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NOTTINGHAM CITY COUNCIL  
 
HEALTH AND WELLBEING BOARD 
 
MINUTES of the meeting held at LB 31-32 - Loxley House, Station Street, 
Nottingham, NG2 3NG on 27 November 2019 from 1:38pm to 3:56pm 
 
Membership 
 
Voting Members 

 

Present Absent 
Councillor Eunice Campbell-Clark (Chair) 
Dr Hugh Porter (Vice Chair) 
Councillor Cheryl Barnard (items 52-59) 
Dr Marcus Bicknell 
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Sarah Fleming 
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Councillor Adele Williams (items 47-52) 
 

Samantha Travis 
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CI Alan Pearson (Substitute for 
Superintendent Matthew Healey) 
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Viki Dyer 
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Superintendent Matthew Healey 
Richard Holland 
Craig Parkin 
Jane Todd 
Andy Winter 
Alison Wynne 
 

Colleagues, partners and others in attendance:  
 
Rachael Harding - Homelessness Strategy Manager, Nottingham City Council 
Aleks Jackowska - Jigsaw Youth Club 
Adrian Mann - Governance Officer, Nottingham City Council 
Kimberley Pike - Rough Sleeping Co-ordinator, Nottingham City Council 
Amanda Robinson - Integrated Care System Program Manager, NHS 

Nottingham City Clinical Commissioning Group 
Richard Taylor - Environmental Health and Safer Places Manager, 

Nottingham City Council 
Michelle Tilling - Nottingham City Locality Director, Greater Nottingham 

Clinical Commissioning Partnership 
Eleanor Youdell - Café Sobar 
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47  CHANGES TO MEMBERSHIP 
 

The Board noted that Councillor Leslie Ayoola has stood down from the Board, that 
Sarah Fleming has replaced Andrea Brown as a representative of the Greater 
Nottingham Clinical Commissioning Partnership, and that Viki Dyer has replaced Tim 
Brown as the representative of the Department for Work and Pensions. 
 
48  APOLOGIES FOR ABSENCE 

 
Lyn Bacon 
Ian Curryer 
Viki Dyer 
Superintendent Matthew Healey 
Craig Parkin 
Jane Todd 
Andy Winter 
Alison Wynne 
 
49  DECLARATIONS OF INTERESTS 

 
None. 
 
50  MINUTES 

 
The Board confirmed the minutes of the meeting held on 25 September 2019 as a 
correct record and they were signed by the Chair. 
 
51  POPULATION HEALTH MANAGEMENT 

 
Amanda Robinson, Integrated Care System Program Manager at NHS Nottingham 
City CCG, gave a presentation on Population Health Management, its methodology, 
the challenges in delivery and the next steps. The following points were discussed: 
 
(a) as part of the Integrated Care System (ICS), Population Health Management 

(PHM) is an approach to improving the health and care of the entire population 
through the integration of health and social care. Its aim is to improve the physical 
and mental health and wellbeing of people while reducing health inequalities. This 
includes action to reduce the occurrence of ill health, including addressing the 
wider determinants of health, and requires working with communities and partner 
agencies; 

 
(b) PHM improves population health by data-driven planning and the delivery of care 

to achieve the best possible outcomes. It includes population segmentation, 
stratification and impact modelling to identify local ‘at risk’ groups, to design and 
target services in a consistent and equal way to prevent ill health and to improve 
care and support for people with ongoing health conditions. In preventing ill 
health, detailed consideration needs to be given on the effects on populations of 
the environment, work opportunities, money, housing, education and skills, diet, 
transportation and community; 
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(c) to succeed, PHM will develop the required basic infrastructure, including 
digitalised health and care records, integrated data and the associated 
information governance processes. This will enable the gathering, analysis and 
interpretation of data in a timely way to understand populations, to enable the 
planning of proactive services to prevent illness, reduce the risk of hospitalisation 
and address inequalities; 

 
(d) the previous, stratified approach to PHM was limited in that it only had an impact 

on a small percentage of the population; it focused on those where complex care 
needs had been identified already; it did not develop proactive or sustained 
healthcare; it had limited or no data usage for Mental Health, Social Care and the 
Voluntary Sector; there was no review of spend against outcomes; and there was 
no consideration of social and economic factors; 

 
(e) the system was reviewed against the national PHM maturity matrix. This identified 

regional variation in patient and citizen outcomes, the use of resources, the risk 
stratification approach and funding. Incompatible systems for data and information 
exchange were identified, with low levels of monitoring, governance or auditing of 
systems. There was a limited focus on prevention, with services focussing on the 
reactive management of health and care, rather than proactive health and self-
care; 

 
(f) as a result, a six-step plan has been produced to develop a new system for PHM. 

The ICS has created twelve priority outcomes to address and improve population 
health, with three major ambitions with defined outcomes, which can be 
addressed and measured at the levels of the ICS, the Integrated Care Partnership 
(ICP) and the Primary Care Network (PCN); 

 
(g) within the new system, the population is split into segments by different care 

requirements. People’s needs will rarely remain static and movement between 
segments will be explored through regression analysis techniques, to enable the 
system to identify whether specific characteristics can act as a warning of 
increasing risk. This enables the system to target where a response is needed 
and move the required resources. The segments are stratified to define the levels 
of risk, to help to identify who within each segment is at the greatest risk, and 
respond to the population’s health and care needs. This approach has been 
trailed for diabetes in the first instance, to target measures at preventing people 
without diabetes from developing it, and to respond to the particular needs of 
people with pre-diabetes, diabetes and high needs diabetes. The next two areas 
of focus will be frailty and mental health; 

 
(h) identifying people with the same characteristics across the care system enables 

ICPs and PCNs to see true variation and deliver more focussed and targeted 
support. By looking at the clinical characteristics of citizens and what services 
they are engaging with in what areas, it is possible to gain a clear image of the 
population needs in certain places – including when people may not be able to 
access needed services that are available, due to life circumstances such as 
working patterns. Conversations are underway on where particular services 
should be commissioned, and what services can be put in place in a targeted way 
to prevent the worsening of certain health issues. For people with complex care 
needs, it is intended to move away from individual ‘pathways’ relating to a specific 
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condition and instead focus on the ‘journey’ of an individual through life, when 
their needs are different at different points in their life; 

 
(i) the new PHM system has implementation phases over the next two, five and ten 

years, with the ICPs assessing what services are needed for their populations, 
going forwards. Each segment of people will have a data pack created that 
identifies the population, areas of concentration, proposed services and a 
baseline, and ICPs will be able to choose from interventions based on the 
intervention needs of their particular populations. The interventions available will 
be from a range of services, including medical, social care and the voluntary 
sector. The ICP will establish who will carry out the interventions and generate the 
workflows to identify care gaps, to enable effective capacity planning. An update 
will be provided by the ICP in early 2020, once the segment data packs are 
available; 

 
(j) to support care delivery and the effective collection and sharing of data at the 

local level, it will be vital to increase funding to the voluntary sector. Discussions 
are underway with partners to find means of developing the skills and knowledge 
in the voluntary sector in support of PHM. It is very important that services are 
developed in partnerships with the communities to which they will be delivered 
and their voluntary sector organisations, to ensure that their voices are heard. 

 
The Board noted the presentation. It felt that, going forward, it would be vital for it to 
understand and engage with the ICS on this new system for PHM, to ensure good 
care delivery for citizens at the neighbourhood level, and to take proactive steps in 
supporting citizens in avoiding ill health. 
 
52  NOTTINGHAM AND NOTTINGHAMSHIRE AIR QUALITY STRATEGY 2019-

2028 
 

Richard Taylor, Environmental Health and Safer Places Manager, presented a report 
on the revised Nottingham and Nottinghamshire Air Quality Strategy, which provides 
information to citizens, businesses and partners on how to reduce emissions and 
exposure, and to improve air quality and citizen health. The following points were 
discussed: 
 
(a) the 2008 Air Quality Strategy has been revised and the updated 2019-28 

document has been completed, reflecting the rapid changes in the area that have 
taken place since 2015. An accessible, electronic version of the Strategy is now 
published on a dedicated website, to communicate the information on managing 
air quality as widely and effectively as possible, using the visual information 
graphics created by the Environment Agency. The website is designed to explain 
why bad air quality is a significant issue for public health, why the problem needs 
to be dealt with, how it will be addressed, and what the major objectives of the 
Strategy are for the future. Minor updates to the website material will be carried 
out on a rolling basis, and the Strategy will be reviewed in full after five years; 

 
(b) although Local Authorities can introduce air quality management zones, it is not 

always possible for a given Council to control all of the issues arising within its 
area, as air pollution can travel from other parts of the country. However, Councils 
need to work closely with citizens, businesses and partners to reduce local 



Health and Wellbeing Board - 27.11.19 

5 

pollution to improve public health. Full guidance is available on the website on 
how people can help with this in their daily lives and travel, and how businesses 
can reduce their energy usage; 

 
(c) Nottingham and Nottinghamshire Councils have a wide range of individual plans 

lying behind the overarching Strategy, to achieve its delivery by bringing 
improvements in specific areas. Councils should report on the measures in place 
and their progress in addressing the improvement of air quality on a yearly basis, 
to contribute to the annual status report to the Department for the Environment, 
Food and Rural Affairs. A full report on what has been achieved against the 
Strategy is carried out every five years. 

 
The Board felt that the new Strategy is very positive, and that its members should 
both raise awareness about it and adopt and implement it in their organisations. It 
noted that an Air Quality Improvement group is hosted periodically by Nottingham 
City Council and that members are encouraged to send a representative to attend. 
Partner organisations are also encouraged to continue to contribute to the annual air 
quality report. It recommended that, as part of the Strategy, the full electrification of 
trains, buses and taxis in Nottingham, Nottinghamshire and the wider Midlands area 
is taken very seriously. 
 
RESOLVED to endorse the Nottingham and Nottinghamshire Air Quality 
Strategy 2019-28. 
 
53  ROUGH SLEEPING AND WINTER PREPAREDNESS 

 
Racheal Harding, Homelessness Strategy Manager, and Kimberley Pike, Rough 
Sleeping Co-ordinator, presented a report on homelessness in Nottingham and the 
steps in place to prepare for homelessness during the winter. The following points 
were discussed: 
 
(a) the number of rough sleepers found during the monthly snapshot count on an 

average night has decreased over the past few months, following an all-time high 
of 55 in August 2019. The November 2019 count figure of 30 is also lower than 
the 34 recorded in November 2018, the 43 recorded in November 2017 and the 
35 recorded in November 2016. This positive reduction is a result of the system of 
additional services and approaches that the Council and its partners have 
developed and introduced following successful bids for additional Government 
funding from 2018; 

 
(b) in 2019/20, the Council was successful in obtaining £1.2million in grants from the 

Ministry for Housing, Communities and Local Government (MHCLG) to introduce 
additional provision for rough sleepers and deliver a strategic approach of 
prevention, identification, engagement, assessment, support, shelter and 
sustained housing. The enhanced provision includes a year-round night shelter 
and sit-up service, a complex needs hostel, move-on accommodation and new 
staffing, including a coordinator, resettlement workers, private rented sector 
lettings workers, community navigators and tenancy support workers; 

 
(c) work is underway with Housing Aid to help people enter the private rented sector, 

and ‘housing first’ properties have been acquired to ensure accommodation for 
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rough sleepers, within which further support can then be provided. Housing Aid 
also helps in linking to the records of people who became homeless in other Local 
Authority areas and then move into the city. Funding has been secured for 
specialist navigators working across both the City and County who focus on 
entrenched rough sleepers who are at risk of returning to street homelessness 
following discharge from acute and mental health hospitals (or release from 
prison), to help to ensure continuity of care; 

 
(d) however, although there is a reduction in the monthly snapshot count of rough 

sleepers on an average night, the actual number of individual rough sleepers on 
the streets is increasing. The number of different individuals seen rough sleeping 
in Nottingham in 2019 to date has increased by 16% against the figure for the 
same period in 2018, with approximately seventeen new rough sleepers entering 
the city per month. These people tend to have slept rough in other areas before 
coming into the city centre and have struggled with homelessness over a long 
period. The locations where rough sleepers are reported are mapped and new 
reports are checked within 24 hours. Known rough sleepers are not removed from 
the active list until a housing outcome has been achieved; 

 
(e) the reduction in monthly counts alongside the increase in individuals found rough 

sleeping suggests that the Council’s ability to identify and respond to rough 
sleepers with accommodation and housing-related support is strong.  However, 
there are still significant pressures that cause people to become homeless, and 
these are increasing. Homelessness is not simply a housing issue. The loss of 
accommodation can be a symptom or consequence of another support need that 
is not being met. Rough sleepers may refuse housing options, and those that 
accept shelter may be at risk of losing it quickly if their additional support needs 
are not addressed. These support needs can include mental health conditions, 
dealing with the impact of trauma (including childhood trauma), substance 
misuse, physical health, conditions, illnesses, injuries and offending behaviours; 

 
(f) in trying to prevent the reasons for homelessness, people with a high level of 

financial vulnerability – particularly when they are at risk of losing access to 
benefits – need support in engaging with social services and living independently, 
and this support should be provided as early as possible. Services must be 
accessible, with checks in place to ensure that people at risk of homelessness 
due to health reasons attend their medical appointments and receive support in 
their accommodation, which may also need to have specialist provision. Wherever 
possible, people at risk of homelessness should be found stable accommodation 
and provided with required services within that accommodation; 

 
(g) the Nottingham Cold Weather Plan for this year is in place. The Council has been 

successfully awarded £90,000 from the MHCLG Cold Weather Fund to introduce 
emergency and short-term additional bed spaces in new and existing projects to 
reduce reliance on bed and breakfast provision, which does not help rough 
sleepers to gain access to other services that they need. The funds will also 
enable more evening outreach workers and a move-on coordinator to help people 
move through the system. The funding will pilot a scheme for a limited number of 
nights in community nursing beds for rough sleepers who require further 
rehabilitation, care or support following discharge from hospital; 
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(h) the outreach team is working had to ensure that there is ‘no first night out’ for 
people at risk of homelessness, and it will be possible for people calling in 
regarding rough sleepers to be put through to an officer on the street. The 
voluntary sit-up service delivered through a partnership between the 
Nottinghamshire Fire and Rescue Service and the British Red Cross will be 
expanded to two sites, to provide emergency shelter for low-needs rough sleepers 
when the Severe Weather Emergency Protocol is activated.  Discussions are also 
progressing with the Arches project to deliver a third sit-up service when the 
temperatures reach freezing. The YMCA is also providing single unit facilities for 
both complex and lower-needs provision, and there have been offers of support 
from faith groups; 

 
(i) the two main housing challenges are to ensure that there is adequate emergency 

shelter for rough sleepers who have multiple and complex needs that are 
assessed as too high to be addressed solely through housing-related support, 
and that there are move-on options for rough sleepers with multiple and complex 
needs who need specialist long-term supported accommodation placements. 
Neither of these two housing solutions can be facilitated or delivered without 
strategic, financial and operational input from the health, social care and criminal 
justice sectors. The prevention of rough sleeping requires a system-wide, cross 
sector approach with a commitment to provide adequate investment and the 
flexible delivery of services that support people with multiple and complex needs. 
Particular work is being carried out with the NHS on how and when homeless 
people are discharged from hospital, and how the right care services can be put in 
place for them. 

 
The Board noted the report. It felt that the work being carried out to reduce 
homelessness and support rough sleepers is very positive. It requested that, to help 
partners support this work, detailed information is forwarded to Board members on 
what partners can do so that they can circulate it more widely, including detail of the 
volunteering opportunities and the donations that can be made to participating 
support charities. 
 
54  PRIMARY CARE NETWORKS UPDATE 

 
Michelle Tilling, Nottingham City Locality Director at the Greater Nottingham Clinical 
Commissioning Partnership, gave a presentation on the work of the Nottingham City 
Primary Care Networks. The following points were discussed: 
 
(a) there are three levels under the new care system reorientation: 
 

(i) an Integrated Care System (ICS) covers a population area of around 1 million 
people and is responsible for system strategy and planning, developing 
accountability arrangements across the system, implementing strategic 
change and transformation at scale, and managing performance and funding; 

 
(ii) within the overall ICS, the Integrated Care Partnerships (ICPs) cover 

population areas of around 150,000 to 500,000 people and are responsible for 
the integration of hospital, council and primary care teams and services, and 
developing new provider models for anticipatory care; 
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(iii) at the neighbourhood level, Primary Care Networks (PCNs) cover population 
areas of around 30,000 to 50,000 people and are responsible for 
strengthening PCN practices and other out-of-hospital services, and 
establishing proactive and integrated models for a defined population; 

 
(b) a new Nottingham City ICP is being established as a distinct place, with a 

Nottingham City Clinical Commissioning Group (CCG). The ICP will work with a 
wide range of partners to provide support at a neighbourhood level through a 
wider collaboration across health, social care, community groups and other 
agencies. The ICP launch event for the workforce was held on 7 November. It had 
39 stalls and around 500 staff attended from 67 organisations, to see how all of 
these partners can link together in providing care; 

 
(c) the areas of the eight PCNs within the ICP follow the ward boundaries in most 

cases. The PCNs are able to tailor care provision to the specific needs of their 
communities, and close consideration is being giving to how to supply effective 
provision in neighbourhoods with high student populations. PCNs have started as 
GP Practices collaborating together (delivered through the new 2019 GP contract) 
and will mature to include community health care, mental health, social care and 
the voluntary sector; 

 
(d) Clinical Directors and Deputy Clinical Directors have been appointed to the PCNs 

and an induction programme is underway. Many of these are new to this area of 
work and the post holders cover a wide range of skills and clinical experience, 
with the intention of growing new leadership. Additional funding is available to 
support the establishment of PCNs, including £1.76 per head of population for 
practice-based funding to support participation in a PCN, and £1.50 per head of 
population for PCN-based funding to support administration of PCNs. New 
funding is available to support an Accountable Clinical Director for each PCN, 
who must be a practising clinician within the particular PCN. Further funding is 
also available for Social Prescribing Link Workers, Clinical Pharmacists, 
Physiotherapists, Physicians and Associates Paramedics; 

 
(e) the PCN Maturity Matrix outlines the components that underpin the successful 

development of a PCN. It is a progression model that evolves from the initial 
establishment of a PCN to the delivery of integrated care and population health 
across four stages, from Foundation to Step 3. The sections of these steps are 
leadership, planning and partnerships, the use of data and population health 
management, integrating care, managing resources, and working in partnership 
with people and communities; 

 
(f) PCNs do need to engage closely with partners at a very local level, including 

community partner groups, and involve them in supporting local care. It is 
particularly important that Black, Asian and minority Ethnic groups are included, 
and that their voice is heard within the new structure. A Citizens’ Council will be 
established to support local input into decision-making and engage with the 
voluntary sector. The CCG’s engagement team is working to establish what this 
Council will look like at the PCN level; 

 
(g) of the seven National Network Services, Structured Medications Reviews and 

Optimisation, Enhanced Health in Care Homes, Anticipatory Care, Supporting 



Health and Wellbeing Board - 27.11.19 

9 

Early Cancer Diagnosis, and Personalised Care (as part of the NHS 
Comprehensive Model) will begin from April 2020. Cardio Vascular Disease 
(Prevention and Diagnosis) and Tackling Neighbourhood Inequalities will start 
from April 2021. The particular local PCN requirements will need to be identified 
and fed into the national specifications; 

 
(h) the new ICP and PCNs represent an opportunity to think broadly and work at a 

neighbourhood level to deliver care to populations with City Council officers, 
Community Protection and local Area Committees. This will include development, 
Mental Health Trust and City Care alignment, with links to the Voluntary Sector, 
Area Policing and Public Health. There will be complex persons panel that will 
work to a multi-agency approach, with escalation points on the patient pathway; 

 
(i) the Department for Work and Pensions is in a strong position to work with the 

ICP, and has information and resources to share that should be beneficial to 
collaboration. The Police are also glad to work in partnership with the ICP, to 
develop the operation of neighbourhood policing within PCN areas to support 
vulnerable people. 

 
The Board noted the presentation. It felt that the new ICP and PCN system has the 
potential to be very positive for the provision of care in local communities, and that all 
elements of the care services need to work together in partnership closely. 
 
RESOLVED to request that the scoping detail relating to the creation of the 
Citizen’s Council is shared with Board members, with information on how 
feedback will be returned to consultees on how the input that they have 
provided will be used in decision-making. 
 
55  INTEGRATED CARE PARTNERSHIP UPDATE 

 
Dr Hugh Porter, GP Lead at the Greater Nottingham Clinical Commissioning 
Partnership, gave a verbal update on the work of the Nottingham City Integrated 
Care Partnership (ICP). The following points were discussed: 
 
(a) the Integrated Care Partnership (ICP) held a launch event on Thursday 7 

November 2019. The event was run as a drop-in session for the workforce from 
all the ICP partner organisations. An invitation was sent to all staff across the ICP, 
and to all partner organisations to have a stall at the event where they could 
showcase their services and discuss how they would work as part of the ICP.  At 
least 67 different organisations were represented from across the city, from all the 
health and care sectors, and there were 39 stalls in total from a wide range of 
partners; 

 
(b) it is estimated  that there were at least 500 people attending the event throughout 

the day, and up to 90 flu jabs were delivered to the staff attending from all 
organisations. A number of alcohol brief interventions took place at the event, as 
well as some full interventions, and health checks were carried out for a number 
of people, included taking their height and weight to calculate their BMI, as well as 
taking their blood pressure and providing results to take to their GP if necessary; 
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(c) the ICP is working on different ways to meet citizens’ health needs and its 
particular priorities are social prescribing (currently, there are 11 social 
prescribers, aligned with Primary Care Networks to support specific populations), 
reducing smoking and improving end of life care. Work is also being carried out 
on immunisation, addressing homelessness, improving home care and supporting 
mental health – particularly with children; 

 
(d) the Nottingham and Nottinghamshire Integrated Care System submitted a 

response to the NHS long-term plan on 15 November and the next step for the 
ICP is to provide its response, and to start delivering programmes relating to its 
priorities. 

 
The Board noted the update. 
 
56  THE MICHAEL VARNAM AWARDS 2019 

 
Eleanor Youdell, of Café Sobar, and Aleks Jackowska, of the Jigsaw Youth Club, 
gave presentations on the their work that had been recognised as the Group and 
Individual winners of the Michael Varnam Awards 2019. The following points were 
discussed: 
 
(a) Café Sobar is a social enterprise responding to the support needs of the recovery 

community in relation to social and emotional isolation and a lack of work 
opportunities. It provides a city-centre social hub and work experience scheme for 
the recovery community as an independent and alcohol-free café venue, which 
has now been open for five years. It works with treatment and recovery services, 
with Double Impact as a partner provider, and hosts a large number of support 
meetings. The café serves both the recovery community, in enabling peer 
support, and the wider public – using this opportunity to promote information on 
general good health. It is open for live performance, art exhibitions and social 
events, giving it a broad appeal to a wide range of community groups; 

 
(b) the Jigsaw Youth Club is for young people over the age of 10 years who have 

Asperger’s Condition. There is no upper age limit for members. It began in 1998 
and took its current form from 2008, with a focus on developing practical and 
social skills to help people with Asperger’s Condition advance in life, improve their 
social welfare and increase their quality of life. Sports activities and the 
opportunity for gardening at an allotment are also available, and the club 
promotes healthy eating. The Club has no regular external funding and relies 
completely on volunteer staff. Beyond attendance contributions from the members 
of the Club, it seeks grant sources whenever possible. 

 
The Board thanked Eleanor Youdell and Aleks Jackowska for their presentations, 
and for the very hard work that they are carrying out for communities, as recognised 
by their Michael Varnam Awards. 
 
57  BOARD MEMBER UPDATES 

 
The Board noted the written updates of Nottingham City Council’s Corporate Director 
for People (Children and Adults) and Director for Public Health. 
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58  FORWARD PLAN 
 

The Board noted that the current Forward Plan is under review and that, if members 
have any comments or suggestions regarding the Plan, these should be forwarded to 
Nottingham City Council’s Director for Public Health. 
 
59  CITIZENS' QUESTIONS 

 
The Board noted that there were no questions from citizens. 
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WIDE VARIATION IN HEALTH ACROSS THE ICS

An average baby boy born in Nottingham City can expect to die 3.7 years younger than one born in South 
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Life expectancy differences by ward approach 10 years
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POPULATION HEALTH 

Population Health is an approach aimed at improving the 

health and care of an entire population. It is about improving 

the physical and mental health outcomes and wellbeing of 

people, whilst reducing health inequalities within and across 

a defined population. It includes action to reduce the 
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determinants of health, and requires working with 

communities and partner agencies.
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POPULATION HEALTH
MANAGEMENT 

Population Health Management improves population health 

by data driven planning and delivery of care to 

achieve maximum impact. It includes segmentation, 

stratification and impactabilty modelling to identify local 

‘at risk’ cohorts - and, in turn, designing and targeting 

interventions to prevent ill-health and to improve care and 

support for people with ongoing health conditions and 

reducing unwarranted variations in outcomes.
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TARGETTED IMPACTABLE 
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Targetting interventions to 
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REDUCE UNWARRANTED 
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outcomes/health inequalitites

INTEGRATE HEALTH AND 
CARE

Improve care and support for 

people with ongoing health 

conditions

Population Health Management, is the 
approach in which data is used to 
understand the needs of the population, 
enabling focus and resources to be 
tailored to areas where the impact can 
have maximum impact”

P
age 19



PHM LOOKS 
BEYOND THE 
HEALTH SYSTEM 
TO CONSIDER 
WIDER 
DETERMINANTS OF 
HEALTH

P
age 20



INFRASTRUCTURE TO SUCCEED

P
age 21



EMBEDDING PHM WITHIN A SYSTEM

More timely joined up data flows 

and automated analyses will offer 

insight to enable more responsive 

anticipatory care, but it will be 

crucial that systems look to release 

and streamline capacity and 

capability to more effectively 

support care coordination and 

delivery.
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Relatively Healthy/Health Promotion
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disease management

High 
Needs
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PREVIOUS 
APPROACH 
TO PHM

• Has minimal impact on 
small percentage of the 
population.

• Focuses on those 
presenting at ED with a 
complex need identified.
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healthcare

• Limited or no data usage 
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• No review of spend Vs 
Outcomes

• No Consideration of Social 
economic factors

Limitations to this approach
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Cost to the system £3600
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Cost to the system £23,600
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OUR SYSTEM 
REVIEW AND 
FINDINGS 1/2

VARIATION IN PATIENT 
AND CITIZEN OUTCOMES

Varying integrated care (MDT) 

‘offers’ giving rise to 

inequitable outcomes across the 

system

VARIATION IN USE OF 
RESOURCES

No standardised 

approach integrated teams 

(MDT’s) With inconsistent skill 

mix and allocation of staffing 

resources

LIMITED FOCUS ON 
PREVENTION AND 
UPSTREAM HEALTH AND 
CARE MANAGEMENT

Services  focussing on reactive 

management of health and care, 

with limited proactive health or 

self- care

VARIATION IN RISK 
STRATIFICATION 
APPROACH

Variation in how patients and 

citizens are identified for care 

and support, with various focus, 

sometimes not targeted in the 

right areas.

The system reviewed itself against the 
national PHM maturity matrix, with the 
following findings shared with the PHM 
Co-ordination group.
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OUR SYSTEM 
REVIEW AND 
FINDINGS 2/2

INCOMPATIBLE SYSTEMS 
DATA/INFORMATION 
EXCHANGE 

Various data sources EMIS, 

SystemOne, Rio etc unable to 

inform a full system flow

FINANCIAL VARIATION 

Funding integration differs 

across stakeholder organisations 

with varying priorities and 

Statutory requirement

LIMITED SYSTEM 
OVERSIGHT

Operational MDT delivery 

differs across the footprint with 

no robust monitoring, 

governance or auditable 

processes

The system reviewed itself against the 
national PHM maturity matrix, with the 
following findings shared with the PHM 
Co-ordination group.
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A NEW 
APPROACH
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PHM 6 STEP PLAN –
PHM AS A PLANNING PROCESS

Develop 

metrics and 

measures

Identify 

priority 

cohorts

Identify 

Impactable 

Interventions

Implementation

Infrastructure Intelligence Interventions

• Adapted from the national PHM flat pack

• Based on the 3I's (Infrastructure to succeed)

• Principles of Bridges to Health

Develop ICS 

System Outcomes

Develop 

population 

segments

Establish how to implement and measure the impact of 
chosen intervention

Segmented KPIs (age, gender, ethnic, language, 
deprivation, healthy vs LTC)
Include service user experience, 

Establish top level segments, 
goals and priority areas e.g
diabetes.

Establish needs in priority areas e.g. Chinese & 
Asian diets, Pre-diabetes, Deprivation & 
obesity

Establish the local goals e.g. Reduce 
amputation rates, number of people 
developing diabetes

Establish the set of interventions that can meet those goals
Establish the micro-segments they are effective for e.g. 
Metformin for T2 diabetes with eGFR > 30
Establish the potential impact (mental/physical health, 
empowerment, cost, etc) of interventions
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05

Reduction in 

premature 

mortality

ICS OUTCOMES

Develop ICS 

System 

Outcomes

Reduction in 

infant mortality

Increase in 

l ife 

expectancy

Increase in 

healthy life 

expectancy

Increase in life 

expectancy at birth 

in lower deprivation 

quintiles

Reduction in 

potential years 

of life lost

Increase in 

school readiness

Reduction in 

smoking 

prevalence at time 

of delivery

Increase the number of 

people who have the 

support to self care and 

self manage and improve 

their health and wellbeing

Narrow the gap in the 

onset of multiple 

morbidities between the 

poorest and wealthiest 

sections of the population

Reduction in illness 

and disease 

prevalence

Increase in early 

identification and 

early diagnosis

Develop ICS 

System Outcomes
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Increase in life 
expectancyOur population 

will live long 

healthier lives

ICS  Ambition

Our children have a 

good start in life

ICS Outcome

Increase in healthy life 
expectancy

Increase in life expectancy 
at birth in lower 

deprivation quintiles

Measures

Life expectancy at birth 
male/female

Healthy life expectancy at 
birth male/female

Inequality in life 
expectancy 

Our people and 

families are 

resilient and have 

good health and 

wellbeing

Reduction in illness and 
disease prevalence

Narrow the gap in the 
onset of multiple 

morbidities between the 
poorest and wealthiest 

section of  the 
population

Smoking 
prevalence  adults

Co-morbidity rate

Smoking 
prevalence  adults

Admission episodes from alcohol 
related conditions

% of adults classified as 
overweight or obese

PHM -
Common 
aims…

Monitor and 
reduce care 
gaps

Distinguish 
performance 
by ethnicity, 
language, 
deprivation

Adopt common 
scales so 
improvement 
can be adopted  
across all 
providers

Skill our 
workforce up 
to understand, 
identify, KPIs, 
impactability, 
etc.

Diabetes Measures 

Reduction in major and minor amputations 
associated with diabetes

Reduction in visual loss from Type 2 
diabetes

Reduction in percentage of adults classified 
as obese or overweight

Reduction in number of people who 
develop Type 2 diabetes

Delivering integrated care for individual service 

users and their carer through care co-ordination, 

care planning

Micro (PCN/GP)

Delivering integrated care across full 

spectrum of services to the population 

Macro (ICS)

Delivering integrated care for a particular 

care group of people with the same disease 

or condition

Meso (ICP)

Personalised Measure

Develop metrics and 

measures
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Maintaining 

good health 

longer

Healthy

Learning

and Physical

Disability
Women and

Children LTC EoL

Maternity and 

Childrens 

services

Cancer, Diabetes, 
CVD, Epilepsy, 
Mental Health 

MSK, SMI, Asthma, 
COPD, Frailty, 

dementia

Short period of 

decline and 

dying (cancer), 

organ failure, 

Neuro

1 2 3 4 5

Cross cutting segments - Our population will rarely remain static.  The movement between segments can be explored via regression analysis technique to 
enable the system to identify whether specific characteristics can act as a predictor of increasing risk.   This enables the system to target where it needs to 
respond/shift resources.

SEGMENTATION

Develop Population 
Segments
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Healthy/Health Promotion

Low Complex Needs

Ongoing Care Needs

High 
Needs

Maintaining 

good health 

longer

Healthy

Learning

and Physical

Disabil i ty
Women and

Chi ldren
LTC EoL

Maternity and 

Childrens 

services

Cancer, Diabetes, 

CVD, Epilepsy, 

Mental Health MSK, 

SMI, Asthma, 

COPD, Frailty, 

dementia

Short period of 

decline and 

dying (cancer), 

organ failure, 

Neuro

1 2 3 4 5

STRATIFICATION 

• Defining Risk stratification factors to 
understand who within each segment has the 
greatest risk and respond to the populations 
health and care needs

Identify 

priority 

cohorts
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Healthy/Not Diagnosed With Diabetes

Pre Diabetes

Diabetes

High 
Needs

• Diagnosed with T2 Diabetes
• BMI > 30 
• No energy/strength to perform activities; Shopping, 

cleaning, driving, walking..
• Not achieving optimal glucose control/remission
• Undertakes fasting for cultural or religious beliefs
• 1 or more health or care condition
• Mental health,
• Renal Disease , CKD, frail etc

• Not achieving 2 or more optimal 
Blood pressure > Cholesterol, HBa1c

• Smoker /social substance misuse
• Drinks >14 units of alcohol in a week daily
• Pregnant/History of gestational diabetes
• Not up to date/partially up to date with imms and 

vacs/screenings

• Diagnosed with T2 Diabetes
• BMI 25 – 29.9+
• HbA1c>48
• Limited energy/strength to perform activities;
• Shopping, cleaning, driving, walking..
• Not achieving optimal glucose control/remission 

and or using insulin or other technologies
• Undertakes fasting for cultural or religious beliefs
• 1 or more health or care condition (Mental health, 
• Renal Disease , CKD etc)

• Not achieving 1 optimal 
• Blood pressure, Cholesterol, HBa1c,% Patients 

with GFR >30 
• Eye Care/Optical screenings
• Smoker /social substance misuse
• Drinks >14 units of alcohol within short period of 

time/Daily
• Pregnant/History of gestational diabetes
• Not up to date/partially up to date with imms and 

vacs and screenings

• BMI 25 – 29.9+
• Limited energy/strength to perform activities;
• Shopping, cleaning, driving, walking..
• Family history of T1 or T2 diabetes
• Ethnicity South Asian, African and African Caribbean.

1 or more health or care condition (Mental health, Renal 
Disease , CKD etc), High Blood pressure, Cholesterol)

• Smoker /social substance misuse
• Drinks >14 units of alcohol in a week regularly
• Pregnant/History of gestational diabetes

• BMI of 18.5 – 25.9
• Active (good energy and strength to perform general physical 

activities. Shopping, cleaning, driving, walking..
• Drinks <14 units of alcohol on a weekly basis. 
• No known health conditions 
• Non smoker, does not use harmful substances (drugs

Identify priority 

cohorts
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Cost to the system £3600

DIABETES PATIENT A

IDENTIFYING 
TRUE 
VARIATION

Cost to the system £23,600

DIABETES PATIENT B

Targeting patients with the 
same characteristics 

enables ICP’s, PCN’s to 
see true variation and 
deliver more focussed 

interventions.
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What is it telling us…?
Where do we need to focus?
Where are our differences?
Where are our similarities?
How can we work collectively?
Where do we need to work differently?
What do we need to do differently?
Where are our heat spots!

ANALYSE THE 
DATA

Identify 

priority 

cohorts

3 Main “dimensions”:

1.Demographics and Risk Factors
2.Clinical Information
3.Socio-economic Characteristics
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Demographics and Risk Factors

% 
Diagnosed 

Type 2

Compared 
to ICS

Age 15-24 
only

Compared 
to ICS

Age 25-64 
only

Compared 
to ICS

Males
Compared 

to ICS

Diabetes 
Family 
History

Compared 
to ICS

Recorded 
Overweight 

or Obese

Compared 
to ICS

BMI Not 
Recorded

Compared 
to ICS

Current 
Smoker

Compared 
to ICS

Alcohol 
Misuse

Compared 
to ICS

7.6% Higher 0.1% Similar 42% Similar 56% Similar 34% Similar 86% Similar 0.1% Lower 15% Similar 5% Similar
7.5% Higher 0.2% Similar 43% Similar 55% Similar 30% Similar 85% Similar 0.2% Similar 15% Similar 4% Lower
7.4% Higher 0.1% Similar 42% Similar 56% Similar 37% Higher 87% Higher 0.3% Similar 15% Similar 7% Higher
6.7% Higher 0.3% Similar 43% Similar 54% Similar 26% Lower 88% Higher 0.5% Similar 16% Higher 4% Lower
6.1% Similar 0.1% Similar 36% Lower 58% Similar 28% Lower 85% Similar 0.5% Similar 13% Similar 7% Higher
7.5% Higher 0.2% Similar 39% Lower 56% Similar 31% Similar 87% Higher 0.2% Lower 14% Similar 6% Similar
7.1% Higher 0.2% Similar 40% Lower 56% Similar 31% Similar 86% Higher 0.3% Lower 15% Similar 6% Similar
7.0% Higher 0.2% Similar 46% Higher 53% Lower 30% Similar 86% Similar 0.8% Higher 19% Higher 4% Lower
7.2% Higher 0.4% Similar 54% Higher 55% Similar 33% Similar 84% Similar 1.0% Higher 18% Higher 5% Lower
4.8% Lower 0.9% Higher 60% Higher 52% Lower 34% Similar 82% Lower 1.0% Higher 18% Higher 1% Lower
6.0% Similar 0.1% Similar 50% Higher 55% Similar 42% Higher 84% Similar 0.7% Similar 16% Similar 4% Lower
5.7% Lower 0.3% Similar 55% Higher 55% Similar 32% Similar 84% Similar 1.1% Higher 19% Higher 3% Lower
6.0% Similar 0.2% Similar 45% Similar 56% Similar 34% Similar 82% Lower 0.3% Similar 12% Lower 3% Lower
7.5% Higher 0.1% Similar 49% Higher 52% Lower 32% Similar 85% Similar 0.4% Similar 16% Higher 6% Similar
0.2% Lower 10.0% Higher 61% Higher 65% Similar 46% Higher 82% Similar 0.9% Similar 10% Similar 1% Lower
5.4% Lower 0.4% Higher 52% Higher 54% Lower 34% Higher 84% Similar 0.8% Higher 17% Higher 4% Lower
6.9% Higher 0.1% Similar 41% Similar 54% Similar 28% Lower 86% Similar 0.2% Similar 13% Similar 7% Similar
6.4% Similar 0.1% Similar 37% Lower 56% Similar 30% Similar 83% Similar 0.3% Similar 9% Lower 9% Higher
6.2% Similar 0.0% Similar 34% Lower 58% Similar 22% Lower 83% Similar 0.1% Lower 10% Lower 5% Similar
5.5% Lower 0.1% Similar 46% Similar 57% Similar 26% Lower 85% Similar 0.2% Similar 12% Similar 10% Higher
7.3% Higher 0.1% Similar 37% Lower 57% Similar 43% Higher 86% Similar 0.4% Similar 12% Lower 9% Higher
5.8% Similar 0.0% Lower 40% Lower 56% Similar 30% Lower 82% Lower 0.3% Similar 12% Lower 7% Similar
6.6% Higher 0.3% Similar 41% Similar 58% Similar 30% Similar 83% Similar 0.4% Similar 13% Similar 5% Similar
4.5% Lower 0.2% Similar 38% Lower 58% Similar 33% Similar 80% Lower 0.4% Similar 9% Lower 8% Higher
5.6% Lower 0.1% Similar 32% Lower 60% Higher 41% Higher 84% Similar 0.1% Similar 11% Lower 14% Higher
5.1% Lower 0.1% Similar 31% Lower 57% Similar 26% Lower 84% Similar 0.2% Similar 9% Lower 12% Higher
5.9% Lower 0.1% Lower 37% Lower 57% Higher 31% Similar 84% Lower 0.3% Lower 11% Lower 9% Higher

6.1% 0.2% 43% 56% 32% 85% 0.4% 6%

Demographics and Risk Factors
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Clinical Characteristics

Hyper-
tension 
Register

Compared 
to ICS

CHD Register
Compared 

to ICS
High 

Cholesterol
Compared 

to ICS
CKD 

Register
Compared 

to ICS
Heart Failure 

Register
Compared 

to ICS
Stroke/TIA 

Register
Compared 

to ICS

Offered 
Structured 
Education

Compared 
to ICS

All 3 
Treatment 

Targets 
Achieved

Compared 
to ICS

62% Similar 18% Similar 8% Similar 18% Higher 7% Higher 9% Similar 46% Lower 36% Similar
57% Similar 18% Similar 6% Lower 21% Higher 5% Similar 9% Similar 34% Lower 36% Similar
62% Higher 19% Similar 8% Similar 19% Higher 4% Lower 7% Lower 28% Lower 28% Lower
57% Lower 20% Higher 7% Similar 12% Lower 5% Similar 7% Similar 45% Lower 31% Lower
62% Higher 19% Similar 9% Similar 21% Higher 6% Higher 9% Similar 28% Lower 35% Similar
60% Similar 21% Higher 8% Similar 24% Higher 6% Similar 10% Higher 39% Lower 34% Similar
60% Similar 19% Higher 8% Similar 19% Higher 6% Similar 8% Similar 36% Lower 33% Lower
60% Similar 18% Similar 7% Similar 11% Lower 6% Similar 7% Similar 58% Higher 36% Similar
58% Similar 17% Similar 8% Similar 13% Lower 6% Similar 8% Similar 62% Higher 29% Lower
55% Lower 16% Similar 9% Similar 7% Lower 4% Lower 7% Lower 59% Higher 26% Lower
56% Lower 16% Similar 8% Similar 10% Lower 4% Lower 8% Similar 69% Higher 35% Similar
55% Lower 15% Lower 8% Similar 8% Lower 5% Similar 7% Similar 55% Higher 31% Lower
58% Similar 18% Similar 9% Similar 9% Lower 4% Lower 8% Similar 69% Higher 32% Lower
63% Higher 17% Similar 7% Similar 15% Similar 6% Similar 8% Similar 58% Higher 32% Lower
46% Lower 6% Lower 15% Higher 0% Lower 0% Lower 5% Similar 67% Higher 34% Similar
58% Lower 17% Lower 8% Similar 10% Lower 5% Similar 8% Lower 61% Higher 32% Lower
59% Similar 15% Lower 7% Similar 18% Higher 4% Lower 9% Similar 57% Higher 39% Higher
60% Similar 17% Similar 7% Similar 21% Higher 4% Lower 10% Similar 44% Lower 41% Higher
63% Higher 17% Similar 7% Similar 20% Higher 6% Similar 8% Similar 46% Lower 40% Higher
60% Similar 15% Lower 8% Similar 18% Similar 5% Similar 9% Similar 61% Higher 30% Lower
59% Similar 17% Similar 9% Similar 18% Higher 8% Higher 9% Similar 61% Higher 43% Higher
60% Similar 17% Similar 7% Similar 9% Lower 6% Similar 9% Similar 68% Higher 45% Higher
59% Similar 16% Similar 9% Similar 10% Lower 6% Similar 8% Similar 61% Higher 35% Similar
61% Similar 19% Similar 7% Similar 17% Similar 6% Similar 10% Similar 57% Higher 41% Higher
62% Similar 19% Similar 8% Similar 20% Higher 6% Similar 9% Similar 45% Lower 45% Higher
61% Similar 16% Similar 9% Similar 20% Higher 6% Similar 8% Similar 60% Higher 39% Higher
60% Similar 17% Similar 8% Similar 17% Higher 6% Similar 9% Similar 56% Higher 40% Higher

60% 18% 8% 16% 6% 8% 50% 35%

Clinical Characteristics
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Ethnic and Socio-economic Characteristics

Recorded 
BME

Compared 
to ICS

Income 
Deprivation

Compared 
to ICS

Employment 
Deprivation

Compared 
to ICS

Adult Skills 
& Training 

Deprivation

Compared 
to ICS

Crime 
Deprivation

Compared 
to ICS

Outdoor 
Living 

Environment 
Deprivation

Compared 
to ICS

Health & 
Disability 

Deprivation

Compared 
to ICS

3% Lower 35% Higher 45% Higher 56% Higher 24% Higher 1% Lower 54% Higher
3% Lower 24% Lower 31% Lower 40% Higher 17% Similar 1% Lower 32% Lower
3% Lower 25% Lower 54% Higher 59% Higher 16% Lower 2% Lower 52% Higher
4% Lower 34% Higher 54% Higher 60% Higher 30% Higher 5% Lower 59% Higher
3% Lower 17% Lower 15% Lower 16% Lower 9% Lower 9% Lower 12% Lower
2% Lower 15% Lower 38% Higher 43% Higher 5% Lower 0% Lower 26% Lower
3% Lower 24% Lower 39% Higher 45% Higher 16% Lower 3% Lower 38% Higher

15% Similar 65% Higher 65% Higher 63% Higher 36% Higher 56% Higher 60% Higher
28% Higher 67% Higher 63% Higher 66% Higher 49% Higher 89% Higher 71% Higher
66% Higher 54% Higher 48% Higher 53% Higher 58% Higher 96% Higher 59% Higher
29% Higher 53% Higher 44% Higher 32% Lower 29% Higher 79% Higher 52% Higher
37% Higher 55% Higher 56% Higher 46% Higher 29% Higher 83% Higher 62% Higher
34% Higher 26% Lower 29% Lower 28% Lower 9% Lower 79% Higher 36% Similar
21% Higher 61% Higher 62% Higher 78% Higher 26% Higher 48% Higher 73% Higher
45% Higher 15% Lower 18% Lower 15% Lower 17% Similar 63% Higher 35% Similar
32% Higher 56% Higher 54% Higher 53% Higher 35% Higher 77% Higher 60% Higher
4% Lower 21% Lower 33% Similar 21% Lower 21% Higher 0% Lower 25% Lower
5% Lower 4% Lower 8% Lower 17% Lower 0% Lower 2% Lower 4% Lower
9% Lower 9% Lower 16% Lower 15% Lower 2% Lower 14% Lower 9% Lower
6% Lower 9% Lower 18% Lower 11% Lower 1% Lower 5% Lower 5% Lower
2% Lower 21% Lower 29% Lower 31% Lower 15% Lower 0% Lower 27% Lower

14% Similar 7% Lower 8% Lower 5% Lower 1% Lower 16% Lower 2% Lower
6% Lower 11% Lower 9% Lower 8% Lower 8% Lower 13% Lower 6% Lower

22% Higher 1% Lower 1% Lower 1% Lower 1% Lower 6% Lower 2% Lower
2% Lower 0% Lower 0% Lower 4% Lower 0% Lower 1% Lower 0% Lower
3% Lower 1% Lower 5% Lower 5% Lower 1% Lower 3% Lower 1% Lower
7% Lower 9% Lower 13% Lower 12% Lower 5% Lower 6% Lower 9% Lower

13% 29% 35% 36% 18% 27% 35%

Patients Living in Top 20% Most Deprived Neighbourhoods

Social Characteristics
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WHAT WE NOW KNOW BASED 
ON OUR LOCAL DATA!

• People aged 15+ who are ‘overweight’ are twice more likely to develop type 2 diabetes than people 
with healthy weight (OR 1.97 , 95% CI 1.92 - 2.03, p<0.001)

• People aged 15+ who are ‘obese’ are 5 times more likely to develop type 2 diabetes than people 
with healthy weight (OR 4.95 , 95% CI 4.82 - 5.08, p<0.001)

• Men aged 15+ have a 50% higher risk than women to develop type 2 diabetes (OR 1.57 , 95% CI 
1.54 - 1.60, p<0.001)

• The risk of type 2 diabetes increases with age. People aged 65+ are 3 times more likely to develop 
type 2 diabetes than people aged 45-64 (OR 3.11, 95% CI 3.05 - 3.18 , p<0001)

• People aged 15+ who have family history of diabetes are almost twice as likely to develop type 2 
diabetes than people without family history (OR 1.88, 95% CI 1.84 - 1.92 , p<0001)

• The risk of developing diabetes increases with increasing deprivation. The risk of developing 
diabetes in people living in the most deprived neighbourhoods (overall IMD most deprived decile) 
is 45% higher than those living in the least deprived areas (least deprived decile OR 0.55, 95% 
CI 0.53 - 0.57 , p<0001). The strongest association between deprivation and diabetes has been 
seen in the following deprivation ‘domains’:

• employment deprivation, income deprivation and skills & education deprivation

• People aged 15+ from Indian, Pakistani, Bangladeshi and Black/African/Caribbean/Black 
British/Black Mixed ethnic groups are at significantly higher risk of developing type 2 diabetes 
than White British/White Other groups
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GP Patients not diagnosed with Diabetes – At a glance!
MN 1) 51% of population without diabetes are overweight or obese

2) 19% smoke
3) 13% on hypertension register
4) 10%  high cholesterol
5) 3% on CKD Register

City 1) 39% of population without diabetes are overweight or obese
2) 20% smoke
3) 9% on hypertension register
4) 7%  high cholesterol
5) 1% on CKD Register

SN 1) 48% of population without diabetes are overweight or obese
2) 14% smoke
3) 13% on hypertension register
4) 12%  high cholesterol
5) 3% on CKD Register Identify 

priority 

cohorts
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GP Patients diagnosed with Type 2 Diabetes – At a glance!
MN 1) 7.1% of population aged 15+ diagnosed with T2 diabetes; 31% family history of 

diabetes
2) 36% offered Structured Education Programme
3) 33% achieving all 3 treatment targets (HbA1c, Hypertension, Cholesterol)
4) 15% smoke; 86% overweight or obese; 19% on CKD register
5) 24% live in areas of high ‘income deprivation’; 39% in areas of high ‘employment 

deprivation’; 45% in areas of high ‘adult skills deprivation’ 

City 1) 5.4% of population aged 15+ diagnosed with T2 diabetes; 34% family history of 
diabetes

2) 61% offered Structured Education Programme
3) 32% achieving all 3 treatment targets (HbA1c, Hypertension, Cholesterol)
4) 17% smoke; 84% overweight or obese; 10% on CKD register
5) 56% live in areas of high ‘income deprivation’; 54% in areas of high ‘employment 

deprivation’; 53% in areas of high ‘adult skills deprivation’ 

SN 1) 5.9% of population aged 15+ diagnosed with T2 diabetes; 31% family history of 
diabetes

2) 56% offered Structured Education Programme
3) 40% achieving all 3 treatment targets (HbA1c, Hypertension, Cholesterol)
4) 11% smoke; 84% overweight or obese; 17% on CKD register
5) 9% live in areas of high ‘income deprivation’; 13% in areas of high ‘employment 

deprivation’; 12% in areas of high ‘adult skills deprivation’ 
Identify 

priority 

cohorts
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Patients diagnosed with Diabetes: Complex – At a glance!
MN 1) 55% of patients with T2 diabetes have 2 or more comorbidities

2) Slightly higher number of emergency hospital admissions where Diabetes is 
primary diagnosis

3) Higher spend on GP prescribing (both insulin and anti-diabetic drugs)
4) Lower Outpatient activity and spend (including Foot Clinics)
5) Admissions for amputations and renal compensation similar to ICS rate

City 1) 49% of patients with T2 diabetes have 2 or more comorbidities
2) Slightly higher number of emergency hospital admissions where Diabetes is 

primary diagnosis
3) Lower spend on GP prescribing 
4) Higher Outpatient activity and spend (including Foot Clinics)
5) Admissions for amputations and renal compensation higher than ICS rate

SN 1) 54% of patients with T2 diabetes have 2 or more comorbidities
2) Lower number of emergency hospital admissions where Diabetes is 

primary diagnosis
3) Lower spend on GP prescribing 
4) Higher Outpatient activity and spend (including Foot Clinics)
5) Admissions for amputations and renal compensation lower than ICS rate

Identify 

priority 

cohorts
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IMPACTABLE 
INTERVENTIONS

PEOPLE ARE  DIFFERENT
One approach will not suit everyone…

COSTS VARY
20% of the population could be costing 80% spend?

POPULATIONS HAVE DIFFERENT NEEDS
Different outcomes, require different interventions

MAXIMISE IMPACT
Quality, cost, resources, activity

MAXIMISE RESOURCES
Enables more focus on area of need/prioritisation

Health influences only 10% of an individuals wellness, 
therefore how “impactful” is a health only model?

WE NEED TO WORK COLLECTIVELY TO HAVE A BETTER IMPACT

Causal 
Modelling!

Identify 

Impactable

Interventions
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FINDING INTERVENTIONS 
THE PHM WAY

Identify 

Impactable

Interventions

We know the outcomes we want to influence 

Search the literature for interventions that have a proven 
impact on the desired outcomes, in similar populations  

Based on the literature, model what impact these 
interventions might have on our population using current 
system outcomes vs what outcomes could look like in the 
future

This will give us a menu of interventions that will make up 
a multi-agency, integrated model of care for diabetes 

For the interventions we look into we will consider:

Non-medically focused interventions (those outside of interventions 
already in NICE guidance/similar recommended pathways)

Medical interventions including those outlined in NICE

Interventions acting over different timescales (short-medium-long)

Interventions targeting the different layers of the diabetes risk 
triangle (without diabetes, pre diabetes, with diabetes, ongoing care 
needing disease management, highest need) including age, gender and 
wider social/economic determinants
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IMPLEMENTING PHM WITHIN A SYSTEM

See rapid feedback (daily)Each segment/cohort  
will have a data pack 
created that identifies 
the population, heat 
spots, proposed 
interventions and a 
baseline.  

The ICP to establish  
who will be carrying 
out the interventions

Generate the 
workflows that 
expose care gaps in 
the micro-segments -
enables capacity 
planning

Measure how the system 
fares against goals..

Measure how each 
provider (trust, 
practice/PCN/ICP, private) 
is delivering

See the workflow early
See a trickle flow of cases 
where possible

Implementation
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For further information on the Nottingham/Nottinghamshire approach to PHM, please contact the 
PHM directly:

Amanda.Robinson9@nhs.net
Sandra.Pooley@nhs.net
Maria.Principe@nhs.net
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Michelle Tilling
City Locality Director

Nottingham & Nottinghamshire CCGs 
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Overview
 System Reorientation

 CCG Merger - Strategic Commissioner
 Integrated Care Partnerships (ICPs)
 Primary Care Networks (PCNs)

 Nottingham City PCNs
 Clinical Directors/Deputy Clinical Directors
 PCN Additional Roles
 PCN New Service Specifications
 PCN Maturity Matrix
 ICP Launch to Workforce
 Opportunities
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Level Population Purpose

Neighbourhood ~30-50k

• Strengthen primary care
• Network practices and other out-of-

hospital services
• Proactive & integrated models for 

defined population

Place ~150-500k

• Typically borough/council level
• Integrate hospital, council & primary 

care teams/services
• Develop new provider models for 

‘anticipatory’ care

System 1+m

• System strategy & planning
• Develop accountability arrangements 

across system
• Implement strategic change and 

transformation at scale
• Manage performance and £

Region 5-10m

• Agree system ‘mandate’
• Hold systems to account
• System development 
• Intervention and improvement

Primary Care Networks
(PCN) 

Integrated Care Partnership 
(ICP) 

Strategic Commissioner
/Integrated Care System
(ICS)

System Reorientation
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Nottingham and Nottinghamshire 
CCG Merger
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3 Integrated Care Partnerships
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 City Care (Community Health)
 Clinical Commissioning Group
 Framework
 Nottingham City Council
 Nottingham City GP Alliance 
 Nottingham Community Voluntary Sector
 Nottingham City Homes
 Nottingham Healthcare Foundation Trust (Mental Health)
 Nottingham University Hospitals NHS Trust
 Public Health
 Primary Care Network Clinical Directors

6

Nottingham City Integrated Care 
Partnership
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Nottingham City as a ‘place’
 Integrated Care Partnership (ICP) - Places
 Primary Care Networks (PCNs) - Neighbourhoods
 This is about much wider collaboration than ever 

before across health, social care, community groups 
and other agencies.
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 8 PCNs in Nottingham City
 Established 1st July 2019
 Broadly based on Nottingham City Council Ward 

boundaries
 Similar to previous Care Delivery Groups

 A few differences 
 Previous CDG 2 too small
 University Student PCN
 Few movements of practices

 PCNs start as GP Practices collaborating together 
(delivered through the new GP contract 2019)

 Will mature to include community health care, 
mental health, social care, voluntary sector

Nottingham City PCNs
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Original CDG Map New PCN Map
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PCN Population Practices Clinical
Director

Practice Deputy Clinical 
Directors

[1] Bulwell & Top 
Valley

44,571 8 Dr Andrew 
Foster 

Parkside Medical 
Practice

Dr Mark
Salisbury 

[3] BACHS 59,168 10 Dr Jonathan 
Harte

Aspley Medical
Centre

Dr Subeer
Satyam

[4] Radford & Mary 
Potter

49,503 6 Dr Jo Guha Forest Practice Dr Musarat Ali

[5] Bestwood & 
Sherwood

49,390 8 Dr Mike 
Crowe

Hucknall Road 
Medical Centre

Dr Tolulope
Atiomo

[6] Nott’m City East 66,474 7 Dr Hussein 
Gandhi 

The Wellspring 
Surgery

Robana Hussain-
Mills

[7] City South 36,390 4 Dr Katherine 
O’Connor

Wollaton Park 
Medical Centre

Dr Gregory Rose 

[8] Clifton & Meadows 31,662 5 Dr Heetan
Patel 

Clifton Medical
Practice

Dr Manik Arora

[u] Unity 51,548 2 Dr Matthew 
Litchfield 

Cripps Health
Centre

Dr Rashbal
Ghattaora

Totals 388,706 50

Nottingham City PCNs & Clinical Directors
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PCNs New Roles
(Funding & additional roles)

 Additional funding into Primary Care to support establishment of PCNs
 Practice based funding to support participation in PCN - £1.76 per head of population
 PCN based funding to support administration of PCNs - £1.50 per head of population

 New funding to support Accountable Clinical Director for each PCN
 Must be a practising clinician within the particular PCN

 Additional role reimbursement scheme 
Additional Role % Additional 

Funding
Eligible for 

funding from
Social Prescribing Link Workers 100% 1 July 2019
Clinical Pharmacists 70% 1 July 2019
Physiotherapists 70% 1 April 2020
Physicians Associates 70% 1 April 2020
Paramedics 70% 1 April 2021
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PCNs New Service Specifications
(7 Network Services)

 7 National Network Services
 Evolve over time 
 Support delivery of specific primary care goals set out in the NHS Long Term Plan. 
 Focussed on areas where primary care can have significant impact against the 

‘triple aim’ of:
 improving health and saving lives;
 improving the quality of care for people with multiple morbidities; and
 helping to make the NHS more sustainable.

National Service Specification Start Date
Structured Medications Reviews and Optimisation

April 2020Enhanced Health in Care Homes
Anticipatory Care
Supporting Early Cancer Diagnosis
Personalised Care (as part of the NHS Comprehensive Model)
Cardio Vascular Disease  Prevention and Diagnosis April 2021Tackling Neighbourhood Inequalities
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PCN Maturity Matrix
 Outlines components that underpin the successful development of The 

Primary Care Network (PCN)
 Progression model that evolves from initial 

Begin establishment of Networks                       Delivery of            
integrated care  

and population health
 Progression Steps: Foundation; Step 1, Step 2 and Step 3
 Sections :

 Leadership, planning and partnerships
 Use of data and population health management
 Integrating care
 Managing resources
 Working in partnership with people and communities 
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ICP Launch (workforce)
 7th November, 13:30 – 19:00
 ‘Drop in’ format
 3 zones – Wellbeing, ICP, Market Place
 39 Stalls
 Around 500 staff attended
 67 organisations
 Great energy
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Opportunities
 This is about working at neighbourhood level to deliver care to populations
 Continue to work closely with City Council officers
 Local Area Committee links 
 Community Protection and Development alignment
 Mental Health Trust alignment
 City Care Alignment
 Voluntary Sector Links
 Link to Area Policing
 Complex persons panel – multi agency approach – escalation point on 

pathway
 Public Health links

 Clinical Directors induction programme
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Appendicies
 Full detail of PCN Maturity Matrix
 PCN Posters depicting PCN, Clinical Leadership, 

Population and Emerging PrioritiesP
age 62
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