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NHS Long Term Plan —January 2019

Shift towards integrated care and place-based systems

42 ICSs covering all areas of England

* Integrate care across different organisations and settings, joining up hospital and
community-based services, physical and mental health, and health and social care.

* Focus on population health
« Systematic approach to reducing health inequalities
* National direction with local autonomy

* Focus on places and local populations as the driving forces for improvement
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Period view of HealthSpan™ by deprivation decile (IMD) domain (Income) for people of all ages, ‘leaving’ the Healthy/Well
segment in FY 2018/19 (boxplots show median HealthSpan, interquartile range, and 5th and 95th percentiles)

Executive Summary Introduction Whole Population Segment- Specific Supplementary Analysis
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Period view of HealthSpan™ by deprivation decile (IMD) domain (Living Environment) for people of all ages, ‘leaving’ the
Healthy/Well segment in FY 2018/19 (boxplots show median HealthSpan, interquartile range, and 5th and 95th percentiles)

Executive Summary Introduction Whole Population Segment- Specific Supplementary Analysis
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Systems, places, neighbourhoods

Source: The King’s Fund
19 November, 2021
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There are five places
in the South Yorkshire
and Bassetlaw ICS

@obh_uk

Three-tiered model of systems, places
and neighbourhoods

Why? ICSs cover large geographical
areas - not suitable for designing or
delivering services.

- Systems (ICSs): 1 to 3 million people
- strategy setting.

- Places: 250 to 500 thousand people
— coordination.

- Neighbourhoods (PCNs): 30 to 50

thousand people - delivery.

© Outcomes Based Healthcare



PCNs are a key building block to NHS strategy

Brings General Practice together to work at scale

Primary Care Networks - PCNs

Typically 5 to 10 GP practices
Improves hiring ability

Manage financial pressures

Helps provide wider range of services

More easily integrate with the wider health and care system

Tend to be geographically based

Mechanism by which primary care is robustly represented within ICSs

19 November, 2021
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Primary Care Networks - PCNs

Amongst other responsibilities, PCNs are expected to:
« Actively manage population health
* Assess needs of their local population

* Focus on service delivery

Understanding local populations has become a key requirement for
successful operation of PCNs.

19 November, 2021
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Segmentation and the Bridges to Health model

What?

Segmentation categorises populations according to their health and
care needs, priorities, and circumstances. The ‘Bridges to Health’

‘Il ] I
(B2H) model is a fundamentally person-focused approach, with the 2 |
. - - . o i
principal goal of ‘pursuing the health of each population segment”. 5 | End phases of ife .
3
[+
: 000
Why? s Serious Incurable  Organ  Frailty +/-
2 Healthy Tcs  disability cancer  fallure  dementia
To optimise health outcomes, patient experience, efficiency, and care
costs, care delivery systems should respond to the needs of different - v r 5] :
population segments in different ways. 4
b
:
‘a Maternal and Acutely
How? ) (obh infant health il
Each segment and sub-segment is defined clinically and translated to a Source: Outcomes Based Healthcare ©2017
data definition (clinical codes and Iogic) which is used to create OBH's approach to segmentation is based on the ‘Bridges to Health’ model

. . Lynn et al. 2007
condition registers for each subsegment. Ly )
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WHOLE POPULATION
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Figure 2 - OBH Segmentation Model.
Source: OBH, adapted from the Bridges to Health model - Lynn J, Straube BM, Bell KM, Jencks SF, Kambic RT. Using population segmentation to provide better health for all: the ‘bridges to
health’ model. The Milbank Quarterly 2007,85(2): 185-208.




LTC inclusion and exclusion analysis
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Subsegment Definition Development (obh @, ..,

Each subsegment has been defined using clinical codes and logic that are evidence-based, and derived from analysis of international
and national best practice, guidelines and standards. OBH have spent 8 years building and maintaining this database and codebase.

130+
3184

1792

Data, Analysis and Intelligence Service (DAIS) 9 Solution and Business Development



Segmentation Engine: The data transformation process (obh &2, ..,

NCDR Source Data

y

Segmentation Engine

Segmentation Dataset

=8

Multiple datasets from the National Commissioning Data Repository (NCDR) are fed into the Segmentation

Engine.

This datais very large, at > 630 GB in size, ‘uncleaned’, from multiple setting-specific health and care
providers, and is typically event- and/or diagnosis-based.

The Engine cleans the data, links the data together, and transforms it so that the
% output Segmentation Dataset presents data on a person-level basis, spanning
different care settings.

= Mapping tables translate the data into segments/subsegments, using clinical codes and

ezczemmm] logic based on OBH clinical evidence, national and international consensus.

|

The data transformation process run by the Engine produces a Dataset that is < 70 GB in size and

structured as a Data Model, making it quick and easy to query. The Segmentation Dataset is a set of tables
that establish, for each person which segments and subsegments they are in, in any given month, as well

as other demographic and geographical information relevant to the person.

Data, Analysis and Intelligence Service (DAIS)

Solution and Business Development



What features are in the Segmentation Dataset? (obh @, ..

Geographic Data

In any month,

between April 2016

" Local Authority { PCN ‘

and June 2021, the .
following features '

are available in the

Dataset for each

1SOA || sTP || ccG |

person

Segment ’

Healthy

J

An individual is allocated to a

LTC J

‘segment’ depending on which
subsegment criteria the individual
meets

Disability

Incurable Cancer J

Organ Failure
/

[
l
l
{
|

Frailty/Dementia ‘

L Region H GP Practice \

Ethnicity |

{ Gender J

Socio-Demographic Data

[ij ’ Deprivation ’

Subsegments

Alcohol Dependence
Asthma

Atrial Fibrillation
Bronchiectasis

Cancer
Cerebrovascular Disease
Chronic Kidney Disease
Chronic liver Disease
Chronic Pain

COPD

Coronary Heart Disease
Cystic Fibrosis
Depression

Diabetes

Epilepsy

Heart Failure

Hypertension
Inflammatory Bowel Disease
Multiple Sclerosis
Osteoarthritis
Osteoporosis

Parkinson’s Disease
Peripheral Vascular Disease
Pulmonary Heart Disease
Rheumatoid Arthritis
Sarcoidosis

Serious Mental lliness

Sickle Cell Disease

Autism

Learning Disability
Physical Disability

End Stage Renal Failure
Liver Failure

Neurological Organ Failure
Severe COPD

Severe Heart Failure
Severe Interstitial Lung Disease
Intermediate Frailty Risk
Severe Frailty Risk
Dementia

Data, Analysis and Intelligence Service (DAIS)

Solution and Business Development



NCDR Datasets Used (obh €2, ...

Summary of datasets used to derive B2H Segmentation Dataset Time periods for data
Master Patient Index (MPI) Master Patient Index data for all people registered to a GP practice in England. [Aug 14 —Jun 21]

Admitted patient care (APC), outpatient attendances (OPA) and A&E data from secondary care. Hospital Frailty QZCE/?:; E)/;p-r g/?a: Jz‘(j)r]‘ 21]

Risk Score (HFRS) data derived from APC data. HERS: [Apr 14— Jun 21]

Urgent and emergency care (A&E) attendances and admissions (a part of SUS). A new dataset that has replaced
D! S =
Emergency Care Dataset (ECDS) the existing ASE SUS dataset. [Oct 17 —Jun 21]
Community Services Dataset (CSDS) Pata for community s'erw.ces provided by cotjn.mumty Frusts, acute trusts, mental health trusts, care trusts, [Oct 17 Jun 21]
integrated care organisations and other qualified providers.

Inpatient data on people who have a learning disability and/or autism from NHS and independent sector
mental or behavioural healthcare providers.

Secondary Use Services (SUS)

Assuring Transformation Dataset (AT) [Feb 15 —Jun 21]

Service-level Agreement Monitoring

(SLAM) Financial activity data attached to specialised or tertiary services. [Apr 16 —Jun 21]

Activity related to specialist mental health or learning disability services, including historical versions of this
dataset (Mental Health Minimum Data Set (MHMDS); Mental Health and Learning Disabilities Data Set [Apr 13 —Jun 21]
(MHLDDS); and Mental Health Services Datasets (MHSDS) v1-4).

Improving Access to Psychological Data from the Adult Improving Access to Psychological Therapies (IAPT) programme for the treatment of [Apr 13 —Jun 21]
Therapies Data Set (IAPT) anxiety disorders and depression in adults in England. P

Maternity Services Data Set (MSDS) v2.0 capturing data on maternity services from the point of the first
booking appointment until discharge from services.

National Diabetes Audit (NDA) Data related to care received by people with diabetes from all GP practices registered as part of the audit. [Jan 14 — Mar 21]

Data, Analysis and Intelligence Service (DAIS) Solution and Business Development

Mental Health Services Datasets
(MHSDS)

Maternity Services Data Set (MSDS) [Apr 19 —Jun 21]



Organ
Failure

Neurological Organ Failure (obh €2,

Subsegment Description: Datasets Used:

. All people who have a diagnosis of Motor Neurone Disease (MND), Multiple Sclerosis (MS), SUS Data
Parkinson’s Disease (PD), Progressive Supranuclear Palsy (PSP) or Huntington’s Disease whose (APC & OP)
condition is considered severe due to their symptoms or healthcare needs, and who are in the last 5
years of life SUS Data

e ene ECDS

NCDR Definition: (ECDS)

. All people with MND, PSP, or Huntington’s disease recorded during a hospital admission (either as

Mental
the reason for admission or as a co-morbidity) or outpatient appointment

Health Data
. All people with Multiple Sclerosis recorded during a hospital admission (either as the reason for
admission or as a co-morbidity) or outpatient appointment, who also meet one of the following

o Community
criteria:

Data
. Experience dysphagia (recorded during a hospital admission or outpatient appointment)

. Experience dysarthria or anarthria (recorded during a hospital admission or outpatient appointment)

x
Q
©
C
-
C
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o
O
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Q
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©

. Receive end of life care (in the community or in hospital)

. Have a diagnosis of dementia (recorded during a hospital admission, outpatient appointment, A&E
attendance, or a mental health service appointment or admission a mental health service appointment or
admission including for ‘Improving Access to Psychological Therapies’ services)

continued...

Data, Analysis and Intelligence Service (DAIS) Solution and Business Development



Neurological Organ Failure (continued...) (obh @2,

Datasets Used:

. All people with Parkinson’s Disease recorded during a hospital admission (either as the
reason for admission or as a co-morbidity) or outpatient appointment, or during a referral to SUS Data
community services for their PD care, who also meet one of the following criteria: (APC & OP)

*  Had severe PD symptoms such as hallucinations, recorded during a hospital admission or

outpatient appointment, SUS Data

ECDS
*  Had 2 or more hospital admissions where a fall is recorded within 6 months ( )

* Areresidentin a care home (recorded during a hospital admission as the admission source) Mental
enta

* Have intermediate or high risk of frailty (based on the Hospital Frailty Risk Score) Health Data
*  Have a diagnosis of depression, serious mental illness, or dementia (recorded during a hospital
admission, outpatient appointment, A&E attendance, or a mental health service appointment

. . . . . . Community
or admission including for ‘Improving Access to Psychological Therapies’ services)

Data
*  Receive end of life care (in the community or in hospital)

x
Q
©
C
-
C
9
o
O
(o
p -
Q
o+
(%))
©

[ Clinical Codes Used ---- ICD-10: 125, SNOMED: 3%, Care Cluster: 12
*applied to ECDS

Data, Analysis and Intelligence Service (DAIS) Solution and Business Development




Segmentation
and COVID-19
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Bridges to Health

Bridges to Health: Identifying ‘at risk’ or vulnerable cohorts

Bridges to Health Segmentation Standard Conflguratlon

Healthy / Generally Well Dlsablllty Incurable Cancer Organ Fallure Frailty and Dementia

People who are currently People with one or more LTCs: People with leaming disability ~ People with incurable cancer: People with organ failure:
healthy / well: and/or autism, or physical
Defined as: disability:
Defined as people who donot  » Alcohol Dependence Defined as people with a Defined as:
meet the criteria of any other Defined as: diagnosis of cancer, who are *Dementia (18+)
segments known to palliative care via « Intermediate risk of frailty
» Physical Disability acute or community services (65+)
+ Cancer * Autism + High risk of frailty (65+)
+ CVD (includes Stroke. TIA)
ile;
* Hypertension
* Inflammatory Bowel Disease
* Osteoarthritis Age: 18+ Age: 18+
= Osteoporosis
¥ !erip!era Uascu ar !isease Core.(.:MO atrisk
* Rheumatoid Arthritis conditions based on ‘flu
= Serious Mental lliness . 4y e
People expected to die over a period of 12 months: list (|e. beyond
Age: 18+ Age: 18+ Age: 18+ Sh|8|d|ng ”St)
Defined as people in segments 6, 7 and 8, who are known to palliative care via acute or community
services
Defined as an ‘episodic’ segment, which people can move ‘into’ and ‘out of from other segments Wlde.l'. generally at risk
when they are pregnant, whilst still remaining in their base segment Age: 18+ conditions
3 - Acutely Ill
Data, Analysis and Intelligence Service (DAIS) 2 Solution and Business Development



Bridges to Health

Using the B2H model for COVID-19 Analysis nationally

(obh

)
N

SUS+
(10years)

Data Pipeline
Engine that transforms

685GB data into 30GB
data model

r >
fMapping tables to translate\
data (using codes and
logic) to segments/
subsegments. Based on
OBH clinical evidence,
national and international

685GB Data

NCDR linkable pseudonymised patient-level data

KCOI’]SGHSUS. j

Event Based Data

A Common Data Model
showing which segment/
subsegment each person is
‘in’ in any given month over
the last 3 years

b

B2H
Segmentation
Model

30GB Data
Person-Centred Data
Model

e 70+flag

COVID 19 ‘at risk’ population table
Includes all people (NHS pseudo) ‘at risk’

* Linkable by NHS pseudo to other NCDR datasets

* Includes breakdown of potential reasons for
being ‘at risk’, e.g.

One or more ‘at risk’ conditions flag

In the maternity cohort flag

Count of ‘at risk’ conditions

Count of ‘potentially at risk’ conditions

To be updated as emerging risk factor conditions are identified (subject to

data availability in NCDR).

COVID-19
Data

Linking of Segmentation
Model to current COVID-
19 data including
mortality, admissions
and complications

» Derive conditions, age

profiles and demographics
which are most at risk of
developing complications
from COVID-19, or mortality
as a result of COVID-19.

Map COVID-19 complications
and mortality across all B2H
segments/subsegments

Data, Analysis and |

ntelligence Service (DAIS)

Solution and Business Development



Vulnerable Populations at risk of severe illness from Covid-19 (obh

AR NN OTENTALYATRISK CoNDmONST |
Heart Failure {inc. Severe Heart Failure) Potentially "Weakened Immune System”*: Alcohol Dependence
Ah'nl Flhnlhtmn Learning Disability (LD) Active Cancer (inc. Active Lung Cancer) Autism
Bronchiectasis Multiple Sclerosis Blood and Bone Marrow Cancer Cancer (inc. Incurable Cancer)
Chronic Kidney Disease (inc. Renal Failure) Obesity Bone Marrow and Stem Cell Transplants Cerebrovascular Disease (inc. Stroke)
Chronic Liver Disease (inc. Liver Failure) Other Chronic Respiratory Diseases Downs Syndrome (inc. within LD above) Dementia
COPD (inc. Severe COPD) Other Neurological Organ Failure Inflammatory Bowel Disease Frailty {Intermediate or High Risk based on HFRS)
Coronary Heart Disease Parkinson's Disease Organ Transplants Hypertension
Cystic Fibrosis Pulmonary Heart Disease (inc. Pulmonary Embolism) Rare Diseases Palliative Care Needs (non-Cancer)
Diabetes Severe Interstitial Lung Disease Rheumatoid Arthritis Peripheral Vascular Disease
Sarcoidosis Physical Disability
Sickle Cell Disease Serious Mental lliness

Spleen Problems (inc. Splenectomy)

L
oo w0t | gimanie

Total Population (all ages) 63,165,928
Total Population (15-69) 43,962 966 69.6%
Total Population (70+) 7,892,721 12 5%

People with one or more ‘at risk” conditions (704) 3,826,774

People with one or more “at risk” or “potentially at risk’ conditions (70+) 5,244 294

People with no ‘at risk” or “potentially at risk” conditions (70+) 2,648,427
People with one or more “at risk” conditions (all ages) 11,071,965 17 5%
People with one or more ‘potentially at risk’ conditions (all ages) 9,726,188 15.4%
People with one or more “at risk” or ‘potentially at risk' conditions (all ages) 14,936,606 23.6%
People with two or more “at risk” conditions (all ages) 3,921,729 6.2%
People with two or more “at risk” or “potentially at risk’ conditions (all ages) 7,335,757 11.6%
Core older and clinically “vulnerable’ group [people aged 70+, or with one or more "at risk’ conditions) 15,137,912 24.0%
Age 16-69 core clinically ‘vulnerable’ group (people with one or more "at risk' conditions) 6,753,317 10.7%
Wider older and clinically “wulnerable’ group (people aged 70+, or with one or more ‘at risk’, or ‘potentially at risk’ conditions) 17,585,033 27.8%
Age 16-69 wider clinically ‘vulnerable’ group (people with one or more ‘at risk’, or ‘potentially at risk’ conditions) 9,070,266 14.4%
Multimorbid ‘vulnerable’ group (people with two or more "at risk’ or ‘potentially at risk’ conditions) 7,335,757 11.6%

© Outcomes Based Healthcare



obh

NHS PaPl
Dashboard —

sample screenshots



X

+

Segmentation: Segment Summs
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Explore / Segmentation / ment Summary
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Snapshot as at: 31/03/2021

Population demographics

Population pyramid

10%

0% 0% 5%

Percentage of females

10%
Percentage of males

Black line represents the England average

Prevalence Snapshot as at: 31/03/2021

Population proportion by number of conditions

() https://tabanalytics.data.england.nhs.uk/#/site/viewpoint/views/Segmentation/SegmentSumm...
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im| i Segmentation: Segment Summa X | — X

& @ () https://tabanalytics.data.england.nhs.uk/#/site/viewpoint/views/Segmentation/SegmentSumm... €, )

Explore / Segmentation / Segment Summary

Cost and activity Financial Year 2020/21 Legend: ED attendances M Nen-Elective admissions [ Elective admissions OP attendances
Cost by point of delivery Cost per capita by point of delivery Activity by point of delivery Activity per capita by point of delivery
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Segmentation: Demographics - X | — X

& @ () https://tabanalytics.data.england.nhs.uk/#/site/viewpoint/views/Segmentation/Demographics?.. & ¥ © s B & 7= 4

Explore / Segmentation / Demographics

& Unde [ Revert A Refresh [} Pause (D AskData  *[0] View: Griginal Metrics o Share ownload () Full Screen
Population and person insight dashboard - Demographics m
Region STP CCG Primary Care Network Age Group Gender Ethnic Category IMD Quintile
(Al | [an | [an - | [qam | [an | [an | [cam - m

Currently showing metrics for Region: LONDON; STP: (STP), CCG ACN; Age group: (All); Gender: (All); Ethnic Category: (All); IMD quintile: (All).
Relative segment sizes Snapshot as at 31/03/2021
Healthy / Well LTC Disability Incurable Cancer Organ Failure Frailty / Dementia
82.9% 14.7% 0.7% 0.1% 0.8% 0.8%
Segment proportion by age group Age profile of total and segment population
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-4 | | 60-64 I | _— u
40-44 K — 55-50 ] I . n
35-39 | S 5054 I = [— = I
30-34 | 45-49 N [ ] [ ] 1
L ——————————— | = |
15-15 | el — B BN - !
ey 00— 7 203 NN . - '
5-0 | ] B ———ll—— | |
y————————————— 20-24 - u - |
0% 10%  20%  30%  40%  50%  60%  70%  80%  90% 100% 1519 - -
Percentage of population ) — - 1 [ I
5-9 | 1 |
Il Healthy / Well [l Disability Organ Failure 0-4 N [ ] | ]
HLTC Incurable Cancer M Frailty / Dementia
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Segmentation: Demographics - = X +

C

() https://tabanalytics.data.england.nhs.uk/#/site/viewpoint/views/Segmentation/Demographics?...

Explore / Segmentation / Demographics

Q 73 © @&

= @

& Undo

E £ Type here to search

[& Revert

2 Refresh [} Pause

Index of multiple deprivation decile proportion of pepulation segment
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Percentage of segment population
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IMD deciles: 1= most deprived 10%, 10 = least deprived 10%

Ethnicity category proportion of population segment

Total
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neursble Cancer _ -

Organ Failure
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*[i] View: Original

Population segment proportion of index of multiple deprivation decile

Metrics

@D Ask Data
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+.:' Segmentation: System View - Ta. X +

@ () https://tabanalytics.data.england.nhs.uk/#/site/viewpoint/views/Segmentation/SystemView?:iid =1 S}

Segment Summary = Demographics | Prevalence Acute Utilisation = HealthSpan = Segment Flow = COVIDI19 Risk Factors = System View | About

Population and person insight dashboard - System View

Region SIS CCG % v
EASTOFENGLAND | [MIDANDSOUTHESSE.. » - Use all 3 fiiters (irom Ieft to right) to alspiay information correctly

Population with Chronic Conditions vs

Currently showing metrics for Region: EAST OF ENGLAND; STP STP, CCG CCG, PCN: All
England Region: All STP (within region): All
18,096,336 18,096,336 18,096,336
Chronic Conditions Chronic Conditions Chronic Conditions
A0.5% A12months A05% A12months A05%  A12months
0 0 0
28.4% 28.4% A0.0% vs England 28.4% vs. Region
CCG by % with Chronic Conditions PCN Breakdown
Total Population PCN 81488
\= ® % with Chronic Conditions
+
& ¥
»

CCG (within STP):

81,958

28.2%

27%

Chronic Conditions
A0.4%  A12months

A11% vs STP

percent () Abs

—— )8

329

21:49
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im| % Segmentation: System View - Ta/ X | =

&« @ () https://tabanalytics.data.england.nhs.uk/#/site/viewpoint/views/Segmentation/SystemView?:iid =1 Q v © B & ¥ U I
Demographic Health Determinants | Selected filters account for a population of 219,538 ~ Benchmark Level Comparison Population by Condition

National (England) -
Acorn

IMD Quintiles
1 17% Not Known 3% I Hypertension _ 29,058

Affluent Achievers 29% Asthma - 15,922
2 2% i 15,388

Rising Prosperity 6% . Depression -
Osteoarthritis 14,881

3 15% Comfortable Communties 24% -
Diabetes - 13,599

o Financially Stretched 27%
4% Coronary Heart Disease (C - 10,355
Urban Adversity 11% Cancer - 9.410

Not Private Households 1% I Cerebrovascular Disease -6522

1 = most deprived 20%, 5 = least deprived 20% * Cannot be used to filter tariff data or conditions (only demographic data) Osteoporosis - 6.257
Atrial Fibrillation | RS
Population Pyramid Ethnicity - White/BAME Ethnicity - BAME Breakdown COPD . 5,259
8 I | ‘.-'T.'I:Me B(AME NmTlvénm'.-n Chronic Pain . 5080
5% 9% %
Peripheral Vascular Diseas . 4019

. 5% Heart Failure l 3,470

Serious Mental lliness (SMI) I 2,787

Epilepsy J2369

65-84 73% 70% White ‘ ) o ‘ ,
Population in Ethnic Group: 75% of Total Population Chronic Kidney Disease (C.. [] 2.306
85+ II Share of Chronic Conditions Population within Ethnic Group: 34% Rheumatoid Arthritis B22s8
* Conditions are not mutually exclusive (1.e. a person can have
30% 20% 10% 10% 20% 30% more than one condition simultaneously). Conditions with 7 or
less people are not shown
Percent Male Percent Female * It is not possible to filter by condition
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im| i% Segmentation: Acute Utilisation X | - - X

& @ () https://tabanalytics.data.england.nhs.uk/#/site/viewpoint/views/Segmentation/AcuteUtilisation?:iid=1 Q v © 3
@D AskD
Annual Acute Cost per Segment - breakdown by point of delivery Legend: ED Attendances W Non-Elective Admissions Elective Admissions OP Attendances
Healthy / Well LTC Disability Incurable Cancer Organ Failure Frailty | Dementia
:O? E\ =
g @ S 2
o - o < =
o] ol o] ™
— == o™~
o o o 2 o 2 -
= = L P o o . -
2 c B3 @ o 8 e s 2 o o B g 2 g T e
N 5 2 X P © 3 = 2 z o = s Py = 2
- - o~ ") ™ & w @ = o~ o« =z = =
s L L o ) b o & @ ) &« [
= — - ~ o | “ W = . =
ED NEL EL OP ED NEL EL oP ED NEL EL OP ED NEL EL OoP ED NEL EL oP ED NEL EL OP
% of Segment Annual Cost by point of delivery
100%
) - - -
0%
Segment Annual Acute Cost per Capita Financial Year: 2020/21
Healthy / Well LTC Disability Incurable Cancer Organ Failure Frailty / Dementia
£134 £667 £1,013 £9,247 £4,334 £5,070
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OBH Outcomes Platform Set Trajectory § rupert@outcomesbasedhalthcare.com ~ Iobh [

Outcomes Set:

West
Midlands

% Select your CCGs Select Comparison CCGs

from [ Apr v |[ 2012 | CCG A CCGA
to [ Mar v 2015 v ccG B CeG B

LY CCG.C CCG.C
Clinical cyce | 12 | months CCG.D CCGD ,.

Mortality
B 5e o e SUSregistered + [ ST Incidence Rate Annual (per 100 people * 32,1115 1 Peoplewith Diabetes = i+ S k
troke

Premature Mortality
Symptoms Related to Diabetes LR L) SUSregistered « primary ~ kY axis A measure of admissions with a primary

diagnosis of stroke, and a secondary diagnosis

Days Disrupted by Care < . of diabetes, who are 16 years and over and
All Diabetes Complications i 1.2 registered at alocal GP-practice.
o 1.1
Major Lower Limb Amputation g 1.0 OUTCOME RATIONALE
Minor Lower Limb Amputation o )
S 0.9 NUMERATOR
Total Lower Limb Amputation _  0.84
Preventable Blindness _E: 0.7 DENOMINATOR
End Stage Renal Failure r_:v 0.6 DATA SOURCES
£ 05 CLINICAL CODES
] < 0.4-
Myocardial Infarction )
£ 0.31
Onset of Major Lower Limb Amputation o 0.2-
Onset of Minor Lower Limb Amputation 8 0.14
c .
Onset of Total Lower Limb Amputation L 0.0
Onset of Preventable Blindness & RN o 3 o® o ot o o

< A\ A
o0 0 ap* 00 e g0 % w«ﬁ‘" 19‘“3 S ot

Onset of End Stage Renal Failure

Onset of Stroke Vour s -CCG_A Comparison £CGs -CCG_A

Onset of Myocardial Infarction () Show data by month Show monthly average bar ~{_~Show data by manth Show monthly average bar



Measurement

OBH Outcomes Plattorm. | Oines Daaview | B e T o | Py e————
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Greater
Manchester

¥=

Frailty/Dementia

2016 w L

Time at Place of Residence SUS + Primary €+ Incidence Rate Manthly (e 1000 pect - Feople with Fraity or Demen -

- Serious Fallsin
L] ok s Frailty/Dementia
Ameasure of admissions for falls in people with
frailty and/or dementia
Delirium

'OUTCOME RATIONALE -~
Incontinence, UTls and Severe.

Older peaple are more winerable to falls, which are a
Constipation major cause of disability and the leading cause of

mortality due to injury In oider people. Falls are the
Dementia Prevalence Gap i

gest ¥
penple, accounting for about 40% of ambulance calls.

30 Day Readmissions among people over 65 years old.

Fragility Fracture Recovery
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Outcomes Selection and Prioritisation

Obh | Outcomes Explorer  searchforoutcomes relevant to your populations to buid alocal Outcomes Framevwork

Search for outcomes: Config Mode 13 outcomes selected
Show/Hide descriptions | Print | Columns: |12 3 4 5 6

Clinical OUTCOME

[[] Select all outcomes (104)
Search by population segment:
] End of Life (9} Patients back in hospital on day 30 after discharge
[] Healthy (16)
(] Frailty and/or dementia (20)
&[] Long Term Conditions (LTC), disability and/or organ failure (59) Days disrupted by care

-] Long Term Conditions (56)
-] Disability (19) Time spent at home for people with learning disability

Emergency readmission within 30 days

Hospital length of stay for pneumonia and/or influenza

®-[] Organfailure (18) Time spent at home in last [4 weeks] of life

Search by type of outcome:
[] Proactive identification (4) Need for emergency hospital care for people on the Palliative Care Register
[ Public health outcomes {26)
["] Primary prevention (4)
[C] Mortality outcomes (29) issi respiratory i ions in last [4 weeks] of life
[] Complications (22)
[[] Acute conditions (34)
[7] Secondary prevention (60)

Need for emergency hospital care in last [4 weeks] of life

Emergency admissions for pain control in last [4 weeks] of life

Time spent at home for people with frailty and/or dementia
[ Receiving care in the right place, at the right time (8)

] Disruption by care (13) Patients back in hospital on day 91 after discharge
[7] Care at the time of and post-discharge (12)

Patients readmitted as eme within 30 d fdischa
[ Need for emergency care (56} e rgency within 30 days of discharge
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Measurement

OBH Outcomes Plattorm. | Oines Daaview | B e T o | Py e————
3= .

Greater

- Manchester

2016 w L

m—| ‘ manths CCGK

‘Time at Place of Residence

Frailty/Dementia

Breskcowns Incidence Greakiown Nore seiected . .
Serious Falls in
Frailty/Dementia

Ameasure of admissions for falls in people with
frailty and/or dementia
Delirium OUTCOME RATIONALE -

Incontinence, UTls and Severe.
Constipation

Pressure Ulcers ittty

Older peaple are more vulnerable ta falls, which are a
major cause of disabllity and the leading cause of
mortality due to Injury in older peaple. Falls are the.
Dementia Prevalence Gap i

gest gency
penple, accounting for about 40% of ambulance calls.

30 Day Readmissions among people over 65 years old.

Fragility Fracture Recovery

Incidence Breakdown
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Finance

Emrm 0 =

T [y [ T e 11

- Set available budget Y- e [ —

- Decide on: e o - e
+  Long Term Conditions Q% _

Outcome weightings R

Serious Falls (Y m

::t:::‘enoe‘ UTIs and Severe Constipation E: “

Payment bands =

Dementia Prevalence Gap B% m

- Target values e — .
Endof Life .@x_

DR OR OB B ROR BRI

- Monitor progress
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Contact

info@outcomesbasedhealthcare.com @rupsdr

www.outcomesbasedhealthcare.com @obh_uk
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Copyright notice: OBH (Outcomes Based Healthcare Ltd) are often asked for permission to share or
reproduce content from our slides, website or printed materials. All such content remains copyright of
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