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Why ICSs should prioritise secondary prevention

ey 1. Reduce health inequalities

» To address health inequalities, we need to do more to get
upstream and prevent the causes of health inequalities

mmmel 2. Reduce excess mortality

« Likely disruption to routine prevention services during the pandemic, in part, contributed to the
current excess mortality we are seeing.

s 3. Reduce preventable admissions

« UEC crisis is complex, prevention could help reduce
demand over the short to medium term
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Improvements in life expectancy have stalled and the gap

In life expectancy is widening

Life expectancy (LE) at birth for males and females in
England 2001-03 to 2018-20
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* Upward trend in LE in England seen in the 20t Century
has stalled and is now declining in older adults living in
poorer areas.

* Following the pandemic, LE fell by 1.3 years for males and
1.0 year for females in 2020.

Life expectancy (Years)

Life expectancy for males — by deprivation deciles, 2001-2019
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The rise in life expectancy is slowing and the deprivation
gap is widening
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There is potentially a relationship between delivery of
routine care processes and excess non-COVID mortality

Trend -- BP (CVDPREVENT)
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Date (week ending)
= Excess deaths involving CVD (any mention on death certificate)
~— Deaths where underlying cause was Covid-19, and where CVD was also mentioned on the death certificate
Source: CVD Source: British Source: Valabhiji et
Prevent Heart Foundation al, 2022

» BHF analysis shows significant non-COVID excess mortality following the pandemic and a drop in routine management of hypertension
over the same timeframe.

+ Published data* shows an increased risk of mortality in people with diabetes who did not receive all eight care processes between July
and Oct 2021 which is associated with a reduction in completion of routine diabetes care processes following the pandemic.

*Valabhiji et al. Associations between reductions in routine care delivery and non-COVID-19-related mortality in people with diabetes in England during the COVID-19 pandemic: a population-based
parallel cohort study. Lancet Diabetes Endocrinol. 2022 Aug;10(8):561-570. doi: 10.1016/S2213-8587(22)00131-0. Epub 2022 May 27. PMID: 35636440; PMCID: PMC9141683.




NHS

England

Failure to manage preventable conditions may exacerbate
pressure on operational delivery

Pressure on delivery Change in emergency admissions for hypertension
oo Unplanned hospitalisations for chronic cases that can be managed outside hospltal
160,000 ambulatory care sensitive conditions o CVD and respiratory 29 12
140,000 . o r
0000 diseases are the 2 g N}
100,060 leading causes of Eq 80% M
o emergency - = \\/\/ \j '
50,000 LT o+ 109, o 2
20,000 admissions for €5 - A~ /\/—’\/
2.0 . [ | ] chronic ambulatory 2 é il \/\
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Source: NHS Digital, NHS Outcomes Framework 5 E
a o
* Prevalence of LTCs increases risk of admission and complexity
of cases. - Analysis of data on ambulatory care sensitive conditions by the
« Multi morbidity exacerbates pressure on delivery. Prevalence is ][\qu:eld 'I;rust. Sh?lwz thatin Mgrlc):h fgg; emergenc;y q?mssmns
higher and onset earlier in those living in more deprived areas. Zoglszggrbzrglci):e ad increased by o compared with a




England
Strategic Context

Major Conditions Strategy. Hewitt Review.

o] Chronic
Cancer respiratory
disease
Cardiovascular
Dementia disease (including
stroke) and diabetes
Musculoskeletal Mental ill health
disorders

Our proposed strategic framework focuses on:

“The share of total NHS budgets at ICS level
going towards prevention should be increased
by at least 1% over the next 5 years. To deliver
this the following enablers are required”

Primary Secondary Long-term care
prevention: prevention: and treatment:
acting across halting progression in both NHS

the population of conditions or and social care
to reduce risk risk factors for an settings

of disease individual patient

Rebalancing the Embedding early Better Shaping services

health and care diagnosis and multiple connection and and support
system towards treatment in the conditions integration around people
P ively — giving them
prevention including through physical and more control
by managing aligning mental health and clarity of

generalism and services choice

specialism

personalised
risk factors
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Prevention as a key priority is supported by feedback
from the NHS Assembly

5 chionic llhealit) ¢
poor health

e Shift funding to
evidence-based
prevention
measures

e Collaborate with
partners to reach
those at greatest
risk

e Advocate for
action to tackle
the wider

determinants of
health

) three shifts in the delivery of healthcare to respond to the continuing

75 Report)

Personalisation

and

e Ensure people
have control in
planning their own
care

e Ensure continuity
of relationship
with clinical team

e Prioritise patients’
experience and
voice, particularly
marginalised
groups

3. Co-ordinated

care, closer to
home

e Accelerate plans

to strengthen
general practice,
primary care, and
community care

Better care for
those with
complex needs
and frailty by
community teams
and hospital at
home services,

....... e ...


https://www.england.nhs.uk/long-read/the-nhs-in-england-at-75-report-summary/

1. The NHS is uniquely placed to lead on secondary
prevention, but needs to do so in the context of the overall

system strategy

NHS

England

* We are advocating for a stronger NHS role in
prevention;

* This needs to sit alongside and align with a broader
system wide strategy for prevention and tackling wider
determinants;

* The NHS role in prevention:

I.  Uniquely placed to lead action on secondary
prevention — eg ABC for CVD prevention;

ii. Expanding role, alongside local government, to
address modifiable risk factors;

iii. Working with local government and VCS partners
to improve outreach to under-served
communities;

iv. Advocating for and supporting action on wider
determinants (but not necessarily funding);

v. Contributing to social and economic development
as we deliver healthcare - an anchor institution.

Secondary
Prevention .
Major focus of
NHS investment
inthe LTP
Lead
Wider Modifiable risk
determinants factors
Al P
— dvocate artner heﬂ
Syste
 — m %
wide c——m
al
Anchor Contribute Partner Community
institution outreach
)

R

Y
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2. Ensure strategic alignment between prevention and
health inequalities

Alignment between system wide action on health inequalities and
prevention is key supported by effective use of data to stratify
population groups to enable effective targeting strategies

Intelligence

WHY * Improvements in healthy life expectancy have stalled; particularly amongst more
. deprived communities
Addressing e Being driven by a higher prevalence of modifiable risk factors within certain
health opulation groups, particularly the Core20PLUS5 population
inequalities pop groups, Y pop
S Why: Addr_ess_ing HOW * The move towards PHM, integrated data and predictive analytics enables more
2 inequalities in . effective targeting and tailoring of interventions
outpomes, Population * Enables targeting on those groups who are experiencing greatest inequity in
experience and health outcomes, experience and access and those who do not traditionally engage with
SEEESS MEWEEETIE health services
WHAT e There is extensive evidence on secondary prevention interventions which work and
deliver rapid improvements
Second?ry e NHSE in partnership with NICE, have developed a resource with the most impactful
. ’ Interventions prevention idrgee;\;eentions for the prevention and management of CVD, diabetes and respiratory

Using a PHM approach to target secondary prevention
interventions will contribute to reduced health inequalities



ICP Strategy Mission 2:
Helping People Stay Well and
Detecting lliness Earlier

Greater

Manchester

Integrated Care
Partnership




The Strategic Financial Framework is developed via a four-stage

approach
Understand baseline and “do Fon5|der e ) . . .
. improve health, performance and Phasing and Investment Reflect in financial framework
nothing” forecast .
finance
s ™ . . N - N (0 ; A
Understand place 1. Reducing the growth in * Identification of * Calculate the total allocation
* Segment population by prevalence and progression interventions and ROI change including ICS and
5 age, condition and of ill-health * Non-recurrent NHSE in the do nothing
B deprivation 2. Optimising models of care to investment to ramp baseline
_g_ * Level of consumption of optimize total spend (across up/double run services *  Optimise spend while
o healthcare all settings) for each segment * Investmentin data and improving population health
*  Allocation growth 3. Improving care for the most digital capabilities and shift pattern of spend
* Spend on providers disadvantaged communities
N VRN J /< J
(Understand provider h r1, Improve model of care to 3 (- Non-recurrent costs A F_ Forecast current underlying
e Understand current increase quality and flow to support position for each provider
activity and expenditure (theatres, OP, discharge) transformation * Understand the productivity
] *  Apply growth 2. Pure unit labour productivity * Anyrestructuring of gains that are required to
-E assumptions (skill mix, rota, bank/agency) costs to address a address the underlying
g * Understand the 3. Procurement (drugs' medical deficit position
underlying recurrent consumables, nonclinical) * Investmentin data
financial position of each 4. Estates (facilities, capital, etc) and digital
trusts 5. Back office (IT, admin) capabilities
- J L J L J J

CF



Those who are frail and have multiple LTCs account for 36% of total

healthcare spend in GM, despite only making up 9% of the

population

Population size and healthcare cost by segment

Proportion of the total population and total healthcare spend for each population segment across all ages

0%

12%

11%

23%
GM population Healthcare cost
GM Strategic Financial Framework Source: CF Analysis, ADSP, August 2022 — August 2023

m Palliative care

m Frailty

m Cancer

m Homelessness & substance misuse

m Mental lliness

m Multiple long-term conditions

Single long-term conditions

m Good health

The good health population
segment accounts for 72% of
the total GM population but
only accounts for 23% of the
total healthcare spend

Conversely, those who are
frail make up only 2% of the
GM population but account
for over 19% of the overall
healthcare spend

Those with multiple long
term conditions account for
17% of all healthcare spend
but are only 7% of the total
GM population

~

oF
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Three population health opportunities have been identified and
guantified to optimise the allocation and support health and care

services in better, more efficient, ways
Opportunity:

Opportunity 1:

Reducing the growth in Opportunities to reduce prevalence and progression of ill health relative to baseline trend based on
prevalence and targeted prevention and early detection activities

progression of ill health

Opportunity 2:
Optimising models of
care

Opportunities to change models of care to deliver more consistent proactive care to support effective
population health management

Opportunity 3:

Improving care for the Opportunities to improve health and address and reduce disparities in care for people in deprived
most disadvantaged socioeconomic groups

communities

CF



Quantified opportunities map to primary, secondary, and Social
Determinant focussed interventions

For the purposes of initial investment quantification — opportunities one has been aligned with primary intervention, opportunity two with secondary

interventions, and opportunity three with Social Determinants of Health interventions

Opportunity 1: Reducing
the growth in prevalence
and progression of ill health

Opportunity 2: Optimising
models of care

Opportunity 3: Improving

care for the most
disadvantaged communities

\

Opportunities to reduce prevalence and
progression of ill health relative to

ﬁrimary Prevention intervention across five key areas:
*  Smoking

baseline trend based on targeted
prevention and early detection activities

\
Opportunities to change models of care
to deliver more consistent proactive

*  Obesity
* Diet
°  Exercise

Q Alcohol Dependency

/Secondary intervention, targeting 5 specific patient cohorts:
Cardiovascular Disease
Diabetes

care to support effective population
health management

*  Respiratory Conditions
*  Frailty

e Serious Mental lliness
g

AN

Opportunities to improve health and
address and reduce disparities in care
for people in deprived socioeconomic
groups

*  Housing

*  Food Insecurity

*  Transport

*  Substance Misuse

Interventions targeting 4 social determinants of health areas:

AN

oF



Opportunity 2: Optimising models of care

Key areas for potential avoided cost have been identified across

Multiple.Long Term Conditions, Mentglsilicaansliam IETTEETIN>
O (=) O (1) (8)

' Good health Multiple LTCs Mental lliness Homelessness Cancer Frailty Palliative care
Pop: 76% Pop: 6% Pop: 6% Pop: <1% Pop: 1% Pop: 1% Pop: <1%
Age Opportunity: Opportunity: Opportunity: Opportunity: Opportunity: Opportunity: Opportunity:
2% 14% 43% 12% 1% 24% 4%
/ﬁ ( N\ (
0-17 Size: 402k Size: 22.3k Size: 15.1k Size: 71.4k Size: 380 Size: 180 Size: 3.71k Size: 8
Pop: 17%
Saving: 8%

AN J/ G J G J J J
/ﬁ ) 4 N\ ) )
18-64 Size: 1.43m Size: 154k Size: 197k Size: 188k Size: 13.7k Size: 27K Size: 17.9k Size: 520

Pop: 74% @
Saving 60%
;} ~ . J J
e B ( ) ( )
65+ Size: 139k Size: 56.8k Size: 205k Size: 43.4k Size: 2.47k Size: 40K Size: 34.3k Size: 785k
Pop: 9% @
Saving 32%
\ / & J & J

LY i
'JI. GM SFF Manchester Place analysis Source: ADSP




Opportunity three analyses and quantifies the inequalities

between the most disadvantaged populations and the general

population

Spend per capita (£) for GM’s Core20 and the rest of the population
Spend per capita (£) for most cost effective adjusted Core20 and the rest of the population across GM and %difference

| Opportunity 3: Improving care in disadvantaged communities

£900
£800
£700

£600
£500 @

£400

£300
£200 £387 £362

£100

Cost per capita

Outpatient

GM Strategic Financial Framework

£93

Elective A&E

Source: CF analysis, ADSP August 2022 — August 2023

Non-elective

m Rest of population

Mental Health

oF

m Core 20

£187 £283 £228 £253

Community

62



NHS

England
Opportunities

» Financial challenges, but ICS and ICP provide a * Increase ICS spend on prevention — let’s not polarise
vehicle for joint working; the debate?

* New NHS lifestyle interventions + LTP funding for in- * Redouble focus on interventions with the strongest
hospital stop smoking services; evidence base (eg CVD ABC).

» Opt-out approaches proving successful in EDs (HIV * More integration across pathways (eg between GP
etc); and secondary) to address multi-morbidity?

* New ways to engage patients in their own homes — « Targeting underserved groups and aligning

eg home blood pressure monitoring, COPD@home. prevention opportunities.
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Using a Population Health Management Approach to
tackle Health Inequalities in Slough

Presenter: Dr Priya Kumar, GP and Health Inequalities Lead, KMC
Transformational Clinical Lead Connected Care, Frimley ICB

Frimley Health and Care
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It's all about the people

Search the Directory for Activities & Services in Slough QNS Sloy,,

=T e = -
& L e\ S A i
i st— : R - i | o Community

Directory

e P o
www.wellbeingforslough.org.uk@ !/2':7%/ %:S)

(% CONNECTED CARE
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Frimley Today

BUCKINGHAMSHIRE

Demographics Deprivation Healthy life expectancy at birth (years)

. 2016-2018
Population - 800,000 People that live in recognised areas of deprivation will often - Female

have poorer outcomes. Bl Male
Most of our population do not live in an area of deprivation.

Over 30% are in the 10% least deprived in society.

x1 mK All areas contain pockets of deprivation but they can be less 0
visible due to nearby affluence. In Slough there are more Win d SOr an d

people living in deprivation. i
Maidenhead

0

~
' o

3% of the ® @
population live in i e 9
the most deprived 7 . [ ]
ERKSHIRE areas of England, ‘ ®
il while the region m;- ® Surrey 68 6
also includes large e ' o
affluent areas. :
SURREY il ? ’ ; ‘ Bracknell
Population increase ; ’ ° 3

éﬁ%‘i byfﬁﬁ @ @ @ @ @ @ Forest

6.4% , o Hampshire
People living in areas of deprivation have a greater prevalence of
Long term conditions such as Diabetes, Hypertension and Obesity.

HANMPSHIRE
COUNTY
COUNCIL

B
M

.

.

.

.

.

(about 47,000 people with largest increases "
in the over 60 and 13-18 age group) RegisterDescription Prevalence DSR Quintile 1-2 Prevalence DSR Quintile 3-5  Prevalence DSR Quintile 1-2 vs E n g I a n d :

: 63.4 F

- .

Diabetes 105% 53% ‘ 198 s :

Mental health 13% 07% | e .

(o) o 2% 12% | ils3 C

) (o) PAD 7% 04% | 175 Slough o

Learning disability 06% 04% | 172 5 8 7 o

Heart Failure Lvsd 05% 03% | 161 = 0

(1 35 %) Non-Diabetic Hyperglycaemia 70% 45% ‘ 155 -

ASCOT o BRACKNELL « FARNHAM e MAIDENHEAD  NORTH EAST HAMPSHIRE e SLOUGH e SURREY HEATH « WINDSOR
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Connected Care System Insights

Choose report

Choose toolkit

e Ovewiew _Aduns

How big is the Core20Plus CYP population?

Define populaticn

View insights

Breakdown of cohort
size

47,897 175,560
Core20Plus Cohort All CYP (Under 18s)

27.28 %

% of population

5 (CYP)

Plus (CYP)

Select column to show in Venn

9% of Core 20
Plus 5 cohort

% of total

Cohort size .
population

Target
population
-

100.00%

Total 37.51%

65,861

® Mo
Yes

Show low
numbers

Include Secondary @ No
QOpt Cuts Yes

Core20

Info:

+— 5 group here includes
entire population with
relevant conditions,
including those outside
Core20Plus population.

Table to the right shows
the cohort with clinicial
conditions within
Core20Plus cohort—

Core 20 Plus 5

Prevalence of

Clinical Outcomes
cond

Achievement of checks

itions

Multiple selections AV

Breakdown of the Core20Plus target

population

RegisterType % Prevalence # Prevalence
= Core20 38,497
Deprivation Decile 1 0.0% 54
Deprivation Decile 2 3.0% 5,289

Deprivation Decile 3
Deprivation Decile 4
= Plus (CYP)
Learning Disability
Lives in Househaold with Carer
Young Carers
Total

j

12,086
0.4% 634
0.1% 233
47,897

Clinical cohorts within the Core20Plus target population

RegisterType % Prevalence # Prevalence
= 5 (CYP) 16,218
Asthma 3.0% 2813
Dental 1ssues 2.5% 2,383
Epilepsy 0.3% 305

nental Health and Neuradivergence
Type 2 Disbetes
Total

Date accessed: 14/09/2023

16,218

| Data refreshed: 13/09/2023 05:25:32 PM

5

Ys &b 780,128
Population Patients Pooulation size

Activity

REDUCING HEALTHCARE INEQUALITIES NHS]
. FORCHLDREN 'ND YOU |G PEOP.E L
BT e e e Eompane,
= S
= St
5 SRR

g

CORE20 PLUS

[

Find aut more about the Core20Plus5 (Children and Young

People) approach here:
RRroach to reducing,

hezlth inequalities for children and young_pecpls

Venn diagram key

Clinical cohorts
outside Core20Plus
population

i
I
Clinical priorities f H
within Core20Plus AN B —— N
ulation r
L ~~ __ 4| wider Core20Plus

1
1
: target population :
-

| User: shariga.akbar@bks.gnpoph.com

CONNECTED CARE
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SRR : e :
=@M Reducing Health Inequalities in our most deprived
populations in Slough
The Aim: DIPCARE-Q
The overall aim of this indicator is to empower people in our most B
deprived communities to make positive changes to help themselves
Rationale for intervention: il i n—_—
« Enable opportunities to support patients to identify issues and for b e i s ey
practice teams to build trust with this patient group from a social f
perspective ol
* Provide health education ’
» Understand barriers to access that these patients experience to i : e
improve future experiences and overall health outcomes ] u BT e s
3 ; ) ; ; ! 1 ntarnet fat homa,at
« Empower our social prescribers within primary care i m T
 Further strengthen the strong partnerships within Slough < — Te———
ii " ,.;‘,;1 ,':ﬂ:;:r:" Tealth ksons of probleres hat Fave § mafor
Cohort description: Residents living in decile 1-3 with 2- 3 chronic i T

Conditions (hypertension and / or obesity and / or diabetes)

Citation: Vaucher P, Bischoff T, Diserens EA, Herzig L, Meystre-Agustoni G, Panese F,Favrat B, Sass C, Bodenmann P. Detecting and measuring
deprivation in primary care: development, reliability and validity of a self-reported questionnaire: the DiPCare-Q. BMJ Open. 2012 Feb 3;2(1):e00069

‘% CONNECTED CARE
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Process, Outcomes & Interventions

Process Patient Reported Need Interventions

Appropriate residents invited for
session with Social Prescriber

\ /

DiPCARE Qs completed with resident
(Information embedded in EMIS )

\ /

Social Prescriber refers and feeds Mental Health
back to community services N= 642

Fuel poverty support:
Single social MDT line,
Warm hubs, fuel vouchers,
advice

Fuel poverty
N=929

(3.2,3.5) Isolation
N= 1,332

Mental Health and Wellbeing
Assessments
(+ Talking therapies)

Digital Buddies:
Supporting residents improve
digital literacy

Digital Inequity
N=290

Embedded data used for Analysis
and Evaluation Food poverty
N=268

Multigenerational Household
Pilot:
Supporting family units

Governance - Health Inequalities Board (@ CONNECTED CARE
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Value + Outcome

= Deprivation Questionnaire refused (N=750) There has I?een a Net Achievement of health checks completed
Reduction of:
B Deprivation Questionnaire completed (N=3175) | Mar-22 Apr-23 % Change
0, 0, 0,
. 3% in 999 calls DQ Co'rr'lpleted 65.53% 72.86% 7.33%
3% DQ eligible but not completed| 58.62% 64.45% 5.83%
999 calls I
*  59%in 111 queries Achievement of Treatment targets for health checks
. -59% | Mar-22 Apr-23 % Change
111 queries 4? . i i
m 15% in Inpatient DQ completed 79.18%  79.65% 0.47%
Admissions DQ eligible but not completed| 76.63% 76.77% 0.14%
Inpatient admission i -15% )
. 9% in AE attendances
9% Key Insights
AE attendance Ir Patients who have completed the questionnaire have
12% There has been a Net had a greater increase in their achievement of health
Primary Care increase of: checks and their treatment targets compared to those
Encounters ‘ who have not.
* 12 % in Primary Care
-50% 0% 50% 100% SRR ES -
&% CONNECTED CARE

(%
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Scaling of the Holistic Needs Assessment (DipCare-Q)

« Digitalisation of the holistic needs assessment (16 questions - DipCare-Q) [ # s

* Automated text response with support depending on the answers

» Increasing capacity within the social prescribing

responses. (sample SMS messages)

teams for those that are digitally capable s = R S S e e

» ldentifying those residents who potentially have digital inequity

concerns through analytic dashboards

» Scaling the offer through digital to reach out to as many residents as possible

‘% CONNECTED CARE
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Multigenerational Household Pilot

Findings from the initial Pilot

f*? 39 vear old
%  Prediabetes (no check in 2.5 years)
4 Asthma (non-compliant with meds)
Interventions:

Bloods taken

Medication review

Pre-paid certificate

Fuel Poverty Vouchers

+ Poorly controlled diabetic
Interventions:

v Repeat Hbalc taken

v Blood pressure check due

®
“ 34yr
++ MMR outstanding
Intervention:
" Information - filled

% 3yr6m
Intervention:

r&xxx

+ 68 vear old (not present)
+ Prediabetes outstanding

.

+% Pneumaccal Injection of/s
Intervention:

Y Given appt - attended (07/03) | 9 indicators completed

Syr 11m (not present at school)
Outstanding Flu
Intervention:
I 4 Given appt - attended (07/03)

v Preschool
Booster - given

< Tyr 2m (not present)
“ Qutstanding Flu
intervention:

- ¥ Given appt - attended

(07/03) J

@ CONNECTED CARE
=4

% 67-year-old .

Key insights

Background

* Slough — Nationally has the highest number of
multigenerational households in the country and
highest in our ICS

+ Engagement with multigenerational households
crucial during pandemic and vaccination programme

Objectives

* Addressing the wider determinants of health - social
prescribers as part of the team

» Treating the family as a unit — changing health
behaviours with the peer support of the family

* Improving uptake of NHS health checks, QoF
indicators, immunisations, screening for cervical and
breast screening

+ Educating appropriate use of urgent care services
* Primary Care - productivity and efficiently
* Better engagement with the family as a whole.

CONNECTED CARE
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Multigenerational Household Pilot

Summary

441 households (4,023 residents) identified in Slough using the following criteria:

Multigenerational households with more than 5 residents in decile 1-4

Households with a less than 30% achievement in QOF indicators (range from 15%-23%)
Includes the Core20PLUSS5 cohort
Includes learning disabilities and their carers

Next steps

* Engage Health and Social members of the team
* Integration with community developers service, housing, benefits, fuel vouchers, citizen bureau, mental health
» Extrapolating to ICS level. We can identify 1,414 households (with 11,249 residents) that meet this criteria

‘%@ CONNECTED CARE
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Frimley Health and Care ) ] ) )
EEQAN Multigenerational Household Pilot Interim Results
Averageof | Alerege SLLSteRt
SLOUGH PRACTICES Count of Households Sum of Est. Household Size Achievement as !Jf indicators (Aug
Jst Mar 23 [Baseline)
oA 33 21% 69%
- 63 525 23% 67%
2 c 53 372 19% 69%
o 58 477 23% 50%
I - 54 449 21% 33%
0k 177 1444 21% 45%
&6 463 21% 52%
. w 37 276 18% 62%
I 96 841 19% 56%
e 572 23% 2%
0k 8 66 20% 45%
57 480 18% 45%
I . 4 307 15% 50%
0w~ 49 354 2% 47%
o e 2m 2% oo
889 7,182 21% 52%

Improvement in 888 households by 31% up to August 23 across the whole of Slough.
Scheme started in June 23. These are households in the decile 1-4.

Source: Connected Care % COMMECTED CARE
(% CONNECTED CARE
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% ACHIEVEMENT OF HEALTH CHECKS ACHIEVED (YTD)
COMPARED TO THE PREVIOUS YEAR

Total Population (ICB): (All health checks except

Dementia)

Place / Locality name Current YTD Previous YTD gifference

Slough 429% 394% P 354%
NEHF 421 % 400% P 205%
RBWM 393 % 37.3% P 197%
Bracknell Forest 36.2% 365% ¥ -030%
Surrey Heath 37.7% 388% ¥ -1.09%
Total 40.3 % 38.7% 1.68%

Total Population in Deciles 1-4: (All health checks

except Dementia)

Place / Locality name Current YTD Previous YTD gifference

Slough

RBWM

NEHF

Bracknell Forest
Surrey Heath
Total

436 %
394 %
433 %
36.2 %
373 %
428 %

395% P 4.09%
365% P 291%
424% P 087%
359% P 037%
37.2% P 014%
39.7% 3.11%

Total Population (ICB): (LD and SMI health checks)

Place / Locality name Current YTD Previous YTD gifference

Slough 51.1% 430% P 803%
RBWM 37.0% 342% P 279%
Bracknell Forest 356 % 341% P 149%
NEHF 38.7% 402% Y -142%
Surrey Heath 328% 365% ¥ -371%
Total 40.8 % 385% 226%

Compared to the other places in System, Slough has seen a
greater improvement in QOF health check achievement compared
to the previous financial year.

There has been a greater % improvement in the deprived
populations in Slough.

LD and SMI health checks has had a much greater increase
compared to the previous year, with Slough having the greatest
achievement in the System.

Source: Connected Care

(% CONNECTED CARE
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Household level approach

Venn Diagram of different Household level app Key insights

Summary
Househaolds with Children + . I
Households with Fusl Poyve: Criteria for houszehold level searches and total
Risk factor (Substance Use or Yy numbers:

Mental Health)

> Mumber of Households which includes children and
where one or members of the household has
substance use issues or Menial Health issues: 993

> Number of Households have either report fuel
poverty issues or live in a household with an EPC
rating of F and G (poor insulation): 1,229

#* HNumber of Multigeneraticnal Households for
413 targeting: 441

> Next Steps:

> Full evaluation of MGH project in March 2024
#» Create a social MDT feam around the 993
Multigenerational Households households wth children -including early help,

mental health, safeguarding, health, council, citizens
bureau, drugs and alcohol services and schools.

% CONNECTED CARE
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Targeted Fuel Poverty Interventions in
Cheshire and Merseyside

Prof. Rowan Pritchard Jones, Executive Medical Director
NHS Cheshire and Merseyside ICB




Cheshire and
/// Merseyside

Fuel Poverty in Cheshire and Merseyside e o

Why Fuel poverty interventions?

Why is this a problem?

Fuel Poverty Tripled Millions of UK
in the last 12 months households live in
colder homes due

to the highest
inflation in the last
30 years

e Work commissioned in 2022 to develop a fuel
poverty dashboard in CIPHA (Combined
Intelligence for Population Health Action)

Cold homes can
exacerbate
Circulatory &

Overwhelming of the
Health System (e.g.,
increase of hospital

e Funding was allocated through the Innovation S By st
for Health Inequalities Programme (InHIP)
People living in fuel Anxiety and
e Multi stakeholder steering group established to roater ik or " revalnt e

admission to hospital homes

lead the project

Population by Fuel Poverty Quintile

@ Quintile 1:LSOAs with the Highest % of Fuel Poverty @Quintile 2 @ Quintile 3 @Quintile 4 @ Quintile 5:LSOAs with the Lowest % of Fuel Poverty

Aim: Use data to proactively identify those most at Chestive
Halton 17.5% 36.7% 13.8% 10.0% 21.9%
risk of poor health as a result of fuel poverty and N = — .
Liverpool 45.4% 22.8% 13.4% 10.5% 7.8%
target them with a holistic package of support from ety ——————————
. . . St Helens . L 3 9%
health, care, housing and wellbeing services. -
Wirral 23.0% 21.8% 18.7% | 21.2% 15.2%
0% 20% 40% 60% 80% 100%



Trailblazer Project

Project Timeline

2022

InHip application Fuel Poverty Project started
for funding submitted Steering Group 01 Dec 2022
and awarded. Est.

Process Map

Identify

COPD Clinical
cohort review
patients of

in Fuel patients

Poverty.

o

®

Patients are contacted on
phone or booked in for a face-
to face session with aim to:

Using the Graphnet
dashboard patients in
the fuel poverty
quintile, diagnosed
with COPD

with very high risk of
hospital admissions
are identified.

» Introduce the fuel poverty
» RIG#n COPD diagnosis

» Get patient consent to share
information with other
agencies.

IPH

Combined Intelligence for
Population Health Action

2023

Cheshire and
/// Merseyside

Health and Care Partnership

March I—l April |———I May I—l June

‘l JulyH August

St. Helens

pilot started.

Optum and Graphnet
hypothesis presentation.

Onward
referrals
to other

agencie
s.

Wellbeing Team

Affordable Warmth Team

Pulmonary Rehabilitation
Energy Plus

Social Prescribing

|
|
|
|
|
|
Smoking Cessation :
|
|
|
|
|
|

2000404 4 24

Measure
short-
term
patient
outcomes

Patient satisfaction survey.
Vaccination (pneumococcal and flu).
Smoking cessation targets.

Alcohol intervention.

Weight

Matrgaineneview.

Household financial support.

Home energy interventions.
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Patient Impact - COPD Projects

St Helens Warm Homes for Lungs Project

+* 159 patients contacted by the COPD Team

+* 100% (159) referrals to Wellbeing Team.

+* 100% (159) referrals to Affordable Warmth Team.

+* 11% (18) referrals to Pulmonary Rehabilitation (PR)
Team.

+* 13% (20) patients were onboarded to COPD Telehealth
Service.

+* 84% (133) patients received £500 payments from
household support fund: £66,500 allocated in total.

+* 64% (101) patients sent feedback forms and 26% (26)
returned.

They have made life easier.

Before, | was not using
heating but its better now.

These nurses are most
helpful at reducing
stress levels.

Knowsley

¢+ 29 of 43 Patients reviewed to date
+»+ 18 referrals to home energy support

L)

D)

0

* 11 referrals to Pulmonary Rehab
* 8 Inhaler changes

D

*

L)

* 28 Vaccine advice

L)

L)

0

* 4 Psychology referrals
*%* 5 Social prescribing referrals

>

Couldn't fault this clinic, answered a lot
of my questions

Helpful is an understatement. Feel more
confident in myself, has trust and faith in
service
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St Helens WarmHomes for Lungs Project Report

i
v
WarmHomes for Lungs

/\ Meet Jo ‘
ﬁ o Dual diagnosis of COPD with primary

condition pulmonary fibrosis.
o Require high flow oxygen 24 hours per

day. o Referred to Affordable Warmth Team for household
o Living in a cold home, can't afford rising assessment.
energy bills. o Referred for an OT assessment for a stair lift and

ramp assessment.

o Assisted to register on the Priority Services Register
with energy provider.

o Medication review - introduced oxygen saturation
probe, oxygen concentrator and provision of a fan for

o Self-managing a deteriorating condition.

o Needs a bespoke ramp, struggling to get
out of the house in his scooter.

o Wife and son feel isolated, stressed and

anxious.
o Having to choose between heating his LY fan therapy.
hame arusing his.oxygen -O- Household Improvement o Household health education approach around his

\ o deteriorating condition including DNAR support.

Patient Outcome o Provision of replacement boiler.
o Advanced care planning discussion including end of

Bett If t of conditi o Risk assessment of home including .
PEHEAELE SISy ORI storage of the oxygen , ventilation, life and SR1.

Financial savings because of new prescription fire breakers, care of the o Refused referral to pulmonary rehabilitation and
oxygen concentrator for 8 hours and then using concentrator . well-being service.
more cylinder in the day . o Complete application for household o Wife referred to St Helens carer society for support.

@ Safer home reduced fire and harm risk. support fund. ?

£500 household warmth fund paid towards o Installation of bespoke ramp that < — — — —- —- —- —- —- -
improvements. This fund will also be paid again in j could not be provided by the social

October 2023 for preparation for winter. services.

: L NHS
Graphnet @ (@) imouren O torus MEH - sTreLens RSN o NP \Cp Optum
NHS Foundation Trust CARES ‘s BOROUGH couRe Ni?;“:{‘g ospials R
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Next Steps

ﬁsolidate the learning and embed the approach
Learning to date

e Build trust through consistent communication to engage harder to reach groups.

e Build on existing service offers: this isn’t a new service; it’s connecting existing service in a
different way.

e Focus on small numbers to start; test, learn and adjust.

Roll out and spread the approach:
® Encourage and support other Places and PCNs to adopt the approach.
e Use data to identify other priority population groups.

Evaluation

e Short term: Case studies; activity data; patient and staff feedback.

e Medium term: small number of patients, pre-post intervention

® Longterm: Real-World Intervention Causal Evaluation (RICE) tool using a control group
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Thank you

Further details can be found at our Cheshire and Merseyside Fuel
Poverty Implementation Toolkit:
https://www.healthinnovationnwc.nhs.uk/tackling-fuel-poverty



https://www.healthinnovationnwc.nhs.uk/tackling-fuel-poverty

To the Polls
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institute for excellence



Poll 1

How much would you say this
webinar has increased your
understanding of ICSs and
prevention?

: social care
m institute for excellence




Poll 2

Has much would you say this ICS webinar
met your expectations?

. social care
m institute for excellence




More Information and Contacting Us

Contact the team

england.culture@nhs.net

u @Culture_nhs

Our webpages : https://www.england.nhs.uk/culture/

Online Learning:

https://www.england.nhs.uk/culture/learning-together/online-course/

Learning Network

This growing community is an interactive space to share your learning and ask your colleagues
for advice and guidance, as well as accessing resources like case studies and blogs relevant to
your ‘community’. For more info visit: https://www.england.nhs.uk/culture/learning-together/

compassmnate i ]eﬂf B‘ OmIJ&
andinclusive


https://www.england.nhs.uk/culture/learning-together/
mailto:england.culture@nhs.net
https://www.england.nhs.uk/culture/
https://www.england.nhs.uk/culture/learning-together/online-course/

Integrated Care Webinar

series 2023/ 2024

A recording of the webinar, slides and resources
will be shared on the Integrated Care Learning
Network.

To join the network emalill
Integratedcare-manager@future.nhs.uk

: social care
m institute for excellence
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