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CONNECTED CAREWhat is Connected Care?





Whole System Change

Unscheduled Scheduled PROACTIVE

Benefits of cost avoidance

Improving care for our patients

Reaching those we’ve never reached before

Reduce avoidable 

attn and admission

Early intervention

keep

 well



• Programme is clinically-led & 
driven. Through clinical 
population health leads, clinical 
leaders are building clinical 
networks, driving innovation & 
transformation.

• Patients can be enrolled into 
multiple interventions & escalate 
and de-escalate across 
pathways. Thresholds can be 
set at patient level to support 
personalised care.

• Alerts managed through remote 
monitoring services & when 
indicated, escalated to primary 
care or urgent care services.

Each care home receives clinical 
monitoring hubs which are a 
certified medical device. 

• 34 care homes live with 950 
patients actively monitored.

• Started the programme to spot 
early deterioration.

• A clinical monitoring hub device 
is setup on each floor of the 
care home & digitises Sp02, 
respiration rate, blood pressure, 
pulse & body temperature.

• Baselines captured monthly 
with daily monitoring for a 
potentially deteriorating patient.

Care Homes

Use John Hopkins Patient Need 
Groups (PNG) to segment our 
population into cohorts.

Proactive Frailty

• 61 practices live with 7,000 
patients actively monitored.

• Started in Nov ‘22 & rapid 
progression to support winter 
pressures.

• First area in the country to 
deploy PNG best practices.

• Selected ~60k high risk patients 
steered by the ICS Medical 
Director, supported by the ICS 
clinical reference group. 

Extend digital capability and 
delivery approach to support 
diabetes and heart failure patients.

• 700 diabetic patients & 120 
heart failure patients being 
actively monitored.

• Pilots for disengaged diabetes 
patients in areas of deprivation 
and newly diagnosed patients. 

• Remote monitoring heart failure 
patients who are already on 
BHFT and FHFT caseloads. 

• Alerts managed by Heart 
Failure teams.

 

Long Term Conditions

Remote Monitoring: Current Status

https://www.hopkinsacg.org/wp-content/uploads/2022/08/Johns-Hopkins-ACG-System_v13.0_PNG-Overview-v080322.pdf
https://www.hopkinsacg.org/wp-content/uploads/2022/08/Johns-Hopkins-ACG-System_v13.0_PNG-Overview-v080322.pdf


• Proactively by identifying them 

using Population Health 

• Under the care of specialist 

teams, like Heart Failure or 

Diabetes

• As part of a care pathway, such 

as a Virtual Ward or Early 

Discharge Support

• At the point of contact, when 

the patient is deemed high risk 

and would benefit

Remote Monitoring supports our 

highest risk residents -

Standard package of care for Remote Monitoring

High Risk

Increase frequency to support acute 

care e.g. Virtual Ward

High Risk Acute

High Risk +
Or, living in a Care Home

System Approach



CONNECTED CARE

Patient Needs Groups Segmentation

 Frimley population overview

1.9% 16.7% 33.6% 18.5% 9.3% 1.1% 0.2% 2.5% 6.8% 2.0% 0.4%

80.0% 3.8% 9.3%

70.7% 19.9% 2.5%

Green / Low need Amber / Moderate need Red / High need

1 2 3 4 5 6* 7 8 9* 10 11



Self Care

Remote 
Monitoring

Remote Self 
Monitor

Remote Monitoring Clincal Differentiators

Virtual 
Ward

Acute Virtual Ward / UCR

Community / Speciailst Teams

Primary Care

Resident / Carer

Two Digital Health Teams are 

clinically led with an approximate 

breakdown of 1 nurse supporting 

2500 patients, 1 care navigator for 

909 patients and 1 care coordinator 

for 909 patients.  

The Digital Health Team continue to support the resident and the escalation point may change as 

the resident’s needs change

Once residents are self-actualised and well, they can move to 

remote monitoring without clinical intervention or self care 

A single digital system allows residents to escalate up and down levels of care within the system

Frequency of remote monitoring may increase as the resident becomes more acutely unwell 

Residents remain safe across transfer of care points as they are supported by the digital health 

care team using a single digital solution

Digital 

Health Team

UCR / 

Virtual 

Wards

Primary 

Care

Sign-

posting

Local 

Intervention linked 

to 

PCNs

Commnuity 

Clinical Model





CONNECTED CARERemote Monitoring Resident Interface



CONNECTED CARE

Clinician View 

Double clicking on a date 
column will highlight it and 
present a detailed summary 
of information input on that 
date. 

Red and amber markers 
indicates when alerts have 
been triggered and a 
threshold breached. 
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Service outcomes – RM High Risk (3,673 patients)

Tables format
Tables format

Tables format

We observed the following service outcomes in our 

(3,673 unique) enrolled patients compared to our 

case-matched comparator group (n = 14,607):

• Reduced A&E attendance by 38.6%

• Reduced Admissions by 53.7%

• Reduced Outpatient appointments by 

26.7%

• Reduced GP contacts by 19.4%

• Reduced volume of prescriptions issued by 

7.6%

Inpatient stays have fallen by 0.27 per person per 

year, applying this to the total eligible population would 

give us a reduction of 5,087 admissions per year

We plot the change in activity before and after intervention, this is 

compared to their expected activity if they exhibited the same trend as 

the comparator group.

Key insights

Currently deceased patients excluded

Light green bar represents how we think our 

intervention group would have acted had we 

done nothing, per person per year following 

intervention
(based on comparator group)

Saving per 

year
A&E GP IP

Estd saving on 

currently 

enrolled
1,212 11,607 992 

Estd saving on 

remaining 

eligible
5,005 47,931 4,095 

Total estd 

saving 6,218 59,538 5,087 



CONNECTED CARE

Remote Monitoring – High Risk summary

Tables format
Tables format

Tables format

Definitions

Intervention 

group

Patients enrolled onto Frimley Remote Monitoring – High Risk Care Package between 1st December 2022 and 30th 

September 2023

3,673 unique patients

Remaining 

eligible cohort

Patients aged 30+, with higher needs (as defined by John Hopkin’s Patient Need Groups), who currently meet 

enrolment criteria and are registered in a Frimley practice

15,168 unique patients

Deprivation distribution Ethnicity distribution

Currently deceased patients excluded

Shape of plum bars 

indicates accessibility 

of service, comparing 

intervention group 

against remaining 

eligible cohort



CONNECTED CARETestimonials
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