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Additional Information

New Confirmed or
uspected Last 5
days

1,359

Multi-generational ing P ' Current Active
househald EventWeek Covid Cohort
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Comparison of Confirmed Date to Admission date for
current hospitalised cohart

- mortality
improved from
30% to 11%

- length of stay
improved by 4
days

Admissions of Active Covid 4 Estimated Admits

A ovid Coh. 1 i. 14 Total

# Papulation by Cov
Band

Read

# Population by Covid First Confirmed Week and

Ethnicity L0
ME @ Insuficient dat ¢ Bthric G ite
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9193 100.0% 100.0% 1,198.76

84% of eligible patients are mortality fell from 25% to 16% for
identified and enrolled compared to people enrolled in the service and

just 37% before the dashboard was subsequently admitted.
available (shielded patients list)
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remote patient monitoring

monthly monthly A&E new eFI frailty
admissions activity deficits accrued

339, 32%
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monthly GP face to ‘ i 8
face consultations ‘ 2 Iy e y 1042 1016

138/73 142/7s

55%

* data from comparison of 1,000 remotely monitored patients with
k conditions such as heart failure and diabetes against control group.
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elective waiting list

a tool to cleanse waiting lists using data from all care settings in a care community
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STATS FROM AN ICS I
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were ol
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Streamlining perioperative pathways: 47% patients identified as low risk and suitable

This report includes all waiting list entries. Please use filters to remove deceased patients from the report.

286,245 286,245 331,380 16

No Filters Applied TOTAL PATIENTS ON PTL PATIENTS IN COHORT NO. OF WAITING ENTRIES ~ MEDIAN WEEKS ON PTL

PATIENT COUNT BY AGE BAND & SEX PATIENT COUNT BY ETHNIC GROUP PATIENT COUNT BY PRIORITY PATIENT COUNT BY CCG > PCN
@ 3% PTL PATIENT COUNT Slank

WAITING LIST INSIGHTS
DEMOGRAPHICS

NHS

Show Filters Clear Filters
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% PATIENT COUNT % PATIENT COUNT % PATIENT COUNT

PATIENT COUNT BY IMD QUINTILE PATIENT COUNT BY KNOWN TO SERVICES

TIENT COUNT OPULATION

0%
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(Blank)

NHS SOUTHPORT AND FORM..

Care Home
IMD QUINTILE

for streamlined pathway. Booking team patient review reduced from 15 to <2mins.
ADDRESS MISMATCH: 3% - 13% patients (dependent on EPR) have different addresses

.
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C £4.5bn pa is spent on
social care for people
who have had a stroke.

hypertension

3 The practice
leading the
initiative went
from the lowest

o
1 BLOOD PRESSURE INDEX OVER TIME peﬂarmg on BP
ICS @Buckinghamshire, Oxfordshire and Berkshire West @Kent and Medway @Merseyside @ Surrey Heartlands Health and Care Partnership mg m’d
12 recor tot

Using tools
developed under
CIPHA, clinicians
noticed recording of
BP for hypertension
patients fell sharply
from 75% in March
2020 to 50% in
December 2020.

1.0

best in the region.
4

%

Across one ICS
patients with
uncontrolled BP
fell by 5,673
Actiity Date (10.70/0) between
June 22 and Jan 23

2 They identified highest-risk
individuals in this cohort and

ran targeted interventions Data can be federated

across 10 ICSs

%




benefits to remote monitoring in care homes

35%

decrease in hospital

TIME

spent on phones to
GPs and 111

TRANSFERS

PAPER

58%

unnecessary
GP visits

c C SATISFACTION
Q patients and
r atings families
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hundreds

health and social
o care professionals
= working together
Combinfad Intelligence for / on use cases
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DATA
GAINS

INSIGHTS

MONITOR
in REAL TIME
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