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Welcome and introductions 
Andrew Burnell ς Partnership Executive Lead 
Chief Executive, City Healthcare Partnership CIC 



Health and Care in Humber, Coast and Vale 

1.4 million people 3 acute hospital trusts 
(operating across 8 sites) 

3 mental health trusts 

6 Clinical Commissioning 
Groups (CCGs) 

6 Local Authorities 

450 care homes 

140 home care 
companies 

5 community 
services providers 

29 Primary Care 
Networks  

(190 GP practices) 

1000s of voluntary 
and community 

sector organisations 

2 ambulance trusts 

50,000 staff across health 
and adult social care 

Total budget of £3.0bn 

7 hospices 



ÅWe want everyone in our area to:  

start well, live well and age well  

ÅTo achieve this we are working hard to create a 
health and system that supports everyone’s 
health and wellbeing and that is there to help 
when people need it.  

ÅWe want to become a health improving system 
rather than an ill-health treating system. 
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Partnership Vision 



Some of our successes so far… 

ÅWave 4 Capital bid - £88.6m secured for A&E 
improvements and diagnostic equipment 

ÅCollaborative approach to planning and contracting has 
improved relationships in the Partnership 

ÅClinical programme achievements, e.g. 
ïOver 1,100 Cancer Champions trained 

ïChild and Adolescent Mental Health (CAMHS) new 
inpatient unit 

ïDeveloped perinatal community specialist services 

ïSignificant reduction in 52 week waits 

ïLaunched National Diabetes Prevention Programme 

 

 



Purpose of today’s event 

ÅProviding information about the Partnership 
and how it is developing; 

ÅSharing our vision and aims; 

ÅGathering your feedback and views on our 
Partnership Long-term Plan and what should 
be included. 



Agenda 

Welcome and scene-setting Main Hall 10:00 – 10:20 

Joint working across Hull & 
East Riding  

Main Hall 10:20 – 10:30 

“Place” workshops 
Main Hall – ERY 
Seminar Room 3 – Hull 

10:30 – 11:00 

Interactive workshops Throughout the venue 11:10 – 11:40 

Lunch and networking Lounge Area 11:45 ς 12:15  

Interactive workshops Throughout the venue 12:20 – 12:50 

Interactive workshops Throughout the venue 12:55 – 13:30 



Hull and East Riding systems  
Long Term Plans 

Jane Hawkard  East Riding CCG 

John Skidmore  East Riding Council 

Emma Latimer  Hull CCG 



Purpose of the session 

ÅTo talk about our plans for: 

ïThose areas where we will work together 

ïthe people of Hull 

ïthe people of the East Riding 

 

ÅTo hear what you think of these plans 

ÅTo hear how they can be improved 

ÅTo hear how we can work together to make them a 
success 



Shared Ambitions 
 Hull and East Riding CCGs 

To support the residents of Hull and East Riding to lead fulfilling lives by working together to 
support their health and care needs, promoting healthy lifestyles and reducing health 

inequalities  

 
It is fair to say that the population needs of Hull and East Riding residents is different but 
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 hospitals 
ii. Where it makes sense for our common community or mental health provider to work to 

the same specification across Hull and the East Riding 
iii. 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 Humber 
and the North Lincolnshire system. 

 

 



Integrated Working across 
 Hull and East Riding CCGs 

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

 

Å Improvement in key performance metrics and quality of care across common Providers 

 

Å Focus on delivery of constitutional targets (A&E / Referral To Treatment / Cancer 
targets) 

 

Å Sharing learning and progress towards common services for Community Frailty and 
Complex Disease Management  

 

Å Delivery of new model for community paediatrics  

 

Å Local delivery  of maternity system objectives  - implementing ‘Better Births’ 

 

 



Hull and East Riding – our joint plans 
Å Delivery of national and local ambitions for IT and a ‘Digital Front Door’, including 

Optimisation of tele-technology/accessible expert advice in a crisis by 2020/21 

 

Å Improved workforce recruitment, retention, development, including development 
of a workforce plan and supporting our workforce 

 

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

Å Outpatient  transformation – including reduction in outpatient appointments by up 
to 50% 
 

Å Single approach to reducing unwarranted variation, through the RightCare / Carter 
/ Getting it Right First Time (GIRFT) approaches 
 

Å Development of an integrated neuro-disability service / pathway 

 

 



Time to move to Place 
workshops 

John Skidmore  East Riding Council 

Emma Latimer  Hull CCG 

Jane Hawkard  East Riding CCG 



East Riding Place 

 

Progress, Achievements and Plans 



Local Need 

 

 

 

 

ÅLifestyle factors such as diet and exercise are contributing to increases in 
prevalence of diabetes and cardiovascular disease (CVD) / hypertension 
 
ÅPrevalence of conditions impacting on premature morbidity / death are more 

pronounced in areas of deprivation – in particular in Bridlington, Holderness , 
Goole, Driffield and Leven, e.g. cardiovascular disease, mental ill health, 
respiratory disease, cancer, etc, 
 
ÅThe number of people aged 65 and over with multiple long term conditions 

continues to rise at rates above the England average 
 
ÅSignificant financial challenges, spending more on health and care than it 

receives.   
 
ÅService delivery challenges – the  population naturally faces in three different 

ways for many health and care services e.g. Hull, Northern Lincolnshire and 
York and North Yorkshire.   



Background 

 

 

 

 

ÅPartners across the East Riding have been working together since 2017 
 

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

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

ÅDealing with local pressures around workforce, finance and performance 
 

ÅSystem leaders recognised the need to do something different 
 

The East Riding Place Partnership 



The ERY Place Partnership 
Å East Riding of Yorkshire Voluntary & Community 

Sector 

Å Primary Care Federation of Federations 

Å Hull University Teaching Hospitals NHS Trust 

Å East Riding of Yorkshire Clinical Commissioning  Group 

Å Humberside Fire & Rescue Service 

Å East Riding of Yorkshire Council 

Å Humberside Police 

Å Humber Teaching NHS Foundation Trust 

Å City Health Care Partnership CIC 

Å Yorkshire Ambulance Service 

Å Healthwatch 

Å University of Hull 

Å Community Safety Partnership (Chair) 

 



The 2017 Baseline 



From the priorities and ideas 

cameé 

ÅA commitment from system leaders to continue to meet, break 

down barriers and ‘give permission’ 

ÅDevelopment of the East Riding Place Plan 

    which adopts the Vision of the Health  

    & Wellbeing Strategy 

 

An East Riding that is free from avoidable 

disease and injury, where all residents enjoy 

their maximum potential for health, 

wellbeing and participation, throughout their lives 



The ERY Place Plan 



Priorities in the Plan 



Priorities in the Plan 

Recognising health is 

not the result of health 

services but of 

multifactorial wider 

determinants 



Achievements to dateé.. 

Business intelligence 
Å Data sharing agreements are now in place across Partnership organisations. 
ÅA ‘Population Health Management’ approach is currently being developed. 
Å The RAIDR Healthcare Intelligence Tool has been rolled out to GPs to identify areas of 

variance and opportunities for improvement. 
 
IT and digital 
Å Health Summary Care Records have been made available to social care services. 
Å The first Humber Care Tech Challenge took place in 2018, with a second scheduled in 

October 2019. 
Å ‘Govroam’ has been rolled out, allowing staff to connect to the internet across Health 

and LA sites. 
 

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

branding. 
Å System campaigns: Dementia Awareness, Summer Safety, Self-Care and Winter. 



 

Achievements 
Estates 

Å One Public Estate programme established across the ER to think strategically about 
solutions / improvements 

Å £3.5m of capital investment into Primary Care estate 
Å Blue Light co-locations in Driffield and Pocklington 
Å Health and Care co-location in Hornsea 
Å Significantly increasing ‘health’ offers through leisure services – cardiac rehab, 

referral on prescription, weight management services 
 

Demand management 
Å Humber Teaching NHS Foundation Trust (HTFT) has been working with partners to 
increase support for mental health ‘high intensity users’.  

Å We are exploring opportunities for police officers to be better aligned with HTFT 
Community Mental Health Teams. 

Å Police call rooms now include input from mental health services. 
Å Brid South – police led project to reduce demand on services, holistic approach to 

need 
Å Withernsea project – health led focus on improving CYP Mental Health, career 

aspirations, improving diabetes services, social prescribing service for 3 years  



Achievements 
Voluntary and Community Sector (VCS) development 
Å New contracting standards for VCS have been developed through collaboration. 
Å Charitable funding opportunities have been offered. 
Å Transport project being led by SMILE foundation on behalf of partnerships 
 

Collaborative ǇƭŀƴƴƛƴƎ ŀƴŘ ǎŜǊǾƛŎŜ ǊŜŘŜǎƛƎƴ ŀŎǊƻǎǎ !Řǳƭǘ {ƻŎƛŀƭ /ŀǊŜΣ /ƘƛƭŘǊŜƴΩǎ 
services and Public Health services  
Å Single commissioning for Autism, CAHMS, LD & Autism for patients with very 

challenging behaviour, intermediate tier beds, discharge planning from acute 
hospitals 

 

Better Care Fund (BCF) / improved BCF 

Å Social Prescribing service successfully rolled out across the county in all GP 
practices 

Å Care Home market development 
Å Roll out of Personal Health Budgets 
Å Improvement to the Delayed Transfers of Care standard for Acute Hospitals 
Å Significant increase in discharge of complex patients from acute settings. 



East Riding Showcase 

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



What next? 
Å Reduce health inequalities, specifically: 

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

 
Å Focus on social determinants of health (housing, education, employment, 

individuals and communities) in context and then specifically: 
 
 
 
 
 
 
 
 
 

 
 

Reducing the life expectancy gap Reducing the healthy life expectancy 
gap 

Cardiovascular disease Mental ill health 

Respiratory disease Obesity / diabetes 

Cancer 
Musculoskeletal problems e.g. back 
pain 



What next? 
Å Reducing / managing demand for crisis services – Mental Health, Police, 

Acute and ambulance 
 

Å Continued delivery of the Better Care Programme including: 
Å Delivering the East Riding social prescribing service sustainably 
Å Continued development of the Care Market 

 
Å Further enhance the Withernsea and South Bridlington place based 

approaches to personal and community resilience 
 

Å Establish and support the 7 Primary Care Networks as a building block for our 
community based offer, followed by community mental health services and 
social care services  
 

Å Continued implementation of the Active communities programme including 
exercise on referral, health optimisation prior to surgery, preventative and 
resilience based developments e.g. SMASH – improving C&YP mental health 
 



What next? 
Å Deliver the East Riding Primary Care workforce strategy / GP strategy, 

including: 
Å Development of a ‘Training Hub(s)’ in East Riding supported by 

recruitment and retention initiatives 
Å Establish the concept of ‘The General Practice Team’ – continuity of care 
Å Increased use of technology to help people control and have choice in 

their health care 
 

Å Work with all partners to improve utilisation of Estate, focussing on 
Bridlington, linking to the ‘One Public estate’ approach 
 

Å System strategies implemented for Mental Health and Dementia, Carers, 
Healthy Weight, Learning Disabilities, Drug and Alcohol addiction and Autism 
 

Å Support improvements in services for children and young people with Special 
Education Needs (SEN) 



What next? 
Å Build on our successful live well programme in our highly acclaimed 

collaboration between ERYC / ERYCCG and Hull University. 
 

Å Develop our strong and successful partnership work with the independent 
sector across home care and residential care. 
 

Å Grow and build our active communities offer to help people to remain active, 
independent and resilient for longer. 
 

Å Build and grow our place based community partnerships with all System 
Leaders. 
 

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



Any comments? 

John Skidmore  East Riding Council 

Jane Hawkard        East Riding CCG 



Long Term Plan 
Accelerating the 

Delivery of 
Integrated Care in 

Hull 



258,000 
Residents 

296,000 
Registered with a GP 

2ï Unemployment  

National Rate  

Social Isolation  
Living in poverty  



L E F T  

Living and growing up in Hull: challenges 
to address  

24% chance of 

being obese in 

Year 6 

34% chance of 

being subject to 

child poverty 

23% chance of 

being eligible for 

free school meals 

24% chance of 

being a regular 

smoker 

70% chance of 

being overweight 

or obese 62% chance of being 

physically active in 

adulthood 

2.6% chance of being 

a JSA Claimant 

25% chance of 

being a binge 

drinker 45% chance of 

attaining 5 

GCSEôs 

6% of being not in 

education, employment 

or training (16-18 years) 

4% chance of 

conceiving between 

the ages of 15-17 

Source:: Kingston Upon Hull Data Observatory. PHE. 34343434. NOMIS.  

44% more likely than 

English average to 

enter the youth 

justice system (10-17 

years) 

35% chance of 

not being school 

ready at age 5 

Less likely than the 

English average to live 

in an overcrowded 

household 

17% chance of 

being physically 

active for at least 

an hour a day 

4% chance of 

being a regular 

smoker at ages 

11-15 

55% chance of 

making expected 

progress at KS2 



Medicas 

Modality 

Nexus 

Symphonie 

Bevan 

 

35 Practices 

Increasing digital access 

2019 
Primary Care Networks 

Primary Care the changing face  



Primary Care 

Modality 
Dr Lily Dobson 

Modality (5 Sites On 1 Contract) 60,984 

85,521 
St Andrew's Group Practice 9,477 

Dr BF Cook  3,576 

Kingston Health (Hull) 9,383 

Delta Healthcare 2,101 

Nexus 
Dr Laura Balouch 

Haxby - Calvert & Newington  10,854 

73,400 

Haxby - Burnbrae 4,667 

Haxby - Kingswood & Orchard Park  12,872 

Bridge Group 8,702 

Sutton Manor Surgery 7,363 

CHCP - City Centre (Kmc, Riverside & Story St) 15,321 

Chcp - East Park (Park Hc) 3,826 

CHP LTD - Southcoates (Inc Marfleet) 6,438 

CHCP LTD - Bransholme 3,357 

Symphonie 
Dr Kanan Pande 

 

Dr JK Nayar 7,764 

52,837 

Sydenham House Group Practice 8,352 

Wilberforce Surgery 3,827 

The Avenues Medical Centre 6,518 

Wolseley Medical Centre 7,173 

Clifton House 8,755 

Oaks Medical Centre 7,446 

Hastings Medical Centre 3,002 

Medicas 
Dr Majid Abdulla 

East Hull Family Practice 26,452 

45,548 
Marfleet Group Practice 14,519 

Dr GM Chowdhury 2,517 

Dr GS Malczewski 2,060 

Bevan 
Dr Scott Richardson 

Humber FT - Northpoint 3,349 

43,777 

Humber FT - Princes Medical Centre 6,523 

Dr GT Hendow 2,706 

Goodheart Surgery 4,763 

James Alexander Practice 7,451 

Dr KV Gopal 1,995 

Raut Partnership 4,790 

Orchard 2000 8,877 

Dr G Jaiveloo Practice  3,323 



Commissioning at Place  

 

Å Management of demand through 
prevention and earlier intervention  

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

Å Integrated Commissioning ï both at 
place and at system level  

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

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

Å The individual at the centre of health 
and care 

Primary and 
specialist care  

Physical 
and mental 

health 
services  

Health with 
social care  



Aim of the Hull Place Plan  

ÅIntegration of health and social care 

ÅWider public sector partnership   

ÅEffectively managing future demand for services  

ÅPopulation health and wellbeing approach  

ÅResponsive solutions to the needs of local 
populations and communities  

ÅEngagement of the community and workforce 

 



Membership of the Hull Strategic 
Partnership ( Place) Board   

  
Å Hull City Council  
Å NHS Hull Clinical Commissioning Group 
Å Humberside Fire and Rescue Service 
Å Humberside Police 
Å City Health Care Partnership 
Å Yorkshire Ambulance Service 
Å Hull and East Yorkshire Hospitals NHS Trust  
Å Humber Teaching NHS Foundation Trust  
Å Voluntary Sector  
Å Hull College 
Å Hull University  

 

Name  Title  Lead  

Matt  Jukes  Chief Executive Hull CC  SRO & Chair 

Strategic 

Partnership Board  

Emma Latimer  Accountable Officer Hull 

CCG  

Vice Chair Strategic 

Partnership Board 

Chris Blacksell  Chief Fire Officer 

Humberside Fire & Rescue  

Senior Responsible 

Officer Delivery 

Board  

Scott Young  Assistant Chief Constable  Beverley Road 

Programme Lead  

Emma Sayner Chief Finance Officer CCG 

  

  

Joint Finance Leads 

David Bell  Director of Finance & 

Transformation Hull CC  

Dr Dan Roper  Chair Hull CCG  Clinical Lead 

Erica Daley  Programme Director 

Integration Hull CCG  

Programme Lead 

Sue Lee  Associate Director Of 

Communications Hull CCG  

Communications 

Lead 



3 Overarching Objectives  
Tackling the wider determinants of health 

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

Å Focus on ill health prevention, early intervention and joint ownership of health and 

care issues 

Å Supporting communities to build resilience working alongside the community and 

voluntary sector  

Integrated Commissioning 

Å Joint governance  arrangements and financial plans with 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 

Å New operating models for Integrated Delivery across organisational boundaries e.g. 

development of Primary Care at scale, functional integration of out of hospital 

services, new operating models for adult and children’s social care and the 

development of community resilience in partnership with the Voluntary Sector. 

 



The high-level outcomes framework for Hull 
ï The data measures used in this project are used to populate a Power BI mapping dashboard which allows for a 

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

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

ÅNumber of 999 
ambulance calls 
by chief 
complaint (YAS) 

ÅNon-elective 
admissions 
(HUTH, Humber) 

ÅCrimes recorded 
by type (Police) 

ÅSupervisions on 
licence or 
community order 
(Probation) 

ÅChildren's social 
care contacts by 
type (Council) 

ÅNumber of HMOs 
(Council) 

ÅChildren with 
SEN: social, 
emotional and 
mental health 
needs (Council) 

ÅUnauthorised 
absences  

 

ÅBusinesses by fire 
risk category (Fire 
Service) 

ÅTroubled Families 
with 
unemployment 
as a factor 
(Council) 

Are healthy and 
well 

Feel safe and are 
safe 

Are part of 
resilient and 
independent 
communities 

Fulfil their 
potential 

through skills 
and learning 

Participate in 
and benefit from 

a vibrant 
economy 

#1 #2 #3 #4 #5 



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 
ÅEngage with key stakeholders in the area, 

including councillors, community groups, existing 
projects and front-line workers 
ÅEnsure the resident’s voice guides planning 

Workforce and organisational development 
ÅIdentify, investigate and monitor HR and OD 
implications arising from the project’s work 
ÅSupport individual organisations to determine 

solutions and ensure these are implemented 
Benefits realisation 
ÅMaintain an overview of the project’s costs and 

identifiable benefits 
ÅConduct research to establish the impact of the 

work and develop resourcing cases 

Data and analytics 
ÅIdentify, obtain, transform and analyse data to 
support the project’s aims 
ÅMaintain and develop the project mapping 

dashboard and any further analytics products 



The Vision 
 

ÅOur People, Our Place’ aims to introduce a new way of 
place-based working, based on agencies sharing data and 
working together to deliver cross-cutting, holistic services 
that protect, support and re-enable people and families – all 
with the ultimate aim of improving lives and providing 
better outcomes for all residents within the Beverley Road 
Corridor area  

Å‘Our People, Our Place’ will provide a model for other 
places as it develops, with learning from the project used to 
create increasingly person-centred, service-agnostic and 
innovative practice. 

 



Beverley Road  
Focus on Place - Using Data  

 

The mapping dashboard was developed during phase 2 of our place  work in order to support the developing 
Beverley Road Corridor project. It 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 postcode to identify the pattern of need and activity in that 
small area. 
Further pages outlining each agency’s own demand. 
Access to further subcategories under many data items. 

 



What do we know about the Beverley Road Corridor  

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: 

 

Å100 calls to 111 

Å34 calls to 999 (ambulance only) 

Å37 mental health contacts/referrals 

Å187 uses of out of hours GPs, walk-in or urgent care 

Å107 bed days across HUTH and Humber NHS 
Trusts 

Å43 social care contacts 

Å60 recorded crimes and 8 recorded incidents of ASB 

Å11 calls for service to Humberside Fire & Rescue 

Å119 calls for service to Humberside Police 

ÅThere are 31 HMOôs  

Å76 Housing Benefit Claims 

Å2 Troubled Families  



Proof of Concept  

August 

2019 

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 of  community survey 

feedback. Agreement of evaluation plan for project.  



The Integrated Care Centre 

Care Home In Reach 

Health & Social Care Integration  

Proactive anticipatory care  

Integrated Delivery Progress to date 



Outcomes - Anticipatory Care   

  
Å Over 2000 patients and care home 

residents have received an integrated 
assessment 

Å 29% reduction in emergency 
admissions for patients reviewed at 
the ICC (living in their own homes)  

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

Å average £110.17 saved per patient, 
per year, on drug costs  

Å 99% of patients extremely likely/likely 
to recommend the service 



What's next – Long Term Plan Implementation    

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

Å Our People Our Place – Implementation and Evaluation 
Å Commissioning Plans developed in conjunction with Hull City Council 
Å Development of the out-of-hospital operating model and anticipatory care working 

with our primary care networks 
Å Focus on children – early intervention and prevention for physical and emotional 

needs 
Å Giving people more control over their own health and more personalised care 
Å  Physical Health Checks for people with a mental health need  
Å Single Assessment Framework and care planning making use of a shared support 

plan and integrated care record 
 



Early 

Intervention 

and 

Prevention  

Digital & 

Technological 

solutions 

supporting  

care delivery  

Quality 

Services , 

improved 

access and 

outcomes  

Integrated Out of Hospital Care  

Future êêê. 

Health and social care workforce Population based services 


