Delivering value with Digital Health care

Working together in using data and digital health to influence decision making and design
iIn change to empower people and improve health outcomes for best possible value.

Heather Case
Head of Dorset intelligence &
insight Service
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Interim Operational Lead for
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DATA AND INTELLIGENCE

Support prsaacftiece
. 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

DIGITAL ACCESS TO SERVICES AT HOME
. 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

DIGITAL SKILLS
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

RESEARCH, INNOVATION & PARTNERSHIPS
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



Dorset Integrated Care System and Partners

INHS|

University Hospitals Dorset
NHS Foundation Trust

INHS|

Dorset HealthCare
University
NHS Foundation Trust

INHS

Dorset
Clinical Commissioning Group

NHS

Dorset County Hospital
NHS Foundation Trust

Working in
partnership with
— people, communities —
and the
voluntary sector

[ N [INHS |
Dorset South Western |

"
Council Ambulance Service

NHS Foundation Trust
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Dorset Intelligence & Insight Service Digital Access to Services @Home

(DiiS) (D@SH)
A collaborative service delivering live, linked health and A collaborative service delivering MedTech regulated
social care data across Dorset. software with or without medical devices. Using clinical
safety as the framework for design with appropriate data 18

flows used for decisions at point of care and secondary use primary care networks
for behavioural insights in adoption and spread.

Aim: is to make health and social care data open, easy Aim: A consistent and coordinated offer with good user
to access, and available to create actionable insights  experience in empowering the digitally enabled and health
literate / activated population with tools for supported self
management. To accelerate access to services from home

Use: supporting data-led service improvement,

_ o . for actionable insights. 77
planning and decision making at a system and
organisational level —and more recently during Dorset’s ~ Use: enabling digital hybrid pathways to manage a higher GP practices
COVID-19 response. demand with a different part of the ICS workforce.

816,000

Awareness Accessibility Coordination regiStered pOPUIation

What is already available? How to access technologies / digital Help and knowledge to build trust in the Support by a central teams to dlarify
How to bring the technologies together for platforms new digital ways of working and how they regulatory landscape and the appropriate
DI GIT#L outcomes How to access support and build digital are being coordinated governance foundation for delivery
How to horizon scan effectively knowledge & capability
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How DiiS supports PHM Ersue
foundations

The DiiS is being used every day by health and care professionals across Dorset to make evidence- f
based decisions to improve the health and wellbeing of our population. practice

e 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

e Case finding / Targeting for individuals or cohorts (including secure re-identification of patients or
service users to those who manage their care)

e 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

Our g
Dorset




How DiiS supports PHM
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How DiiS supports the COVID-19 response i

smart
foundations

Empower
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Coronavirus COVID-19 Dorset Cases @g=p ou

Confirmed Deaths Check hitps:/coronavirus.data.gov.uk/ for the latest national confirmed cases Lact 14 d DOrSEt
ast ays

Report Last Updated: 11/11/20 19:31:57 Tr——

Safe
practice

Hospital Deaths

Pillar 2 Testing Pillar 2 Positive Tests by LSOA Centre points Positive Tests by Age Definitive COVID-19 0,1 calls with

Reset Filtars )

i SvystmOne coviD-19
Pillar 2 914 I 55 .ly.l 1 Calls 44 54 Disposition
For detailed report COVID-19 mentioned
Care Homes Deaths please click here 81-90 I 98 44 68 ‘I 2 68

Tested Positive 71-80 I 148 COVID-19 Related 111 Calls per Day
2
783
¢ @ 61-70 . n“"ll COVID-19 Pillar 2 Community Testing
Primary Care SITREP: Total Tested Datato: 1011/20 |, shiiiba. .
51-60 681
09/11/20
Primary Care % Absence 8 6 0 5 ‘l 41-50 Total Confirmed Inpatients
(all) © 2020 Microsoit Corporation Terms ) 659 ACUte Cases (+ve swabs) Recovered

Pillar 2 Positive Tests per Day

st - Screening
4 0/0 @ Positive tests ® Rolling 7 day average 4 2 9

Primary Care % COVID-19 200 |J|' | | | 21-30 994 Total Tests Completed with Results
- 1]
Absence vs Absence (all) 100 - oo [EERERRTRE: ! i
l'm I I"" 1n-20 956 40000 77 24924 g3y
Data as at:
0 _ o 20000 ---B---- e esaas -
5 £|- % Jul 2020 Sep 2020 Nov2020  0-10 I 131 11/11/20 19:31:57 0 2267 139%
Resul Date RBH DCH PHT YDH ST
Latest SITREP as at: 11/11/20 Acute Lab Confirmed Cases per Day
COVID-19 patients in  Beds with Mechanical COVID-19 patients ~ COVID-19 related staff ~ NHS staff COVID-19 ® +ve swabs ® +ve swabs rolling 7 day average
beds as at 0800 Ventilation available receiving absences hospital admissions 20
Oxygen/Ventilation "
£ il
H 20 e e .
2 ’ N - l| n
Previous Day: 122 Previous Day: 16 Previ . Previous Day: 384 Previous Day: 2 () et i
revious Day: 27 Mar 2020 Ma
. r ) 7y 7\ y 2020 Jul 2020 Sep 2020 Nov 2020
(+5 +4%) (#1,#6%) (+2 +7%) (+251%) (0,+0%) Result Date

LN '
- “Perfect. The COVID insights are really helpful... to

identify groups... and then identify those individual
orse s
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Healthy Populations — High Intensity Users

Click icon to open
filter pane

Primary Care [ J Qur O

e i

Patients Attending {Last |
12 Mths)

610.5K gas %

Total Appointments
(last 12 Mths)

4.4M

Did Not Attend (DNA)
Rate

2.6% (121

30 Movember 2021

Bournemouth & Ch...
81%

Our & |

Poole Hospital

9.2%

Dorset County H...
30.3%

- ™ - 'y -
Age & Gender profile Primary care attendance (Last 12 months) Long Term Conditions
Female ®Male Primary Care  Patient % Patients Appt % Appts | DNA ” Depression |
9% Frequen Count Volume Rate
g5+ 23% Lrequency . . Hypertension |NNEEN
. 4.6%
Teed : 0 205,695 25.2%
65-74 6.4%
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16-64
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10-15 31%
10-19 108,510 133%  1.437.331 333% 25%
5.9 2 4%
Y 20+ 35,678 L&% 1045537 242% 24%
0-4 20% 4
Total 816174  1000% 4311613  100.0% 26%
- < — - 12 Mths)
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Telephane DNA Patient Count | DNA » pam VR \ 2 0 0 6 K )
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Healthy Populations

Click icon to open

@ Frailty Metrics

filter pane

Last Updated:

18 September 2021

Our ©®
Dorse

ot e b o

Our &
Dorset

p
% Total Patient eFrailty Index Grouping:
Population ‘Not Frail':
Num Frai
% Total Patient u Pber :ﬁt . rr;.?llty
Population 'Frail' [ 65% | 27% opulation:
% with no eFrailty Score 2.6% [eFrailty and Co-morbidities: ]
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filter pane Last Updated: our &)
== 18 September 2021  Dorset
Reset Fllters () Filter by eFrai\ty Status: Mild Moderate Severe

s 2V a
Filter by Complexity:
Asthma Atrial Fibrillation
Cancer CKD Stage 3 to 5
corD Cnmr!ary Heart
Disease
Depression Diabetes
Heart Failure Oesteoporosis
Transient Ischaemic
Stroke
o Attack
\ J \

Frailty and Co-morbidities:

@ Asthma

@ LtrialFibrillation
@ Cancer

@ ChdStage3Tos

1500

@ ChronicObstructiveP...
@ CoronaryHeartDisease
@ Depression 1000
@ DisbetesTypel

@ DiabetesType?

@ HeartFailure o0
@ Oesteoporosis

@ Stroke

TransientlschaemicAt...

For Practice Use ONLY - Click on the table above to drill down on cohorts and patient detail:

Gender Surgery Name

179 80 Male The Blackmore Vale Partnership
274 88 Female The Blackmore Vale Partnership
349 54 Male The Blackmore Vale Partnership

eFrailty Scores

eFrailty

0.22 Mild 2 0 0 o 0
031 Meoderate 4 0 o 1 0
0.14  Mild 2 1 0 [} 0

Atrial Fibrillation | Cancer CKD Stage 3-5 Coronary Heart Disease

Dementia Depre

0 0 0
1 0 0
0 0 0

sy | Heart Failure Hyperte/8
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Serious Mental lliness Population

Active SMI Popul
8426
76+
66-75
1638 o
% Coverage 46-55
0.20 o

Video @

Deprivation Decile

Age / Gender Breakdown PCN / GP Breakdown

@Femals @Male @ Blandiord Primary Care Net  1.000
@ Bournemouth East Collabor...
@ Central Bournemouth Prima..
@ cChristchurch Primary Care . gqq
@Crane Valley Primary Care .
@ Jurassic Coast Primary Car..

@ Mid Dorset Primary Care Ne.

" 26-35 North Baurnemouth Primar.
Outstanding Checks °
6433 1825 - 0
017

Long Term Conditions
5000 ®Asthma

@ Atrial fibrillation
4,000 ®Cancer
@ Chronic Kidney Disease
3,000 @ Chronic Obstructive Pulmona...
@ Coronary Heart Disease
2,000 @Dementia
@ Depression
1,000 1 @Diabetes
Epilepsy
0 LR -

Click icon to
see table

How DiiS supports
mental health
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“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.”

Our &
Dorset

— Local GP

Physical Health Checks

hecks Last 12/12
1638

% Coverage
0.203

BMI Measured

1.000

Jan 2020 Jul 2020

Blood Glucose Taken
1,000

500

Jan 2020 Jul 2020

Active SMI Populal 1. Body Mass Index
8.426

2. Blood Pressure

Tlick Tcen to open

! Video our Q)
= © Dorset

3. Lipids 7. Additional Checks

see table

Nutrition / Physical
13%
989

4. Glucose 5 Alcohol Intake 6. Smoking Status o
Alcohol Status Check 43 5
G0
BP Measured Blood Lipids Taken
1,000
1,000 (@ Select or drag fields to populate this visual
500

Jan 2020 Jul 2020

Alcohol Status Checked

500
0 IIIIIIIIIIIII

Jan 2020 Jul 2020

Jan 2020 Jul 2020

Smoking Status Checked
1,000

Jan 2020 Jul 2020
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Click ican to open

Hypertension Population E © 82:}&

s e g

Age / Gender Breakdown Comorbidities Hypertension Population % by Deprivation Decile

Female @Male

Population

Depression [N 2104 f ° isge VIO 1T & TTEN - TRE-
Oiabetes [ 205 o
131 ,466 n abetes 20.68% 126% 127 134%
e
0% .- n -
Concer I 1757 . B

CHD

% Dorset Patients y ) Asth"; Last Upsated ou' 0
110 ot : @ BP@Home Patient Identification 5 December 2021 Dorset

Step 1: Choose your PCN and/or GP Surgery: "™ (e Netwack 2 v o

Smoking Status
2 A¥

Smoker 841%

Step 2: Choose your “Group” and filter search:

Additional Filters:
BT TR T

NonS.
91.44%
| Prumacy Care Network ~ P Surgery v Lagl Updales
( Poputation Total @ Monitoring Uptake . cvewsunome o Our @
BMI Groups A . S December 2021 p t
7 331. By Miecting “accepted™ of “deciined” o & “rivk group” Miter Ofse
40+ 488% —
30-40 - Accepted {Blue Linet Declned (Orange Line)
2072% 34 6 set Filters
. SPE Home Uplahe ** « breskdown by PON and OF Swgery Wgpest Rouk [IRT— rweg Tus
o 30E541% | 2 = T bl el il ey # Groep | Growe 7 Groep 3
| ’ :
x o 3.972 379 2983
| -
— Wy an taedt Promary 344 ' ! Highest vs. Rising Risk Group Uptake
| orett foa Lo gt Bl e P ke P e B > i i - n
| Step 3: Click green Re-ID button: - fsearchinto  Bensto Frowy Com Nt N 4 - . -
| Netacak
[ 5676 Manaters Provary Cave Notwirk. The Baadions Goovp Praccn Gy 3¢ Cortral Accrmancxsh Pramary . o
| BITH Bendtord Pravary Care Network  The Blandton Sronp Pracss  Grg M9 Netecrt i on “
AN Blarstord Provary Cave Network  The Blandbond Croup Pracsice  Grt ,"",‘_"n‘" Yy oo : : : E
§ % by CKD Stage % by CVD Conastion
@ Mage | @%age 41

Our O - ==l

Noeh Boumenath Premary

Care Netwnrt

Poce Doy »t & et v )
D r e S
o 7384 3 . o

** Dats nauSes roes 151 June 2021
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myCOPD

Now available on the

Helping you achieve a
healthy and independent
lifestyle through
self-management.

+« Expert education
on all aspects of
your COPD care

+ Functions that
enable you to
monitor your
COPD

+ Videos on how to
get the best from
your inhaler

+ Online pul y

myHeart

rehabilitation class

Apple, Google Play App Store and NHS Apps Library

.’ App Store

. e
| g€V T S BV NHS Apps Library

Now available on the

Helping you achieve a
healthy and independent
lifestyle.

+« Expert education
on all aspects of
your heart care

Functions that
enable you to
monitor your
heart

Functions that
enable you to
monitor and manage
your risk factors

+ Online exercise
program

Apple, Google Play App Store and NHS Apps Library

[ App Store

» Google Play  [BIES

Avaable on the
Ap)

ps Library

myDiabetes

Now available on the

Helping you achieve a
healthy and independent
lifestyle.

+ Expert education
on all aspects of
your diabetes care

« Functions that
enable you to
monitor your
diabetes

+ Help to reduce
your risk of serious
long-term
complications

+ Exercise program

Apple, Google Play App Store and NHS Apps Library

.’ App Store

0 i online rehabilitation)

Avatatie on the

Google Play | BTt ]

Dorse

DIGITAL

My Arthritis

Empowered self
care:

Vv symptom
tracking

V advice and
guidance with an
NRAS library

V goal setting

V trend analysis
V online courses
V medication
notifications

Vv two way
messaging

Vv PROM
collection

myAsthma

Now available on the

Helping you achieve a
healthy and independent
lifestyle.

+ Expert education
on all aspects of
your Asthma care

+ Functions that
enable you to
monitor your
Asthma

+ Videos on how to
get the best from
your inhaler

+ Localised pollution,
pollen and weather
forecasting

Apple, Google Play App Store and NHS Apps Library

Avaiabie on the

@ App Store || PP Google Play | [BBEI IS

Quit Smoke

Badges for 90 quitting
acheivements

LTC (supported self management &

Empowered self
care/rehabilitation

V online
consultation

V Signposting

V goal setting &
gamification

V behaviour change
techniques

Vonline courses

V health monitoring

Maternity matters

MATERNITY

MATTE!
AT MORECAMBE BAY

Brain in

ername

| Forg

Dorset Care Record

:Empowered self

care / support plan:

V Antenatal online
V Postnatal care

V Birthing plan

V online advice and
information

V appointment
visualisation

V notifications

Hand

:Empowered self
care / support plan:

V Service
signposting

V Goal setting and
gamification

Pulse oximetry

Empowered self
care/rehabilitation

V online
consultation

V Signposting

V goal setting &
gamification

V behaviour change
techniques

V online courses

V health monitoring

BP@Home

Empowered self
care/rehabilitation

V online
consultation

V Signposting

V goal setting &
gamification

V behaviour change
techniques

V online courses

V health monitoring

o

Empowered self
care/rehabilitation

V online
consultation

V Signposting

V goal setting &
gamification

V behaviour change
techniques

V online courses

V health monitoring

Dorset

Your Health App Finder

Welcome To Our Health Informa|

s e s £ s s e

Find Information, services and support for people affected by cancer In
Dorset, Hampshire and the Isle of Wight

Find the information and support you need

N il A

Digital Health Information




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

Impact

Intervention

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

Highest 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

Where do these
target groups
reside? These are

our early adopter

Your Local NHS and Councils Working Together

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 Criteria (ref to

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

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

Each local area can
decide which
group(s) they want to
focus on first,
according to local
priorities and context




Working in partnership to strengthen implementation, and
deliver quality outcomes and benefits
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Different value propositions o

populatio_ps

Data powering population health
insights

CaSh Release Personal Health S';Jepop';:'»;t prsaacftiece

Ensure

Empower  smn

andations

Improve.

are )\ (Citizens

Records
Capacity Release
Administrative Data powers the
Single point of navigation = aligned comms Support population health
and marketing Regulation insights for
Heavy Planning / problem
definition
&

New model of care with improved service integration Pathway Integrated Evaluation and impact

Replacement Clinical / Pathway
Change of workforce utilisation clinical to non clinical Support

Research generation for inward investment Regulation Regulation

Heavy Heavy

Better adherence to support planning
Accelerated access to services Patient portals



Healthy Populations

How DiiS supports digital literacy
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Financial approach

Ensure
Improvs"._ Erl:IPOWEI" Jf\'s::itons
are \ Citizens

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

Top slices from block contracts

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

5% of growth funds now allocated to
Digital

5% of overall system budget to be
invested in digital

Dorset




Questions?




