentilealth (CAMHS) new
iInpatient unit

I Developed perinatal community specialist services
I Significant reduction in 52 weetaits
I Launched National Diabetes Prevention Programme

'lu‘ ||h." ' '




Purposeo f t oday '’ s

A Providing information about the Partnership
and how It I1s developing;

A Sharing our vision and aims;

A Gathering your feedback and views on our
Partnership Longerm Plan and what should
be included.
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Agenda

Welcome and scensetting Main Hall 10:00-10:20
Jointworking across HUll & — y1ain Hall 10:20-10:30
East Riding
: . Main Hall- ERY _ _
Pl ace wor ks Seminar Room 3 Hull 10:30-11:00
Interactive workshops Throughoutthe venue 11:10-11:40
Lunch and networking LoungeArea 11:45¢ 12:15
Interactive workshops Throughouthe venue 12:20-12:50
Interactive workshops Throughouthe venue 12:55-13:30
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Hull and East Riding systems
Long Term Plans

Jane Hawkard East Riding CCG
John Skidmore East Riding Councill
Emma Latimer Hull CCG

Humber, Coast and Vale




Purpose of the session

A To talk about our plans for:
I Those areas where we will work together
I the people of Hull
I the people of the East Riding

A To hear what you think of these plans
A To hear how they can be improved

A To hear how we can work together to make them a
success
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Shared Ambitions
Hull and East Riding CCGs

Tosupport the residents of Hull and East Riding to lead fulfilling lives by working togethe
support their health and care needs, promoting healthy lifestyles and reducing healtr
inequalities

It is fair to say that the population needs of Hull and East Riding residents is different bu
there are many areas of similarity where it makes sense to work together. These are in
the following areas:

I. Where we have similar challenges and opportunities e.g. reducing unwarranted
variation, demand for urgent and emergency care services from Hull Teaching hospit

ii. Where it makes sense for our common community or mental health provider to work
the same specification across Hull and the East Riding

lii. To reduce duplication of effort in terms of commissioning and business functions

The same principles apply across the North Yorkshire and York system, across the Hun
and the North Lincolnshire system.

M-‘—



Integrated Working across
Hull and East Riding CCGs

A Further and continuing support to the developing Provider Collaborative  (Humber
TFT, CHCP, HUTH, Primary Care)

A Improvementin key performance metrics and quality adre across common Providers

A Focuson delivery of constitutional targets (A&E / Referral To Treatment / Cancer
targets)

A Sharing learning and progress towards common services for Comnfraitty and
Complex Disease Management

A Delivery of new model for community paediatrics

A Local deliveryof maternitysystem objectivesi mp |l ementi ng *‘ Bet t
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Hull and East Ridingour joint plans

A Deliveryof national and |l ocal ambitions f
Optimisation of teletechnology/accessible expert advice in a crisis by 2020/21

A Improvedworkforce recruitment, retention, development, including development
of a workforce plan and supporting oworkforce

A Same day emergency care & refreshed primary care streaming model with HUTH
and other partners

A Outpatient transformation-including reduction in outpatient appointments by up
to 50%

A Single approach to reducing unwarranted variation, throughRlightCaré Carter
| Getting it Right First Time (GIRFT) approaches

A Development of an integrated newdisability service / pathway

M-‘—



Time to move to Place

workshops
JaneHawkard East Riding CCG
John Skidmore East Riding Councill

Emma Latimer Hull CCG

Humber, Coast and Vale




BIG HEALTHY

Link Up

East Riding Place

Progress, Achievements and Plans

#bighealthylinkup www.thebighealthylinkup.co.uk

Your health...




The

Local Need BIG HEALTWY

ALifestylefactors such as diet and exercise are contributing to increases in
prevalence of diabetes and cardiovascular disease (CVD) / hypertension

APrevalencef conditions impacting on premature morbidity / death are more
pronounced in areas of deprivatierain particular in Bridlington, Holderness
Goole,Driffieldand Leven, e.g. cardiovascular disease, mental ill health,
respiratory disease, canceitc,

AThenumber of people aged 65 and over with multiple long term conditions
continues to rise at rates above the England average

ASignificanfinancial challenges, spending mame health and care than it
receives.

AServicedelivery challengesthe population naturally faces in three different
ways for many health and care services e.g. Hull, Northern Lincolnshire and

York and North Yorkshire.
#bighealthylinkup www.thebighealthylinkup.co.uk

You... T




The

Background BIG HEALI,,'{'J

A Partners across the East Riding have been working together since 2017

A Many good achievements and examples of partnership working, particularly
at local level

A National drive for further integration / partnership working and increasing
focus on the social and medical causes of ill health and wellbeing

A Dealing with local pressures around workforce, finance and performance
A System leaders recogniséite need to do something different

The East Riding Place Partnership

#bighealthylinkup www.thebighealthylinkup.co.uk

You... T




The

The ERY Place Partnership BIG HEALI,,'.:'UK

East Riding of Yorkshire Voluntary & Community

o

Sector
Primary Care Federation of Federations

Hull University Teaching Hospitals NHS Trust
East Riding of Yorkshire Clinical Commissio®&naup
HumbersideFire & Rescue Service
EastRiding of Yorkshire Council
HumbersidePolice

HumberTeaching NHBoundation Trust
City Health Care Partnership CIC
Yorkshire Ambulance Service

Healthwatch

To To Do o Do Po Io Do Io Do I»

University ofHull

To

Community Safety Partnership (Chair)

#bighealthylinkup www.thebighealthylinkup.co.uk
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| BIG HEALTHY
The 2017 Baseline Link Up

In one or two words, how would you describe the contact

between stakeholders?

duplicate intentioned Constructive

chaotic ersonal
guarde meaning P
ocoWineffective  difficultnefficient
>~ o, varie
i 2avariables
How effective is the current East Riding Health and Social § u ) Ci]electlve
are evéian? 2450 mconsnstentp AtCNY iy
£ greactlvelmprOVIngOconﬂlct
8 Suglye challenging ~glimited
40%; S =% dlSJountedfragmented
2levels & hasedmixed defensive often
o
30% 1
20% 1
10% 1
1%
00/0' Our customers/patients  Most customers/patients  Some customers are Our system gets in the
areserved well asour  areserved well but the  served well although way of understanding
services adapt to their minority are not many are not and dedivering what our
needs as our customers/patients need
understanding evolves
#bighealthylinkup www.thebighealthylinkup.co.uk

Your health...




The

From the priorities and ideas BIG HEALI,,’,:'J
cCamee
A A commitment from system leaders to continue to meet, break

down Dbarriers and
A Development of the East Ridifjace Plan

which adopts the Vision of the Health

& Wellbeing Strategy

AnEast Riding that isee from avoidable
diseasaandinjury, whereall residentenjoy C
their maximumpotential forhealth,

wellbeingand participation, throughout theiives
#bighealthylinkup

You...

hylinkup.co.uk
...and us




The ERY Place Plan BIG HEALTHY

Link Up

You, your health, and us
Improvig and supporting personal, community and system resilience in the East Riding

Personal Resilience Community Resilience System Resilience

#bighealthylinkup www.thebighealthylinkup.co.uk

Your health...




Priorities in the Plan

Community Resilience:

Personal Resilience:

How | Keep Myself Well and e _
How | Cope With Change Well and Support Each Other
Through Change

o| will feel like | have control * | want to build positive
because my services will be relationships with others in
personalised my community.

o| will feel confident in my * | want support to help me
ability to manage my stay independent.
condition.

#bighealthylinkup

Your health...

BIG HEALTHY

Link Up

System Resilience:

How Services Look After Us
and Support Us Through
Change

www.thebighealthylinkup.co.uk




Priorities in the Plan BIG HEALTHY

Link Up

You, your health and us

109 S
Recognising health is
not the result of health
services but of
multifactorial wider
determinants

et e ares e Cos e 5y tr an

#bighealthylinkup www.thebighealthylinkup.co.uk

Your health...



Achi evement s tédﬁHﬁﬁé-TﬂJ?

Lin
Business intelligence
A Data sharing agreements are now in place across Partnership organisations.
AA *Popul ation Health Management’' appro

A The RAIDR Healthcare Intelligence Tad been rolledut to GPs to identify areas of
variance and opportunities for improvement.

ITand digital

A Health Summargare Records have been made available to social care services.

A The first Humber Care Tech Challenge took place in 2018, with a second scheduled
October 20109.

A ‘Govroam has been rolled out, allowing staff to connect to the internet actdealth

and LA sites.

Communications
A Asingle communications protocol agreed across partnership : Big Healthy Link Up

branding.
A System campaign®ementia Awareness, Summer Safety,-Selfe and Winter.

#bighealthylinkup www.thebighealthylinkup.co.uk

You... T




The

Achievements BIG HEALTHY

Link Up
Estates
A One Public Estate programme established across the ER to think strategically abou
solutions / improvements
A £3.5m of capital investment into Prima@are estate
A Blue Light cdocations inDriffield and Pocklington
A Health and Care ecation inHornsea
A Significantly increasing ‘—baaliadreh&ib, of f

referral on prescription, weight management services

Demand management

A HumberTeaching NHS Foundation Trust (HTFT) has been working with partners to
l ncrease support for ment al heal th *'h
We are exploring opportunities for police officers tolbetter alignedwith HTFT
Community Mental Health Teams.

Police call rooms now include input from mental health services

Brid South- police led project to reduce demand on services, holistic approach to
need

Withernsea project health led focus on improving CYP Mental Health, career
aspirations, improving diabetes services, social prescribing service for 3 years

p ST S S

#bighealthylinkup www.thebighealthylinkup.co.uk

You... T




5

The
Achievements BIG HEA@,”WY
ink Up
Voluntary and Community Sector (VCS) development
A Newcontracting standardfor VCS have been developed through collaboration
A Charitable funding opportunities have been offered
A Transport project being led by SMILE foundation on behalf of partnerships

CollaborativeLJt I YYAYy 3 | YR aASNIAOS NBRSaAdy

services and Public Health services

A Single commissioning for Autism, CAHMS, LD & Autism for patients with ven
challenging behaviour, intermediate tier beds, discharge planning from acute
hospitals

Better Care Fund (BCF) / improved BCF

Social Prescribing service successfully rolled out acrosothey in all GP
practices

CareHome market development

Roll out of Personal HealBudgets

Improvement to the Delayed Transfers of Csti@ndard for Acute Hospitals

Significant increase in discharge of complex patients from acute settings.
ighealthylinkup www.thebighealthylinkup.co.uk

You... T
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BIG HEALTHY

East Riding Showcase Link Up

A Not shying away from difficult issues we face in the ERY system: solutions focused approach

@ WALLS.I10 /v5Tkn Post on Twitter: gbighealthylinkup

”»

#bighealthylinkup building
a new future for adult
social care - recognising
the importance of working
to empower communities
and promoting
independence - great stuff

”»
Afternoon session started,
great atmosphere and
engagement across our

#bighealthylinkup Leading

and changing primary care 99
- such commeon sense and health and social care
WA o #bighealthylinkup great o heal k
massive opportunity to ) system gbighealthylinkup
) strides ahead with mental ®E Rid
improve service to patients @East_Riding
health talking therapy @Humb
in complex systems BRSNS, il @HumbersideFire
services- again brillian @EastRidingCCG
13 collaborative working @ActiveHumber
M Co!Proud iBeaul_prov - 14 @david3012 @HEYNHS

www.thebighealthylinkup.co.uk




The

What next? BIG HEALTHY

Link Up
A Reduce health inequalities, specifically:

A Thelife expectancy gap of 6 years for females and 8 years for males
A The healthy life expectancy gap of 14 years

A Focuson social determinants of health (housing, education, employment,
individuals and communities) in context and then specifically

Reducing the life expectancy gap Reducing the healthy life expectanc
gap

Cardiovascular disease Mental ill health
Respiratory disease Obesity / diabetes
Musculoskeletal problems e.g. back
Cancer :
pain
#bighealthylinkup www.thebighealthylinkup.co.uk

You...




The

What next? BIG HEALTHY

Link Up

A Reducing / managing demand for crisis servieb&ental Health, Police,
Acute and ambulance

A Continueddelivery of the Better Care Programme including:
A Delivering the East Riding social prescribing service sustainably
A Continued developmentf the Care Market

A Furtherenhance the Withernsea and South Bridlington place based
approaches to personal and community resilience

A Establistand support the 7 Primary Care Networks as a building block for o
community based offer, followed by community mental heaé#rvices and
social care services

A Continued implementation of the Active communities programme including
exercise on referral, health optimisation prior to surgery, preventative and
resilience based developments eIMASH-improving C&YP mental health

#bighealthylinkup www.thebighealthylinkup.co.uk

You... T




The

What next? BIG HEALT'jY
A Deliverthe East Riding Primary Care workforce strategy / GP strategy,
including:
A Developmentofa Tr ai n i m BastiRidibg(sspported by
recruitment and retention initiatives
A Establish the concept —@dntinuitydiere G

A Increased use of technology to help people control and have choice in
their health care

A Workwith all partners to improve utilisation of Estatecussing on
Bridlington, PRubliceksitrag et o atplpe o‘a@rhe

A System strategies implemented for Mental Health and Dementia, Carers,
Healthy Weight, Learning Disabllities, Drug and Alcohol addiction and Autis

A Support improvements in services for children and young people with Spec
Education Needs (SEN

#bighealthylinkup www.thebighealthylinkup.co.uk

You... T




The

Link Up

A Build on our successful live well programme in our highly acclaimed
collaboration between ERYC / ERYCCG and Hull University.

A Developour strong and successful partnership work with the independent
sector across homeareand residential care.

A Growand build our active communities offer to help people to remain active
Independent and resilient fdonger.

A Buildand grow our place based community partnerships with all System
Leaders.

A Becomemore intelligent in the system to better understand our demands so
we more successfully target interventions.

#bighealthylinkup www.thebighealthylinkup.co.uk

You... T




BIG HEALTHY

Link Up

Any comments?

Jane Hawkard East Riding CCG

John Skidmore EastRiding Council

#bighealthylinkup www.thebighealthylinkup.co.uk

Your health...
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C (L VVILL

296 000

Living in pover

=éé,000
e

2- . Unemployment
I National Rate

Hull
Clinical Commissioning Group



Living and growing up in Hull: challenges
to address

44% more likely than

English average to
enter the youth

55% chance of
making expected
progress at KS2

Less likely than the
English average to live
in an overcrowded
household

4% chance of
conceiving between

35% chance of the ages of 15-17

not being school
ready at age 5

24% chance of
being obese in
Year 6

45% chance of
attaining 5
GCSEO®s

23% chance of
being eligible for

34% chance of free school meals

being subject to
child poverty

Hull Data Observatory. PHE. 34343434. NOMIS.

justice system (10-17

17% chance of
being physically
active for at least
an hour a day

2.6% chance of being
a JSA Claimant
70% chance of
being overweight
or obese 62% chance of being
physically active in
adulthood

4% chance of
being aregular
smoker at ages
11-15

24% chance of
being a regular

smoker 25% chance of

being a binge

6% of being not in drinker

education, employment
or training (16-18 years)




Primary Care the changing face
@ Medicas | 2019

@ Modality ’ Primary Care Networks
® Nexus = 17 &y
@ Symphonie . =,
Bevan e Hibegy o
o ’
® 2 /* ®
° > o .. ®
® -
e S

35 Practices

o o® Increasing digital acces
NHS|

‘ healthier Hull
@ u
. o Hull Clinical Commissioning Group



Primary Care

Humber FT- Northpoint 3,349
Humber FT- Princes Medical Centre 6,523
Dr GTHendow 2,706
B ev an GoodheartSurgery 4,763
James Alexander Practice 7,451 43 7 7 7
Dr Scott Richardson PrKv copa 1,995 ’
RautPartnership 4,790
Orchard 2000 8,877
Dr G Jaiveloo Practice 3,323

NHS

‘ healthier Hull
. o Hull Clinical Commissioning Group



o To Io Do

To

Commissioning at Place

Management of demand through
prevention and earlier intervention

Integrated delivery to provide a resilient
and sustainable Out of Hospital System

Integrated Commissioning i both at
place and at system level

A local system focused on Primary &
Community Care that addresses both
physical and mental health

A wider public sector response to
improving health and wellbeing
informed by population health

The individual at the centre of health
and care

Primary and
specialist care

. l Physical

Health with and mental
social care health
services




Aim of the Hull Place Plan

A Integration of health and sociahre
A Wider public sector partnership
A Effectively managing future demand for services

A
A

Population health and wellbeirgpproach
Responsive solutions to the needs of local

populations and communities

A Engagement of the community and workforce

M-‘—



Membership of the Hull Strategic
Partnership ( Place) Board

A" Hull CityCouncil VETRITZ Chief Executive Hull CC  SRO & Chair
A NHS Hull Clinical Commission@igpup Strategic
A Humberside Fire and Resc8ervice : _ Rannersmplsoardy
A HumbersidePolice Sy EEg e Accountable Officer Hull - Vice Chair Strategic
A u _ CCG Partnership Board
Clty He_alth Caré’artnershlp SiEEIEEEIN Chief Fire Officer Senior Responsible
A Yorkshire Ambulanc8ervice Humberside Fire & Rescue Officer Delivery
A Hull and East Yorkshire Hospitals NSt Board
A Humber Teaching NHS Foundatibmst SN Assistant Chief Constable Beverley Road
A VoluntarySector Programme Lead
A HullCollege SANEEEVAE Chief Finance Officer CCG
A Hull University Joint Finance Leads
DavidBell Director of Finance &
Transformation Hull CC
BIEpEIeo[sI8 Chair Hull CCG Clinical Lead
EricaDaley ProgrammeDirector Programme Lead

IntegrationHull CCG

SuelLee Associate Director Of Communications
Communications Hull CCCG Lead




3 Overarching Objectives

Tackling the wider determinants of health

A Deliver fundamental changes to the lives and lifestyles of our population

A Focus on ilhealth prevention, early intervention anjbint ownership of health and
care issues

A Supporting communitie® build resilience working alongside the community and
voluntary sector

Integrated Commissioning

A Joint governancearrangements andinancial plansvith Hull City Council to
support the delivery of a joint commissioning process and utilise the fixed resource

for our population whilst driving value

Integrated Delivery

A New operating models for Integrated Delivexgross organisationdloundariese.g.
development of Primary Care at scale, functional integration of out of hospital
serviceshew operating models for adult an
development of community resilience in partnership with the Voluntary Sector.

M-‘—



The highlevel outcomes framework for Hull

The data measures used in this project are used to populate a Power Bl mapping dashboard which allows for a

review of need and activity at a glance. They are derived from, and linked to, théehigloutcomes agreed
by the Place Board.

Below each outcome is some examples of the current data measures associated with that outcome: there are
53 measures in total at present

A Number of 999
ambulance calls
by chief
complaint (YAS)

A Nonrelective

admissions
(HUTH, Humber)

: All Hull residents...

A Crimes recorded
by type (Police)

A Supervisions on
licence or
community order
(Probation)

A Children's social
care contacts by
type (Council)

A Number ofHMOs
(Council)

A Children with
SEN: social
emotional and
mental health
needs(Council)

A Unauthorised
absences

A Businesses by fir
risk category (Fire
Service)

A Troubled Families

with

unemployment
as afactor
(Council)




Our People, Our Place
The Beverley Road Corridor Project

Subgroups of the Our People, Our Place project
The project includes four subgroups, described below. -

Community and engagement
A Engage with key stakeholders in the area,

including councillors, community groups, existing

projects and frorine workers Workforce and organisational developrﬁ% -
AEnsure the resident ' &!ldaniy investiggeandmonitor siR/an

i mplications ar i/ s.i
A Support individual organisations i deter .
solutions and ensure these are in

S Cco st s\ and -
1 \ ) n.\.

Benefits realisation
AMaintain an overview 06 roject
ata and anal{/)tl

identifiable benefits A Ident btain. t ¢ d | data e e
A Conduct research to establish the impact of the entify, obtain, transform gind analyse ‘tQ'_ —
support the {project’

k | i f , i A P e
work and develop resourcing cases A Maintain and develop the pxoject-mapping \ F dis B ¢
dashboard and any further analytics products s

~

B qumsersiDE el Hull NHS

" Fire & Rescue Service = T ——
d Clty COUI’ICI| Clinical Commissioning 2:‘1"‘!

Hull and East Yorkshire Hospitals C " b p Hum?sr T;e?‘Ch‘irngt
£ = Compession s Bperite cundgaton lrus

NHS Trus:

Yorkshire

Ambulance Service
NHS Trust




The Vision

AOurPeopl e, Our Place’ ai ms t
placebased working, based on agencstmring data and
workingtogether to deliver crossutting, holistic services
that protect, support and reenable people and familiesall
with the ultimate aim of improving lives and providing
better outcomes for all residents within the Beverley Road
Corridorarea

A Our People, Our Place’ wil
places as it develops, with learning from the project used to
create increasingly perserentred, serviceagnostic and
Innovative practice.

M-‘—



Beverley Road
Focuson Place- UsingData

The mapping dashboard was developed during phase 2 of our place work in order to support the developing
Beverley Road Corridor projedt.provides:

An outline of 51 indicators from eight partners, each across all postcodes in the Beverley Road Corridor area

Mapping of each agency’s demand within each postcooc
small area.

Further pages outlining
Access to further subcategories under many data it

each

agency’s own demand.

Beverley Road Corridor Project

Mapping Dashboard
2 i u( A it Incident Cosnt Total
Qverview: Assets vs Incidents eaf ol 5575 9127
Postcode “inodents - T Assets
v %
N Yoot
=N AL
Outcome ncident Count per Postcode E - Io : > 0
5 v P ©
[i———it———vwe} o g P 151 C
032 ttem n.i' o, 0% " @ S
o Pg® %08 o7 S,
] " o . o€
Subscant 1 g nn bt
m il City Council
s
. -
Subcat 2 ! 39,
-» -3 b o, G
— . ¥
Amet Agency = L » ";‘O 3 y
N 30 '
[ ] b - S
| & P 0 -
Amet Name @{8 -0
p IS =9




What do we know about the Beverley Road Corridor

wr

Wans
wens A
PaNs 1ot

Faans 4

The top postcode is HU3 1QL. Across all volume
indicators included in the dataset, there were 1,127 .

instances of service use by this postcode during
2017/18. This included:

Wetllngtan Lane

A 100 calls to 111
A 34 calls to 999 (ambulance only) §
<

A 37 mental health contacts/referrals
A 187 uses of out of hours GPs, walk-in or urgent care

A 107 bed days across HUTH and Humber NHS ,

Trusts

A 43 social care contacts
A 60 recorded crimes and 8 recorded incidents of ASB |
0ry,
ffg edn*

A 11 calls for service to Humberside Fire & Rescue

A 119 calls for service to Humberside Police
AThere are 31 HMOb6Ss :
pf/hga

™

S’Iea’

M, ‘Iy,;’_‘ld
@ans IOLIBP\SUID

Wwans aUrFaA

Sl)r 7
in g
%

A 76 Housing Benefit Claims
A 2 Troubled Families

Stanley Streer




August
2019

Proof of Concept

Project soft launch. Rooms on Endeavour site transferred to project
team. Beginning of rota arrangement and weekly meetings at the site
Mapping of engagement activity and coordination @mmunity survey
feedback Agreement of evaluation plan for project.




Integrated Delivery Progress to date

The Integrated Care Centre

Proactive anticipatory care

Care Home In Reach

Health & Social Care Integratio

Mesd H U | NHS

. ; Hull
‘tﬂ*‘! Clty Council Clinical Commissioning Group




Outcomes- Anticipatory Care

Pathway for access to the
Integrated care Centre (phasel)

Patient ideatified within the Primary care
for Integrated Assessnent

]

information out to patient Refesral triaged
and organise a home visit m;;epm
2 the 1CC on SAT
1&! a’
MOT ta visit
Mnlmlh e ppiiech
initiate assesament Wome
ad o [eE=n
-

Review within
the primary Qlnicat Fraity

care setting led
by 6P gractiue
with ICC MOT
spport

Over 200(atients and care home
residents have receiveah integrated
assessment

2% reduction in emergency
admissions for patients reviewed at
the ICC (living in their own homes)

24.3% reduction in emergency
admissions in patients reviewed in the
targeted care homes

A average£110.17 saved per patient,

per year, on drug costs

A 99%% of patients extremely likely/likely

to recommend the service




What's next- Long Term Plan Implementation

ICC Phase-2Respiratory , Parkinson's and Dementia Services and Care Home in
reach.

Our People Our Placelmplementation and Evaluation
Commissioning Plans developiedconjunctionwith Hull City Council

Development of the oubf-hospital operatingnodeland anticipatory care working
with our primary care networks

Focus on childrer early intervention and prevention for physical and emotional
needs

Giving people more control over their own health and more personalised care
Physical Health Checks for people with a mental health need

Single Assessment Framework and care planning making use of a shared support
plan and integrated care record

Do Po Po To Do Do Do Ix

M-‘—



Fut ure éeé@mus

A JE———
il |

— = Integrated Out of Hospital Care ‘f

‘*—-

Health and social care workforce Population based services
—l ‘;“: ]:»?.:_ 5 & W o= _%‘:;;
= At :
Early o Drllglteill & | a0 SQU6.1|I'[y k.
Intervention . . s e L e e SR
and %% %  solutions improved
Breventicn * supportllng accessand e Sy
.+ care delivery outcomes . < i

NHS

Hull

Clinical Commissioning Group




