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Who are we?

l North Cambridgeshire &
Peterborough Care Partnership

Our partnership is composed of NHS providers, County and District Councils, Healthwatch, voluntary

community and faith sector partners.

Our partners work together to provide health and care services for our

population:

* Two upper tier local authorities: Cambridgeshire County Council, Peterborough
City Council

« Two District Councils: Fenland, Huntingdonshire

* One hospital provider: North West Anglia NHS Foundation Trust

 Two community providers: Cambridgeshire and Peterborough NHS Foundation
Trust and Cambridgeshire Community Services NHS Trust

 One mental health provider: Cambridgeshire and Peterborough NHS Foundation
Trust

 Two ambulance trusts: East of England Ambulance Service NHS Trust, East
Midlands Ambulance Service

* 48 GP practices
* One Integrated Care Board: Cambridgeshire and Peterborough ICB

» Healthwatch Cambridgeshire and Peterborough providing an independent patient
and service user voice for health and social care

 Circa 2,000 local voluntary, community and faith organisations

To facilitate integration of care and provision of services closer to home, we
have established:

* 13 Integrated Neighbourhoods Teams with a population ranging from 30,000 to
60,000 where local partners come together to respond to local needs and challenges

Cambridgeshire and Peterborough
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Diversity and inequity of outcomes e cambriggesnire s

Peterborough Care Partnership
Our partnership serves a diverse population that experiences significant health inequalities

® There are 574,000 people registered with North Cambridgeshire and Peterborough GP AU 191D [niEl D CERTENEIN EEesS CET S e FEa el el
practices Figure 5: Cambridgeshire & Peterborough CCG

® North Cambridgeshire and Peterborough has higher proportions of Black, Asian: LSOAs ~IMD 2019 Health Deprivation Sub-Domain
Indian/Bangladeshi/Pakistani and 'other’ ethnic groups compared to the Cambridgeshire
average

® Deprivation is higher for North Cambridgeshire and Peterborough compared to
Cambridgeshire. Approximately 16% of children and 15% of older people live in income
deprived households.

® Male and female life expectancies are statistically significantly lower compared to life | N/
expectancies for the Cambridgeshire at 80.5 years and 83.7 years respectively. _ : he

® Recorded prevalence of obesity and estimated smoking prevalence are statistically i
significantly higher compared to the average for Cambridgeshire. It is estimated that 10.1% of
adults are obese and 19.8% of adults smoke.

® Estimates of people reporting long-term activity-limiting illness and being in Good or Very
Good health are statistically significantly worse than the averages for the Cambridgeshire.

¢ Statistically significantly high recorded prevalence of Coronary heart disease,

Least Deprived
Quintile

hypertension, stroke, COPD and diabetes compared to the Cambridgeshire averages Deprved cuntle (102

* North Cambridgeshire and Peterborough has statistically significantly higher all-age and B vt (o0
) . _ Deprived Quintie ~ *10")

premature all cause mortality rates compared to Cambridgeshire. MostDeprived 10

Quintile

¢ Statistically significantly high rates of children’s and adult social care users compared to the
Cambridgeshire average.

® North Cambridgeshire and Peterborough has statistically significantly higher rates of hospital
use compared with the Cambridgeshire average.



Finding non-traditional solutions to R North Cambridgeshire & |
. Peterborough Care Partnership
Improve outcomes

Which factors impact your health?

Our environment

5% housing

Our behaviours

40 % smoking,

quality and
our built diet, alcohol use, Each year lifestyle Impact of social and
environment poor sexual health and environmental economic inequalities

factors cost the NHS costs a further

£4.8

Healthcare

10 % being

able to access
good quality care

£11

30% Jour genes billion billion

can directly cause or
increase your risk of
developing a wide
range of medical
conditions

Genetics

Social and
economic
circumstances

1 5 % education,

employment,
income, family/
social support,
community,
safety



Our concept of integrated neighbourhoods
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https://vimeo.com/463488980
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Our plan for 2023/24




Our plan for 2023/24

Health and wellbeing ambitions

Have better
outcomes for
our children

Reduce
Inequalities in

deaths under
/5 years

Increase the
number of
years that

people live in

good health

Ensure our children are
ready to enter

education and
prepared for the next
phase of their lives

Create an environment
to give people the
opportunity to be

healthy as they can be

Reduce poverty
through better
employment, skills and
housing

Integrated Care System priorities

Promote early
intervention and

prevention measures to
improve mental health
and wellbeing

Living well Growing well

Ageing well

North Care Partnership initiatives (2023/24)

(o

Optimise and improve equity of uptake of childhood immunisations \
Development of the model of care for children and young people with complex
needs through our integrated neighbourhood teams

Support the development of family hubs with accessible services for
communities

Develop a model of virtual wards/hospital at home for children and young

people J

Optimise and improve equity of uptake of screening, health checks and \
immunisations (all ages) providing support to stay active and healthy

Support the design and roll-out of community mental health teams aligned to

our integrated neighbourhoods

Develop and support multi-partner initiatives (in each locality) to support those
challenged by cost of living (all ages) including through community hubs

|[dentify and support high intensity users and those at risk of cardiovascular
disease through population health analysis and targeted interventions

~

Deliver improvements in our urgent care system and hospital flow including the
implementation of our transfer of care hub and virtual wards

Develop a model of multidisciplinary support for prevention and support for
those who at risk of becoming frail and who are frail

Develop (in partnership with our South Care Partnership) and deliver upon a
long-term strategy for integrated and resilient intermediate care

/

Implement and develop our integrated neighbourhood teams as our model of

Improving equity, prevention and integrated care delivery



How Is our partnership responding Q0 North Cambridgeshire & |
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now? 4 B

185

virtual ward beds in place

\ y Population
TARGETED INDIVIDUAL MANAGEMENT: health
People who frequently attend unplanned 4 7 580 A management
health & care services Proactive y
I - approach
personalised personalised care plans
team-based underway for those people
TARGETED INDIVIDUAL PREVENTION: support for people \__Who may end up in crisis
People likely to need unplanned support, care with complex e
or emergency services frequently in next 3-6 needs
months (ifwe don’t offer proactive, 2, 1 47

personalised care now) housebound diabetes

Early intervention and \ reviews y
streamlining ”
POPULATION EARLY INTERVENTION: access to services )

People likely to need unplanned support,
care or emergency services in next 6-18
months (ifwe don’t offer proactive care now)

3,474

people on-boarded to our
MyAsthma self-care app

\_

Helping people to stay well for longer - 4 R
UNIVERSAL PREVENTION / EARLY prevention, and supported self-care, including 3 1 83
INTERVETNION: support, care and advice for people who y
Community prevention, screening and access care intermitiently attending our family hubs
information sharing events in quarter 1, 23/24
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Fenland Locality — Key activities

Fenland/South Fenland Integrated Neighbourhood Fenland Locality wide — Mental Health Dementia Project

Cooking at Home programme: £2,500 funding secured Ol conisgeaes
through Clarion Futures to run three cohorts of the programme Ramsey area
with 30 families. The 6-week course is aimed at families (with Cooking at

‘To enhance the awareness, support and services available for people with dementia,
their carers/friends and family across Fenland collaborating with Integrated
Neighbourhood colleagues and wider stakeholders".

children of primary school age) and will support in Home course

educating families on how they can cook healthy meals 18 October - 23 November 2023 A Fenland Community Dementia Survey was created to hear from those affected by memory loss

together on a budget whilst providing them with basic cock ey an sl sl gt an 5 = in Fenland. This includes people with Dementia, people worried about their memory loss and their

cooking and numeracy skills. e o b iy e carers. Three main themes identified through survey results: o NS

Falls Prevention: A weekly Multidisciplinary Falls ;jlr;f:;ir;::;f:cshij:f;.iewl.,eceimﬁeefm 1. Awareness of services and support available

Prevention Service was established in 2022, within Doddington 2. Wider understanding of dementia in the community Fentand Community Dementia
3. Lack of transport . Survey: have your say

which includes:

* Multifactorial Falls Risk Assessments (Healthy You)
 FaME programme (Healthy You)

* Pre-Fit and Strength and Balance classes (Active Fenland)

If you, or someone you care
for, is affected by memory
problems, we want to hear
your views and experiences

Working groups have been established to focus on the above
themes.

@>> PRODUCTIONS
CLARION  support ?'4.
s cambridgeshire

AAWA Cambridgeshire

Alzheimars
Sooety

On project initiation Alzheimer's Society clinic utilisation was 22%,

Surc;f:e.ssﬂil ariplgec(:jlgltlvi enq1u(;ByO /W.o K undertakte " W;;[h gIaTs q S N (.c’gm"m:s:;fj:ifijfj; this has increased to 42%, with a few individual practices meeting
participants at Doddington. o improvement in physical an LU (LTI Ty or nearing this target as below: Coffee Morning
mental wellbeing. : Cooking At Home Film -
® -0 o Youlbe Previous Current %
v . _ utilisation utilisation increase
Long-term conditions: 3 GPs with extended role Specialty Leads to work across both (April — July (August — s yourlf affected by mermory problems o
ementia’
Fenland and SOUth Fenland PCNS average) September Why not come along and find out about local
ave rage) help and support.
o C . I | f” Where: Bricstan Hall - Chatteris Parish Church
.ard|0 Ogy (I’O e | ed) Fenland 25% 63% 38% Date: Tuesday 14th November 2023
* Dlabe.tes (r0|e ﬂ”ed) GI’OUp Time: 10am to 12pm
® ReSpIratory (r0|e St|” OUt tO advert) Practice This is a free event - all refreshments are
provided free of charge.
L] L] . [ L] L] L] . L] L] . 0 o o
This innovative approach will allow for enhanced clinical leadership provision within the PCN's. gleorge 0% 100% 100%
are

Alzheimer’s
ety

This will support in addressing the long-term disease burden across the Fenland population
using a PHM approach to effectively manage patients. There will be an improved focus on Trinity 25% 75% 50%
holistic care to address long-term disease burden to enable proactive management of patient

care. Aim to work wider across the neighbourhood.



https://www.youtube.com/watch?v=u2A9G8z_3T0
https://www.youtube.com/watch?v=u2A9G8z_3T0
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Developing the Fenland
Early Help Hub
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Objectives

Increase the number of Fenland residents being
connecr:tted to public and voluntary sector help and
suppo

Change the profile of customers contacting the Council
to reflect residents seeking help earlier to prevent
issues escalating, reducing the need for higher cost
Interventions

Develop a “one team” culture between Councils,
Voluntary Sector and Health teams, shaped by the
principles of the trusted assessor model, reducing
duplication and the need for residents to share their
story repeatedly

Create a focal point for the public and voluntary sector
to collaborate, enabling all parties who have contact
}Nlth residents with support needs to share issues and
earning

Produce a communications strategy to promote the
Early Help Hub including an agreed directory of
services and community assets that will be managed
and maintained to support all frontline staff

To support residents, including those on certified
sickness absence into/ back to employment and
training by addressing issues and barriers to entry

Fenland District Council

Progress report

Project Board established with representation from
partners across the system

Public Health funding received for set up and Phase 1 —
connecting people to employment support

FDC'’s MyFenland team to develop capacity and
capability to triage hub referrals/ enquiries

Simple online form hosted on Fenland District Council
website for partners or self-referral

Project to trial different methods of bringing public and
voluntary sector partners together to work in a multi-
disciplinary way — learning from other areas that have
achieved successful outcomes

Planning to develop and test pathways with a view to
going live for Phase 1 in June 2024
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Developing the North Care
Partnership and our plan for
2024/25




Population growth In North rgo:tthombrri‘d ‘:eshiFr)eEj:c .
Cambridgeshire and Peterborough ’ °

Population growth to 2041, by age group, by locality What does this mean for our capacity?

Over 85s

e 27% increase in A&E attendances

126.0% . 36%_inc;rease In emergency
admissions

* 52% increase in urgent care beds

* 30% increase in elective/day case
Over 85s activity

* 33% increase in beds for surgery
156.6%

Overall (per annum):

e QOver 250,000 outpatient
appointments

e Over 50,000 more A&E
attendances

 Over 500 hospital beds

Over 85s

105.7%

Source: Cambridgeshire & Peterborough Joint Strategic Needs Assessment, Public Health



Core inputs into the work we best do together

Over 1/3 of children in Peterborough living in poverty
The Joseph Rowntree Foundation has published it's latest report using figures up to 2022

Neonatal

Other respiraory

Flu & pneumonia

Other forms of heart disease
Other digestive diseases
Other external causes
Nervous System
Accidents

Liver Disease

Other cardiovasular
Stroke

COPD

Other

Ischaemic Heart Disease

hhh!uw"*

Cancer: All

=
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:

3000 4000 5000 6000 7000 8000 9000

m MNorth Observed @ South Observed

Premature deaths (deaths before age 75) across Cambridgeshire and Peterborough that can be attributed to socioeconomic inequality. Source:
Lewer, Dan et al. Premature mortality attributable to socioeconomic inequality in England between 2003 and 2018: an observational study The
Lancet Public Health, Volume 5, Issue 1, 33 - e41 and online tool here

https:/fpublic.tableau.com/profile/rob.aldridgesf fvizhome/MATI_19_11_25/MATI_dashboard
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Fast growth with more to come

All service plans need to take account of recent
substantial growth and additional future
_:_l_ll:ll.'-.""ll I]E'.;rlr'l_:_l_ i mund that |:-]I'I'I|:}IIﬂEI{"_.|"IIr'E"
and FIE"[I-:'r|]I}II}I,.IE|"I hawe I'||_:_I_I'| numksers of pecple
moving here from outside the UK.

- “.J ‘.J
LAl DL A Wi T BlgaL=ld

Wihe hould aim 0 Turn The Cunde on I'||_:_I_I'|-
lewe| measures al health, This will reguire a
much greater focus on prevention for all our
residents, from infancy to later life.
|r'r'||:|r.,"|'.'|r'|_:_l_ health hehawoiir and -]::IlllF_"_.‘_.ll'lE
the wider determinants of health is ke

Fenland Overview

O Are residents happy and healthy?

* 65% see family and friends as often as they would like (average 64%)

* 68% feel they have enough free time (average 64%)

» 38% have struggled with their mental health in the last year (average 37%)

« 28% often feel lonely (average 29%)

*  30% of parents say their child has experienced mental health problems this year (30%)

North Cambridgeshire &
Peterborough Care Partnership

Recommendations

Big changes to the age structure

of our population

I|'||:||-:'.;|'5.||'|E nurmb=ers of alder people shauld
ENCOUrage the whole syster To focus on
presention of ill health and disease, to reduce
future demands on services. This is wider than just
an MHS responsthiity, it requires all parts af the

. [ 1 L]
= prubhe sector o enable healthy I|-.'|r'|_'.:l_ and disease
[} presvention
dleg The large increases in the numbers of children in
— our cities, and future increases in our rural areas,

needs 1o e recognised and planned for by all parts
of the public sectar; early years, education,
healthcare and children’s social care.

L] & - -
= L LI =

Al sendices across The pubhc sector need [0 takse
account of how health and need varies across our
areas, without owverlooking the majority of

residents who live outside the most at risk areas.

Cambridgeshire County Council
Strategic Framework 2023-2028

QDO

« 70% of parents feel their child has good relationships with their peers (average 69%)

*  41% report struggling with their physical health this year (average 40%)
«  38% report their mental or physical health has been impacted by Covid-19 (average 39%)



What our partners said to each other Corin cambriagestive

Peterborough Care Partnership

Be a delivery
vehicle for the ICS Launch all the integrated Game changing initiatives

outcomes neighbourhoods to create local that act decisively on the big
engagement and infrastructure challenges

framework

Take on the biggest

killers / drivers of Zero tolerance on

inequity and poor Do only what we do best together areas where we
outcomes should be integrated

and have failed to do

. SO
Population and

demographic change Fewer, high
requires significant focus impact Proactive and
of this partnership programmes iIntegrated care is our
core role

Equity is a
relentless
focus for us




Potential ‘big ticket’ items for 2024/25 and | AN

beyOnd Peterborough Care Partnership

Healthy weight children and adults

Cardiovascular disease

Driven through our
Enriching employment integrated neighbourhood
teams as our model of
Good housing imprgving equity, preveption
and integrated care delivery

Equity of access and outcomes

Frailty and life limiting illness

Draft — in development
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