
OVERCOMING BARRIERS…

Delivering value with Digital Health care
Working together in using data and digital health to influence decision making and design 

in change to empower people and improve health outcomes for best possible value. 

Heather Case

Head of Dorset intelligence & 

insight Service

& 

Crystal Dennis

Interim Operational Lead for 

Digital Access to Services 

@Home



Getting the right infrastructure baseline to support our future development 

ENABLING TECHNOLOGIES

Transforming the way data and analytics are used across the System, by using a population

health management approach, to support the design and planning of health and care services

including where there are health inequalities

DATA AND INTELLIGENCE

Supporting the delivery of safe joined up, seamless care through sharing the right information at the right time
APPLICATION PORTFOLIO OPTIMISATION

RESEARCH, INNOVATION & PARTNERSHIPS

DIGITAL SKILLS

DIGITAL ACCESS TO SERVICES AT HOME

Inspiring and enabling research and embedding digital innovations whilst working with a range of partners 

including regional/ national/ international government departments, academia, research and innovation 

organisations and industry

Developing the skills and understanding within the workforce to develop and deliver the digital services and embed 

digital change in our health and care services and develop champions and volunteers to train the public in using 

digital health technologies 

Working with commissioning and clinical teams to support Dorset citizens to empower self-care and enable 

them to confidently manage their health, wellbeing and long-term conditions 



Dorset Integrated Care System and Partners

Microsoft

&



Dorset Intelligence & Insight Service 

(DiiS)

A collaborative service delivering live, linked health and 

social care data across Dorset.

Aim: is to make health and social care data open, easy 

to access, and available to create actionable insights

Use: supporting data-led service improvement, 

planning and decision making at a system and 

organisational level – and more recently during Dorset’s 

COVID-19 response.

primary care networks
18

GP practices
77

registered population
816,000

Digital Access to Services @Home 

(D@SH)

A collaborative service delivering MedTech regulated 

software with or without medical devices. Using clinical 

safety as the framework for design with appropriate data 

flows used for decisions at point of care and secondary use 

for behavioural insights in adoption and spread.

Aim: A consistent and coordinated offer with good user 

experience in empowering the digitally enabled and health 

literate / activated population with tools for supported self 

management. To accelerate access to services from home 

for actionable insights.

Use: enabling digital hybrid pathways to manage a higher 

demand with a different part of the ICS workforce.



How DiiS supports PHM

The DiiS is being used every day by health and care professionals across Dorset to make evidence-

based decisions to improve the health and wellbeing of our population. 

• Tool at the forefront of Dorset’s COVID-19 analytical response linking data from primary care, 

acute and community providers on a near real time basis

• Case finding / Targeting for individuals or cohorts (including secure re-identification of patients or 

service users to those who manage their care)

• Population Health Management: the ability to group by medical, mental health, demographic 

and socio-economic markers to identify points of earlier intervention in the pathway

• Provision of wider population-based insights to enable the use of social prescribing

Healthy Populations



How DiiS supports PHM



How DiiS supports the COVID-19 response

“Perfect. The COVID insights are really helpful… to 
identify groups… and then identify those individual 

patients.”

Healthy Populations



NB:  Images blurred for data protection

Healthy Populations – High Intensity Users



Focussing on Frailty

Healthy Populations



How DiiS supports 
mental health

“Exploration of the link between physical health with 
mental health problem and how a care plan can help 

manage these two more effectively and prevent mental 
health 

deterioration then causing deterioration in physical 
health/diabetes and vice versa.”

– Local GP

Healthy Populations



Healthy Populations



My Arthritis
Empowered self 
care:

√  symptom 
tracking
√ advice and 
guidance with an 
NRAS library
√ goal setting
√ trend analysis
√ online courses
√ medication 
notifications
√ two way 
messaging
√ PROM 
collection

Quit Smoke

Empowered self 
care/rehabilitation

√  online 
consultation
√ Signposting
√ goal setting & 
gamification
√ behaviour change 
techniques
√ online courses
√ health monitoring

Pulse oximetry

Empowered self 
care/rehabilitation

√  online 
consultation
√ Signposting
√ goal setting & 
gamification
√ behaviour change 
techniques
√ online courses
√ health monitoring

BP@Home
Empowered self 
care/rehabilitation

√  online 
consultation
√ Signposting
√ goal setting & 
gamification
√ behaviour change 
techniques
√ online courses
√ health monitoring

ACR

Empowered self 
care/rehabilitation

√  online 
consultation
√ Signposting
√ goal setting & 
gamification
√ behaviour change 
techniques
√ online courses
√ health monitoring

Screening / Diagnostics Virtual wards and remote monitoring

Maternity matters

:Empowered self 
care / support plan:

√  Antenatal online
√ Postnatal care
√ Birthing plan
√ online advice and 
information
√ appointment 
visualisation
√ notifications

Brain in Hand

:Empowered self 
care / support plan:

√  Service 
signposting
√ Goal setting and 
gamification

LTC (supported self management &  

online rehabilitation)

Digital Health Information

Front 

Door



Workforce infrastructure

Insights

Intervention

Impact

1

2

3

4

Building blocks of success using a Population Health approach...

1

2
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Where do these 

target groups 

reside? These are 

our early adopter 

sites.

Each local area can 

decide which 

group(s) they want to 

focus on first, 

according to local 

priorities and context. 

1. South Coast 

medical group

2. Poole Central

3. Blackmore vale

4. Weymouth and 

Portland

5. Shore medical

6. The Blandford 

group

7. Mid Dorset

8. Jurassic Coast

Rising RiskHighest Risk

Recommended guide

Inclusion/targeted cohorts:

Group 1

>40 years old 

NHS E/I Group A - Clinically extremely vulnerable + 

BP >150/90

Group 2 (BPM that can be used with AF)

NHS E/I Group B - Clinically extremely vulnerable with 

hx of TIA/CVE and no previous diagnosis of AF + BP 

>150/90 (prioritization given to BAME, >65s, socially 

deprived)

WITH:

Uncontrolled hypertension last BP reading as defined 

by >150/90

Greatest risk of hospitalisation within 12 months.

clinical decision Could be controlled but at risk of 

hospitalisation and specialist care. Complex with 

perhaps multiple comorbidities

Recommended guide

Inclusion:

Group 3 (risk strat according to local 

demographic)

>40 years old + BMI 35 + and/or CVD and/or 

CKD+ BP >150/90

(Note: prioritisation given to BAME, >65s, 

socially deprived)

Exclusion:
• BP <150/90 
• 4 or more antihypertensives
• Diabetes (separate Diabetes 

workstream/pathway)
• Dementia

• Unable to consent

• Pregnancy or planning pregnancy

• Frailty score 4 or above

• AF 

• NOTE: To have discussion with care 
home regarding inclusion and exclusion

Exclusion Criteria (ref to 

secondary care)

Building blocks of success using a Population Health approach...



Working in partnership to strengthen implementation, and 
deliver quality outcomes and benefits

Insights using DiiS to 
take a population 
health approach to 
identify hypertensive 
patients

Deliver cuffs to 
patients to 
support their self 
management and 
education

Track the effect 
that the platform 
is having in usage 
and impact and 
evaluate the work

Delivering 
benefits to 
patients in 
Dorset



Data powering population health 
insights

Different value propositions

Personal Health 

Records 

Administrative

Support

Regulation 
Heavy

Integrated
Clinical / Pathway 

Support 

Regulation 
Heavy

Regulation 
Heavy

Pathway 

Replacement

Cash Release

Capacity Release

Single point of navigation = aligned comms 
and marketing

New model of care with improved service integration

Change of workforce utilisation clinical to non clinical

Research generation for inward investment

Better adherence to support planning

Patient portals Accelerated access to services

Improved workforce maturity in digital and data literacy

Data powers the 
population health 

insights for 
Planning / problem 

definition
& 

Evaluation and impact



How DiiS supports digital literacy

Healthy Populations



Financial approach

Regulation 
Heavy

Regulation 
Heavy

Inward investment from system both 
inside and outside sources e.g. LEP, 

ETTF, HSLI, LHCRE

Top slices from block contracts

5% of growth funds now allocated to 
Digital

5% of overall system budget to be 
invested in digital

Transformation funding e.g. Aging 
Well, Anticipatory care.



Questions?


