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Intelligent use of information

Feedback evel.’gwhere @® Risk stratification to precision prevention
we go: even without

the pandemic the Y5 New and integrated care models
current model of

beolth sen.nce delivery I~ Demand and capacity planning

is unsustainable

Our work says there =1 Costs and productivity

are actions we can
take

Getting the data right

Q GrantThornton
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But you can’t do this by models and methods
alone: co-production - how - is essential

This needs real expertise -
knowledge, experience and
wisdom - to lead the co-
development

System look at pathways and
population segments with real
time demand, capacity and
options modelling

Supporting leadership to get
the baggage out and select
the right services for
transformation

Co-production of realistic but
very challenging - structured
framework, regular
communication, clear
outcomes

Engagement process with
clinical leaders future models
based on technology, policy
and context

Knowledge transfer -
technical, application of
knowledge, shared-
understanding

This is hard and messy but sustainable change is unlikely without it
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Precision prevention
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Precision diagnosis and treatment - an example of
where the science is taking us now

Leveraging Proteomics for Population Health & Precision Cardiometabolic Medicine

Select difficult-to-segment Assess event likelihood in next Allocate resources Whole Patient Rational Choice
populations four years Assessment of Treatment
X - # jalking ‘

Death, heart failure,

1 myocqrdlal mfarct, sfroke SomaSignal™tests S
' ‘ Low i Status Quo to aid choice of Statins
5 Low-med action: Vitamin E
g Modulate Caloric restriction
- § o Med—;High preventative o Liverfat Glitazone/metformin
People with higher than average risks 'g care ° ViSCSI’OI fOt
2 ‘ e VO2Z max .
gos High } Avoid next event: e Virtual OGTT bides: S?SETT;CSKQ
§ | maximize e
04 treatment «  Kidney (current) DPP-4
. Baseline 1year 2years 3years 4years TSRS * K|dney ) A 'EplA
Elderly without prior events Multi-morbid diabetics Time from precicton [pl’OgﬂOSISJ ngioplasty

. Heart failure Bariatric surgery

Repeat Testing to Measure Change

Modulate course of treatment and assess cost-
effectiveness of practices

Coronary
Cornary symptoms - symptoms -
prior events primary
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What can you do with all this?

Risk stratification

Life course planning

Clinical model change

Real demand management

Front foot planning

In other words plenty of opportunity - leading 1 of our clients to plan for a 22% emergency care reduction
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Integrated care models
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Looking at Stratification...

Risk stratification - using the data to identify within each
segment where an impactable intervention can be focussed

e RO et Main “dimensions™

* Demographics and Risk Factors

e Clinical Information

Low Complex Needs

* Socio-economic Characteristics

< . .
— Diabetes, Frailty and Mental Health. ...
LTC
w. d Cancer, Eol

Healthy o omen an Diabetes, CVD,  Short period of
Maintainmn Disability Children Epilepsy, decline and

ood heoltﬁ Learning Maternity and Mental Health dying  g—
& . and Physical Childrens MSK, SMI, (cancer),

9 services Asthma, organ failure,
COPD, Frailty, Neuro

dgmentia

This means knowing more about our
populations than if in “repair shop” mode

o GrantThornton

9  © 2021 Grant Thornton UK LLP.



Diabetes — a
worked example

Pre Diabetes

Healthy/Not Diagnosed With Diabetes
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Diabetes

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

Diagnosed with T2 Diabetes

BMI 25 - 29.9+

HbAlc>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)

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)

BMI of 18.6 - 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)

Commercial in confidence
Not achieving 2 or more optimal Blood
pressure > Cholesterol, HBalc
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

Not achieving 1 optimal

Blood pressure, Cholesterol,

HBale,% 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

Smoker /social substance misuse

Drinks >14 units of alcohol in a week
regularly

Pregnant/History of gestational diabetes
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Diabetes - a worked example

GP Patients not diagnosed with Diabetes - At a glance! GP diagnosed with Type 2 Diabetes - At a glance!
+ High degree of obesity, smoking, high blood pressures and lipid *  Variation in treatment target achievement across localities (32 - 40%)
Summary abnormalities *  Variation in structured education programme between localities (36-61%)
+ Disease waiting to happen *  Variation in income, employment and adult skills deprivation across localities (under 50% vs over 50%)
1 7.1% of population aged 16+ diagnosed with T2 diabetes; 31% family history of diabetes
1. 51% of population without diabetes are overweight or obese 2. 36% offered Structured Education Programme
Area A 2. 19% smoke 3. 33% achieving all 3 treatment targets (HbAle, Hypertension, Cholesterol)
3. 13% on hypertension register k. 15% smoke; 86% overweight or obese; 19% on CKD register
4. 10% high cholesterol 5. 24% live in areas of high ‘income deprivation’; 39% in areas of high ‘employment deprivation’; 46% in areas of
high ‘adult skills deprivation’
1 5.4% of population aged 15+ diagnosed with T2 diabetes; 34% family history of diabetes
1. 39% of population without diabetes are overweight or obese (??) | 2. 61% offered Structured Education Programme
Area B 2. 20% smoke 3. 32% achieving all 3 treatment targets (HbAlc, Hypertension, Cholesterol)
3. 9% on hypertension register 4. 17% smoke; 84% overweight or obese; 10% on CKD register
4 7% high cholesterol 5. 56% live in areas of high ‘income deprivation’; 4% in areas of high ‘employment deprivation’; 53% in areas of
high ‘adult skills deprivation
1 5.9% of population aged 16+ diagnosed with T2 diabetes; 31% family history of diabetes
1. 48% of population without diabetes are overweight or obese 2. 56% offered Structured Education Programme
Area O 2. 14% smoke 3. L40% achieving all 3 treatment targets (HbAle, Hypertension, Cholesterol)
3. 13% on hypertension register 4. 11% smoke; 84% overweight or obese; 17% on CKD register
4 12% high cholesterol 5. 9%live in areas of high ‘income deprivation’; 13% in areas of high ‘employment deprivation’; 12% in areas of high
‘adult skills deprivation’
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So how might we go at this?

Engaging across the system in population health
management planning

(Notts, Cwm Taf Morgannwg, more on that in a
minute)

Working with secondary care teams on the future
role of the clinician

(PAHT, Northern Devon, Cardiff & Vale]

Strengthening data & analytics functions within
providers and systems

(North Wales, West Midlands)

Building this into demand and capacity modelling
for strategic change

o GrantThornton
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Demand and capacity
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The need to understand demand and capacity

Demand and capacity modelling e
M oWhole system view
underpins all our work at the moment oitegroted view of demand
. . oShared capacity
There is a real and pressing need to oConbined ooy s st

understand not just expected patient
need, but the operational capacity
OVO”Oble to OddreSS thiS’ Ond the g(]p Operational level ‘ Capacity and demand
that iS |eft capacity analysis forecasting

oDetailed build-up of capacity oUnderstand throughput

Creates an agreed evidence base casumpiions oProjects demond bosed on
. oGranular understanding of scenarios
and shared understandin 3 between cperotonal delvery oS eraticea e alowo
. . o o oConstraints theor, changes in capacit!
execu t|Ve Py O pe ra tl ond | an C | INica | oSupports developg\ent of oSuppirts fundZmenEiol
options for service changes to clinical strategy,
| e O d S transformation workforce and estates
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Modelling approach

Understand socio-economic and other
determinants of demand to inform forecasting

Review and validate operational assumptions, Complement mo@elliqg outputs wi.th report to
scenarios and best practice to meet model understand implications and inform

objectives transformation journey

Establish baseline Assumptions & scenarios Deliver outputs

Data Demand

Baseline (2019/2020) Adjustments
Patient level data: « Covid impact
NEEIE ¢ Unmet demand

Scenarios Model outputs

Assumptions Report

Scenarios
Baseline
Business as Usual

Trust initiatives
New models of care

Activity projections
Admissions

Operational
Bed occupancy levels

Waiting times
Activity across sites,
services and teams
Admissions and ward
stays

Community caseload
and contacts

Patient acuity/needs:

* MHA status
Outcome measures
Primary diagnosis
Comorbidities
Medical history
Current bed, clinical
room and workforce
capacity across services
and sites

Demographic change
* ONS patient level age,
gender and location
adjusted projections
Mental illness
prevalence
Socio-economic factors
Unemployment
Deprivation
Inequalities
Education
Homelessness

Non demographic
change
Referral trends
W aiting list growth
MH condition
prevalence and trends
Impact of Covid on MH
demand
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Length of stay
Leave

Contacts per staff
member
Time per contact

Financial

Alternatives to hospital-
based care
WESIERS

Estate plans

W orkforce plans

External initiatives

National policies and
plans
ICS plans

Opportunities
Efficiencies
Best practice examples

Reshaped workforce

Outpatients
Community caseload
and activity

Capacity projections
Beds (in and out of
area)

Community staffing
(WTEs)

Full picture across
sites, services, cohorts
Estate
options/implications

W orkforce
options/implications

Estate sizing

(growth only)
Clinical model
opportunities

Improved patient
flows/transfers
Admission alternatives

Efficiency opportunities
Digital opportunities

&

Connecting the system

° GrantThornton



Visualisation of

outputs
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Spend profile — Unit costs by primary support need, 65+ age
range

Mental health
support

Learning disability,
support

Physical support
100

80
60
* Sensory support
2
Support with
memory and
cognition
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Costs and productivity
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Understand current cost base and cost drivers

to other
organisations

Funding

Funding aligns with
care

Changes in activity and acuity
18 © 2021 Grant Thornton UK LLP. o GrantThornton




Expectation vs reality
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Expectation: rurality leads to inefficient services & workforce issues

Chart 5: average unit cost compared to remote Trusts 2019/20

£300.00 o

o

£400.00

£300 00

£200 00

£100.00

£0.00

oK 100K 200K 300K 200K S00K 600K TOoK 800K 900K 1000K 1100K
No of episodes/atiendances

etric
National average National average National average

Vacancy rate

Proportion of temporary staff
Staff tumover

Staff sickness

Agency spend as % of staff costs
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Admissions and
Length of stay
Rank: 49/138

"——
Cancellations and
DNAs

Rank: 136/145

Efficiency - Inpatients

TT——
Waiting times

Rank: 6/145

Efficiency - Outpatients

™~

Qutpatient referrals

Rank: 21135

7~

Bed occupancy

Rank: 153/188

/

Day surgery and
outpatients
Rank: 83/136

A

Delayed transfers

Rank: 92/139

Qutcomes

/

Quality of Care

Rank:  171/192
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Expectation vs reality
Reality: funding had not kept pace with clinical delivery

Costs, income and activity over time

£195,000,000 310,000
/ £190,000,000 300,000
Revenua Cost o £185,000,000 250,000
£180,000,000
E 280,000
Rank: 11128 Rank:  116/144 £ £175,000,000 =
o 270,000 -2
3 £170,000,000 g
@ £165,000,000 260,000
[
£160,000,000 250,000
£155,000,000 240,000
£150,000,000 230,000
2017/2018 2018/2019 2019/2020

s Total income  ===Total costs — =—=Total activity™

o GrantThornton
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Getting the data right
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The data pathway

Inputs

Consistency of data capture
Documentation and SOPs
Levels of training and support
Process of data entry by clinical

|

-0

|
Systems

Clinical systems and
connectivity
System templates and
configuration

(L

Data management

System outputs definition

Database definition and
management

Hardware and infrastructure

Reporting and insight

Understanding requirements:
provider, commissioner/system,
national
Reporting tools and platforms:
dashboards, scorecards,

Commercial in confidence

lg:"\

Service engagement

Clinical ownership of data

Use of information & reports by
services

Process for identifying and

prioritising business need and
bespoke user requirements
Access and relevance of
benchmarking

Information captured outside of

Data flows across organisations
clinical systems

and service staff

National and local data
definitions and requirements

Consistency of datasets between

organisations Data quality improvement

Consistency of naming
conventions and hierarchies Digital skills: training and
education in the use of

information

Assurance and validation of
inputs Documentation of processes and

business rules

Completion and validation of

. . Information sent outsi f
national submissions ormation sent outside o

organisation (national/ local)

Governance, assurance, change control

o GrantThornton
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Working with the HFMA to improve data

Figure 2: Quality of patient data from main clinical system

|
Admitted patlent care

Urgent care (ASE/MIL)

Mon-admitted patient care, _

acute

Mon-admitted patiant care,
mental health

Non-admitted patient care,
COMMunity _ | |
0 . a0

% of respondents

B Robust and reliable Inaccurate

Incomplete B Not in usable format
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Governanceand ¢
leadership

Using the data

Clinical relevance
and ownership  ®

Consistent
understanding  °

Y Area ‘Practical solutions o=

Commercial in confidence

Hearrcare
Costing
tor Value

© GrantThomton

Costing and
data quality

Ensure you have the basic governance in place
Nominate a Board member with specific responsibility
for scrutiny and oversight of clinical data quality
Establish a data quality panel chaired by a clinician

Ensure that information is used to support decision making: improvements
will happen as clinicians review their activity and identify service
improvements

Make data readily available and easily understood: interactive reporting,
trend analysis, or dashboard reporting

Align data entry into clinical systems with how care is delivered so that it
generates meaningful, clinically relevant information

Build in checks to improve clinical data quality: monthly activity sign-off
with operational managers

Informatics, operational service, and finance teams should spend time
understanding each other's activities to ensure that data is more joined up
and consistent

Establish a single-version-of-the-truth for activity data to align national
and local reporting, and internal and external views of services are the
same

o GrantThornton
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Ensuring clinical data reflects care delivered

SHMI

T T T T
1.000 2,000 3,000 4,000
Expected number of deaths

Incorrect and misleading alerts

* Pneumonia
- UTI

* Gl haemorrhage

* Fluid and electrolyte disorders
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T T T T
1,000 2000 3.000 4,000
Expected number of deaths

Alerts accurately reflecting care
delivery

» Secondary malignancies
» Cancer of bronchus

* (Linked to out of hospital performance)

1.2000

11800

11600

11400

11200

11000

10800

1.0600

1.0400

1.0200

1.0000

SHMI

Sep-18| Oct-18| Nov-18 | Dec-18| Jan-19| Feb-19| Mar-19| Apr-19 May-19 Jun-19| Jul9 | Aug19 | Sep-19

Aug-19 | Sep-19| Oct-19| Nov-19| Dec-19|Jan-20, Feb-20 Mar-20, Apr-20 May-20 Jun-20| Jul-20 | Aug-20.
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Thanks for listening

Looking forward to questions




