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About vanguard learning products

The vanguard learning products are a selection of the key learnings from the vanguard programme. They have been developed in conjunction with vanguard sites and national arm’s length bodies and aim to provide a series of short practical guides to those wanting to implement specific elements of the vanguard programme. The product in this document will also be made available on the vanguard learning site, this and other products is accessible via https://future.nhs.uk.













About 

As part of the New Care Models programme, some vanguard sites have implemented risk stratification to support population health management. Newly announced Accountable Care Systems will also aim to analyse and proactively manage the needs of their local population.

This product draws on the learning from vanguard sites to offer advice and guidance to staff within local healthcare systems who want to find out more about how risk stratification can be used to support population health management. 

The guide includes:

· An introduction to risk stratification and population health management. 

· Examples of risk stratification for population health management in practice in vanguard sites, including tools, methods and outcomes.

· Collective lessons learned across vanguards that have used risk stratification for population health management.

· An overview of the three NHS predictive modelling tools in risk stratification.

· Links to other key resources, including:

· Evidence for risk stratification as a tool for supporting care planning and personalised care.

· A learning and impact study on risk stratification. 

· A case study on the use of risk stratification to identify patients who are potentially suitable for extensive care and enhanced primary care.


Why use this product and who is it for?

This product is useful for staff within local healthcare systems, particularly aspiring Accountable Care Systems, who are aiming to analyse and proactively manage the needs of their local population. This may include:

· Commissioners and commissioning support organisations, looking to purchase risk stratification tools to support effective population health management.
· Regional system leaders and transformers, seeking to improve local healthcare systems.
· Central policy makers, seeking to draw lessons from existing projects for future policy.
· System leaders and transformers, to improve local or regional healthcare systems.
· Clinicians and local analysts, to learn technical lessons from the vanguards.
Risk stratification can support effective and proactive management of the local population’s healthcare, enabling more efficient use of the local population’s healthcare budget and better outcomes for local people.


Five minute guide 

Population health management is the analysis and segmentation of the needs of a population and the design of clinical and other interventions to prevent illness or acute deterioration.

End state accountable care systems and vanguards will have a complete understanding of their population and be proactively managing care based on that information. This distinguishes them from the majority of other systems who are managing care reactively. 

Population health management is not a new concept, but it is yet to be consistently implemented in systems across England. We are supporting the accountable care systems and vanguards to implement systematic and validated population health management approaches.
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Risk stratification – identifying the cost:

Risk stratification segments the population and attributes cost, enabling the system to identify greatest opportunities for changing the delivery of care.

Figure 2:
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There are several different methods of risk stratification to support population health management.


Advanced options

Reducing the risk – redesigning the care model

Risk stratification is only as effective as the interventions people are referred on to.  Even the most accurate predictor of the impact of risk will be limited if the proactive interventions do not effectively reduce an individual’s risk of emergency admission/ other outcome.

a) Principa: Principia vanguard uses the GP Repository for Clinical Care (GPRCC) to regularly review patients who may be at risk of being admitted to hospital, have severe COPD or heart failure, for example. On the basis of this information, a number of services have been introduced including proactive case finding of patients with atrial fibrillation using pulse checks and AliveCor devices. This has resulted in 28 fewer strokes per year and 9 fewer deaths per year.  

a) Southern Hampshire: Southern Hampshire has worked with Milliman to forecast 5 year activity and expenditure. This data was benchmarked against a ‘well managed’ health care system from the USA, which demonstrated that one of the highest areas of need was related to respiratory conditions. The Carousel Clinics for patients with respiratory conditions have reviewed 1,436 patients, of which 460 were poorly controlled; hospital admissions have reduced from 6 to 0 and GP emergency appointments from 61 to 31.

Risk stratification in practice

a) Dudley MCP: Dudley MCP uses Risk stratification tools and MDT list review to case find and treat high risk patients. Currently exploring Poly-characteristic modelling to enhance targeted interventions.

Geographical area: Dudley West Midlands

Purpose: One of the objectives of the MCP model is to focus on screening, prevention, early diagnosis and pro-active management of risk factors. At the centre of the model are practice based Multi-disciplinary Teams. 

Method: 

· Dudley Vanguard now has all of its GP practices using the same system (EMIS Web) and incorporated within this system is the Q-Admissions Risk Stratification Tool.

· It allows GPs and MDT’s to identify cohorts of patients to be identified by risk of emergency admissions and event flagging. The first year of the Dudley GP Outcomes Framework (replacement QOF) is underway which measures many factors supporting risk stratification and associated interventions.

· MDT’s include GPs, Practice Based Pharmacists, District Nurses, Mental Health Nurses, Care Coordinators, Social Care Workers and ‘Integrated Plus’ (voluntary sector). 

Outcomes:

· Dudley Vanguard has implemented a range of services in developing the platform for the MCP (currently in competitive dialogue phase of procurement).

· MDT’s have been augmented by other schemes including ‘Integrated Plus’, Care Coordinator Service, Self-management apps and kiosks, Falls and Fracture Prevention Service, Care Home Telemedicine, and Practice Based Pharmacists. As an example, the Integrated Plus service reduced admissions via A&E by 7%. Below is a case study of a patient under the care of the MDT.
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b) Prinicipa MCP: Principia use clinical judgement and threshold modelling to establish risk per segment of the population identified, enabling clinicians to make more informed decisions about patient risk.

Geographical area: South Nottinghamshire

Purpose: One of the objectives of the MCP model is to focus on prevention, early diagnosis and management of risk factors, as well as targeting resources more efficiently based on detailed understanding of population need. 

Method:

· Principia vanguard uses the GP Repository for Clinical Care (GPRCC) that creates a consolidated view of data sources from primary care, secondary care, mental health, and community care.

· It allows GP practices to regularly review these patients who may, for example: be at risk of being admitted to hospital, be on an End of Life register, have severe COPD or Heart failure, to ensure that these patients are receiving the correct level of care.

· Local care teams that deliver services to these patients such as community nurses have access to medical information to help improve the delivery of care as part of their working arrangements with the patient’s GP practice.


Outcomes: 

Principia have implemented a range of services through using the GPRCC including:

Management of Atrial Fibrillation

· More than 95% scoring over 1 on the CHADSVASC risk score are offered anticoagulation.

· Proactive case finding of patients using pulse checks and AliveCor Devices.

· This has resulted in 28 less strokes per year and 9 less deaths per year.


Figure 4:
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c) Mid Nottinghamshire CCGs: The Devon Predictive tool is used to stratify data and provide a risk score; patients scoring 70% or above receive coordinated care through monthly multidisciplinary team meetings.

Geographical area: Mid-Nottinghamshire

Purpose: To use data to identify people most at risk of readmission to hospital and to intervene with MDT to reduce their risk of subsequent admissions. 


Method:

· Stratification based on acute data risk score shared through the primary care portal and case finding register

· 2013 mobilised 8 Integrated Care Teams

· 2014 all 41 practices are part of an integrated primary care approach

· SOP for MDT to review all patients with 70% + risk of further hospital admission

Outcomes:

Mr X was identified as having a risk score of 97%. In the previous four month period, he had been admitted to hospital on 3 occasions linked to his respiratory condition. 

Mr X’s case was discussed at the MDT meeting and specific input from the Respiratory Nurse and Mental Health Nurse was agreed. In the following four months Mr X had no hospital attendances or admissions. Mr X’s risk score reduced to 84% based on the interventions, and he will remain under the care of the Local Integrated Care Team until he builds further confidence to self-manage.

System:
· Cost of existing admissions: £4113 (based on £1371 per short stay admission).

· Pattern of admission: likely to have had 3 further admissions without intervention.

· Saving to the system based on this planning assumption: £4113 (based on £1371 per short stay admission).

· Positive impact seen on unplanned care demand and acute trust patient flow.

Mr X:
· Remains under the care of GP and Local Integrated Care Team with monthly review.

· Support to manage physical and psychological impact of his condition and avoid exacerbation of condition.

Savings:
· In 2016-17, Mid-Notts reported gross savings of £6.151m through reduced NEL admissions, and overall net savings for the vanguard were positive £1.179m. The model is predicted to generate an ROI of 123% over the five years from 16-17 to 20-21.
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d) Southern Hampshire: Southern Hampshire has worked with Milliman to develop a five year forecast model tailored to the needs of their local population using their Chronic Condition Hierarchical Groups tool.

Geographical area: Hampshire

Purpose: CCGs have used the Milliman analysis to plan services and to develop cost improvement plans.

Method:

· Milliman used their current activity and expenditure and 5 year forecast activity and expenditure, based on actuarial analysis and council forecasts across the local area.
· This data was benchmarked against a ‘well managed’ health care system from the USA. They then used 75% activity levels of the ‘well managed system’ as the benchmark to compare against the CCG area’s activity levels to identify where the outliers are at diagnosis level and at Clinical Conditions Hierarchy Group (CCHG) level. 
· This analysis was then used to develop a population profile to show how much each condition differs from the benchmark and what savings opportunity is available.
· In Gosport life expectancy for men is 79.9 years; for women it is 83.2, however, men have 13.8 years of ill health and women have16 years of ill health. The highest needs relate to respiratory conditions. Carousel clinics have been put in place to improve early diagnosis and optimise treatment.

Outcomes:

· Acute Visiting service: Initiated in April 2017 in 7 GP Practice populations – c. 60,000 patients. Since GO Live the service has seen 573 Patients and claims avoidance of 46 admissions (data to 30/06/17).
· Carousel clinic showed of 1,436 patients reviewed, 460 poorly controlled; hospital admissions reduced from 6 to zero; GP emergency appointments 61 to 31.
· Care homes team mobilised and an initial intervention has taken place in one of the care homes (50 frail patients) in the locality and will be rolled out to further care homes during Q2.




Figure 6:
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Savings based on potentially avoidable admissions (F&G CCG) Millimans 75% well managed benchmark.

e) Connected Care Partnership: Using risk stratification tools as a method of case finding.

Geographical area: West Birmingham

Purpose: To identify people for whom a multi-disciplinary approach to care planning can reduce the risk of adverse events and unplanned use of secondary care services.

Method: 

Electronic Frailty Index (eFI)

· Protocol and searches were developed to produce a frailty score using the eFI algorithm in EMIS web for patients over 65. 

· Moderately and severely frail patients without a current care plan were identified.

· Patient contacted and assessed at home - two assessment pathways trialled.

· Wellbeing coordinator assesses using EasyCare assessment with access to nurse for advice or further assessment if indicated.

· Community nurse assesses with referral to wellbeing coordinator when social issues are identified.

· Goals and actions agreed with patient (and carer where appropriate).


· [bookmark: _GoBack]Both pathways have a possibility of discussion within the primary care huddle with referral to cross organisation MDT if needed.

Aristotle risk stratification tool, provided by Midlands and Lancs CSU: 

· Top 2% with increasing risk scores.

· Patients with existing care plans excluded.

· Patients discussed at MDT meeting (Members from primary care, community health, mental health and wellbeing services).

· MDT assessment and care planning implemented.



Outcomes:

· Patient X – in top 2% and not adhering to diabetes management plan.

· Joint assessment by community nurse and wellbeing coordinator.

· Problems identified – ex-services with PTSD, inappropriate housing, insufficient funds, poor understanding of diabetes, social anxiety.

· Persons / services involved in developing and implementing plan with patient-wellbeing coordinator, diabetes nurse specialist, community nurse, support coordinator for ex-forces personnel, homeless peoples nurse, housing association, mental health services.

· Actions- Insulin regime changed, rehoused, benefits reviewed, referred for counselling, supported to attend diabetes reviews at practice and in secondary care, supported to attend dental appointments.

· No further emergency attendances to date.

Figure 7:




[bookmark: _Toc491260774]Learning from key challenges

a) Vanguard lessons learned - risk stratification tools

The Adjusted Health Group (ACG) risk stratification tool is a software application that helps you to use predictive modelling to risk stratify the health needs of your local population. 

Overview of tool:

· Uses multi-level logistic regression (weighting the predictive influence of independent variables) in order to predict future healthcare service utilisation over a defined time period. 

· Augments the model with an evidence-base from international research, to refine the weight of predictive factors.

· Can combine secondary and primary care data.

· The tool was developed using the whole health spectrum including healthy and healthier segments of the population.

Potential uses of the ACG model:

· Combined primary and secondary care data may enhance predictive sensitivity and specificity. However, information governance may provide a challenging barrier to implementing this in practice. 

The usability of the tool and interpretation of the results has proved problematic in practice, as:

· Clinicians have provided feedback that the interface is not user-friendly.

· The tabular output can be difficult to interpret and therefore makes interventions more difficult to tailor.

· ACGs do not integrate with clinical systems; therefore there is some development work to automate data loading. A lack of interoperability may necessitate manual data updates.

b) Vanguard lessons learned – culture and leadership

Is there consistency in operationalising risk stratification process and insights?

· The use of risk stratification is in play across all of Dudley’s GP practices but there is inconsistency in approach.  The frequency of updating risk stratification lists varies considerably.

How flexible is the risk stratification process (automated top 2% or dynamic interrogation)?

· In Dudley, some MDTs are looking beyond the top 2% but others not.  Some use a different Risk Stratification tool for triangulation purposes that includes secondary care data only, while others do not.  

· Generally, flexibility is key as no risk stratification tool or process can generate “perfect” targeting, due to a number of other contributing factors. Risk stratification is a helpful enabler, but delivery of care is what generates the impact for individuals.

Are the required risk stratification knowledge and skills available at the right points within the system to optimise insight and case finding/targeting?

· GP practices can use risk stratification as a case finding panacea only on focus on the top 2% of risk. One of the gaps in the system is having exploratory analytical capability at the ‘coal face’, so that data can be interrogated on a bespoke practice level incorporating demographic characteristics and taking into consideration the highly variable service usage by GP practice.   

· Analytical skills and knowledge that could facilitate a more dynamic interrogation of the practice populations does not currently exist at the GP Practice or MDT level.  A central capacity and capability is therefore required but this is often thwarted by access not being currently being granted, identify or re-identify at the patient level.

· Generally, most professionals within the system understand risk stratification but can require support to ensure this is implemented effectively.

How could current Risk Stratification be improved?

· Risk stratification is accepted as a concept but not always systematically implemented on the front line. The use of risk stratification needs to be systemised in order for this to become business as usual.

· Risk stratification needs to be augmented by the inclusion of more characteristics, such as demographic factors influencing service access and usage.  In addition, factorial weightings need to be analysed and modified at the Practice level in order to make stratification and prediction more accurate for MDT use.

c) Predictive modelling in risk stratification

There are three NHS tools pertaining to risk stratification; Patients at Risk of Re-hospitalisation, the Combined Predictive Model and Patients at Risk of Re-hospitalisation over 30 days and a range of commercial tools.

Three NHS models have been developed – Patients at Risk of Re-hospitalisation (PARR), the Combined Predictive Model (CPM) and the Patients at Risk of Re-hospitalisation over 30 days (PARR-30). All are free to use, and have been shown to be accurate predictors of risk.  

CPM can also predict risk for patients who have not had an emergency admission in the last 24 months. Active promotion of these tools ceased in 2011.

· Not for profit model - QAdmissions®:

QAdmissions® is a clinical risk prediction tool which calculates an individual's risk of emergency admission to hospital over the next one or two years. The algorithm can be used to identify patients at high risk of an emergency admission so that they can be assessed in more detail to help reduce their risk. The algorithm runs off data that: 

a.) can be automatically populated using data solely from GP computer systems and so provides an expedient practical alternative where primary care data are not routinely linked to secondary care data and

b.) incorporates clinically relevant variables which the health professional can then follow up.

· Commercial Model example- Milliman:

Milliman provides services ranging from actuarial consulting, benchmarking and enterprise risk management. They have products which include internal benchmarking tools:

· Milliman Advanced Risk Adjusters (MARA) is a suite of risk adjustment tools for population analysis suited for budgeting, pricing and underwriting, payment, stratifying risks, and many other predictive modelling applications for the health insurance industry. 

· The Chronic Conditions Hierarchical Groups (CCHG) is a clinical care-based methodology for enhancing population health management based on patient and chronic condition information. It is designed to more accurately identify cost trend drivers and effectively allocate disease and care management resources. In the NHS, CCHGs have been used to help commissioners understand the clinical risk associated with a population, within the changing payment models / population-based budgets. They can also support risk stratification for care management, and other risk adjustment for measuring utilisation, clinical quality and outcomes.

· Commercial Model example - Optum: 

The Optum risk stratification tool for the NHS, HealthNumerics-RISC®, predicts the risk of patients having unplanned chronic admissions in a 12 month period. HealthNumerics-RISC® is a dynamic tool that takes data from multiple sources including primary and secondary care, to perform a risk stratification of the entire population of a health care organisation. HealthNumerics-RISC® supports proactive management of the health of a population, targeting resources on the patients with the greatest need, and allows for prioritisation of community based preventative care and aids in the development of strategies to reduce emergency admissions. It provides timely, comprehensive information to clinicians to support interventions for those patients most in need, ensuring better long term patient outcomes whilst driving down costs. HealthNumerics-RISC® can be used to identify patients with long term conditions for potential case management and for commissioners to analyse care pathways.


[bookmark: _Toc491260777]Other useful resources

A product describes the uses and benefits of risk stratification as a tool for supporting care planning and personalised care. It summarises the current research and evidence around risk stratification, and provides practical guidance for implementing risk stratification supported by case studies of healthcare organisations that have run of risk stratification programmes. 

	Key resource
	About 
	Link

	Risk Stratification Product 
	A learning and impact study on risk stratification produced by the NHSE Operational Research and Evaluation team. Includes a review of the core methods, examines the existing literature, and outlines key lessons learnt from the vanguards.


	


	ORET Risk Stratification Learning and Impact 
	A learning and impact study on risk stratification produced by the NHSE Operational Research and Evaluation team. Includes a review of the core methods, examines the existing literature, and outlines key lessons learnt from the vanguards.
	


	Risk Stratification Case Study Template
	A case study on the use of risk stratification to identify patients potentially suitable for extensive care and enhanced primary care in Fylde Coast MCP.
	


	Choosing predictive risk model guide for commissioners
	This Nuffield Trust guide presents the key principles of predictive modelling for commissioners and public health specialists in England.
	https://www.nuffieldtrust.org.uk/files/2017-01/choosing-predictive-risk-model-guide-for-commissioners-web-final.pdf 

	Next steps risk stratification in the NHS
	Next steps guide to risk stratification in the NHS.
	https://www.england.nhs.uk/wp-content/uploads/2015/01/nxt-steps-risk-strat-glewis.pdf 

	NHS England blog
	NHS England’s Chief Data Officer Geraint Lewis’ blog on why population health analytics will be vital for vanguards.
	https://www.england.nhs.uk/blog/geraint-lewis-2/ 









Glossary

Accountable Care System: a system where all local organisations responsible for healthcare make collective decisions about healthcare for their specific population, using a shared budget.

Population health management: population health management is the analysis and segmentation of the needs of a population and the design of clinical and other interventions to prevent illness or acute deterioration.

Risk stratification: risk stratification segments the population and attributes cost, enabling the system to identify greatest opportunities for changing the delivery of care


[bookmark: _Toc491260776]For further information

For further information please contact:

James Smith 
Project Manager, System Transformation Group, NHS England

e: james.smith31@nhs.net

Types of referral made following frailty assessment
Accommodation support	Aids and Adaptations	Carer Support	Counselling	Dementia Support	Falls service	Finance advice	Social Services	Social Groups	Exercise Groups	3	14	7	2	4	3	1	1	6	5	
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		Description: define subject of the product including its scope, show users that they are in the right place



		

Risk stratification is a systematic process where a population is divided into segments according to risk for a significant health outcome e.g. unplanned hospital admission. It allows prediction of risk of future adverse events for individuals in a population.



[bookmark: _GoBack]This product describes the uses and benefits of risk stratification as a tool for supporting care planning and personalised care, which are key elements of the vision and outcomes in the NHS Five Year Forward View. It summarises the current research and evidence around risk stratification, provides practical guidance for implementing risk stratification supported by case studies of healthcare organisations who have run of risk stratification programmes. This resource aims to share learning on risk stratification and signposts to further relevant literature on the topic.





		Why use this product: describe who the resource is useful for and why they may find it useful, explain benefits



		

This product is useful for:

· Commissioners and commissioning support organisations, looking to purchase and promote use of risk stratification tools

· Clinicians and community health and social care professionals, involved in delivery of the risk stratification processes

· Regional system leaders and transformers, seeking to improve local healthcare systems

· Central policy makers, seeking to draw lessons from existing projects for future policy



Risk stratification supports case finding - the identification of individuals at high risk of an adverse event who can then be offered a proactive preventative health intervention designed to reduce their risk. For example, risk stratification could help to identify individuals with multiple morbidity or frailty who might benefit from multi-disciplinary team support in care planning, or identify target patients for specialist nursing or medical services e.g. community geriatricians, community matrons, mental health practitioners, or end of life advance care planning.



Other than direct care, risk stratification can aid population health planning, predicting future service demand for different risk cohorts, including their geographic distribution, health needs and co-morbidities.



Ultimately, risk stratification can help planning of health-related services, and decrease healthcare costs.





		5-minute guide: simple guide to getting started, gives users a starting point



		

Risk stratification aims to reduce the number of triple fail events (which are high cost, low quality, and involve poor patient experience), such as: 

· unplanned hospital admission

· loss of independence

· disease specific adverse outcomes e.g. diabetic ketoacidosis, premature haemodialysis



There are a several different methods of risk stratification: clinical judgement, threshold modelling and predictive modelling, which each have advantages and disadvantages. Predictive modelling is the most accurate and recommended. There are a variety of predictive modelling tools, developed by the public bodies, academic and commercial organisations.



How risk stratification works can be visually illustrated with a Kaiser pyramid:



[image: Image result for kaiser pyramid]



(Worked example figures for number of adverse events in each segment, using adverse event of hospital admission)



Sensitivity of the risk stratification model: the proportion of all patients who ultimately had hospital admission who were predicted to be high risk by the risk stratification model. (Worked example annotated on pyramid)

Positive predictive value of the risk stratification model: the proportion of all patients predicted to be high risk by the risk stratification model who actually went on to have a hospital admission. (Worked example annotated on pyramid)

You can see that if you choose to case find for a small risk segment e.g. top 2% most at risk, the PPV will be higher but sensitivity will be lower. If you choose to case find for a larger risk segment e.g. top 20% most at risk, the sensitivity will be higher but PPV will be lower.



Of the patients correctly predicted to be high risk by the risk stratification model, not all adverse events will be preventable. ‘Impactability’ describes how preventable events are. Only around 20% of hospital admissions in high risk individuals are amenable to prevention by intervention. (Worked example annotated on pyramid)



The efficacy of interventions at preventing these events also needs to be taken into account. Evidence suggests that current interventions are 20% effective at preventing hospital admission, which means that 1 in 5 amenable admissions would be prevented. (Worked example annotated on pyramid)





		Advanced options: extension to 5-minute guide, suite of useful add-ons to take implementation further, store knowledge around next steps (makes scope easier) and support use to move forward



		

Use predictive models



There are 3 main methods of risk stratification:

Clinical perspective: using clinical knowledge of patients

· Advantages: acceptable/preferred for clinicians, can identify patients who are impactable

· Disadvantages: no more accurate than chance, not able to scan populations repeatedly, cannot predict for patients not seen, bias

Threshold modelling: picking patients according to a rule e.g. >65 with 2+ hospital admissions in previous 12 months

· Advantages: data easily accessible, low cost

· Disadvantages: less accurate than chance due to regression to mean, not accurate at predicting future risk

Predictive modelling: including multiple regression, decision trees, AI

· Advantages: most accurate (twice as accurate as threshold models)

· Disadvantages: relatively expensive, requires analytical support e.g. Commissioning Support Unit, commercial



Predictive models are recommended as they are the most accurate.

Examples of predictive modelling tools available are:

· Patients at Risk of Re-hospitalisation: commissioned by Department of Health, developed by the King’s Fund, free to use, can only be used with patients admitted to hospital in last 24 months.

· Combined Predictive Model: developed by King’s Fund, free to use, can be used for patients with no admissions in last 24 months

· Adjusted Clinical Groups: developed by John Hopkins University, classify each patient into one of 93 ACG categories, uses inpatient and outpatient diagnoses

· QAdmissions: developed by ClinRisk LTD, run off routinely collected data already in GP computer systems and validated in primary care setting

These models are reasonably similar in terms of their predictive performance, so there is no recommendation of any specific tool over another. 



When choosing a tool consider the costs of purchase/licencing, the data required to populate the tool, how they can be adapted for use in local contexts and how results can be accessed and manipulated by end users. Work with CCGs to choose tools with best fit for the local environment. Tools that have been adapted to local contexts by using locally relevant indicators and having been validated locally may be more reliable. Tools should be re-calibrated on a regular basis (every 2−4 years).





Choose appropriate input data and outcome measures



Some of the types of input data that can be used in predictive models are:

· socio-demographic

· clinical/diagnostic

· prior utilisation/cost

· pharmacy

· health status/functionality

· social care

· social e.g. social isolation, living in crowded housing

Use multiple categories of data variables e.g. diagnostic and utilisation together with demographic data, to increase predictive accuracy as variables from each category have poor predictive power on their own. But practically there is a limit to the number of variables that can be included due to time consuming data collation, limits of IG permissions, and confines of existing data flows.



In most cases the outcome measure predicted by models is risk of unplanned hospital admission in the next 12 months, but do consider other measures such as length of stay, cost, PROMS, wellbeing, clinical indicators and qualitative objectives. Hospital admission frequency can be an insensitive outcome measure and some interventions are more effective at reducing measures such as length of stay than number of admissions.





Target a larger segment of the population



Choosing a small risk segment limits the scope of impact of risk stratification; the top 2% might be responsible for a disproportionate number of admissions, but they are not responsible for the majority of admissions. The greatest reduction in admissions would come from reducing the risk of a larger segment of the population (such as the top 20%) – though, of course, where the number of individuals supported increases, the cost of any proactive intervention would need to decrease.  In addition, the highest risk segment of the population may already be well known to primary care and social services and care may already be optimised, while risk stratifying deeper into the population gives the opportunity to prevent more admissions by finding people suitable for early intervention and prevention services. The choice of strata will also depend on the health burden and health inequalities in the local area.



Offer intensive interventions to the top 2% and progressively lower cost preventative care to the top 0.5%-5% and the top 5%-20% risk strata.





Refresh results regularly



Risk stratification results become outdated quickly. Approximately 30% of patients in the top 0.5% risk band move out of it within one month, 50% after five months and 80% after one year. Running risk stratification algorithms continually instead of periodically is recommended. Prediction of a ‘crisis year’ and preventive intervention or approaches for the high risk group could have a more significant impact on reducing unplanned admissions.





Consider supplementing risk stratification with clinical input



In many risk stratification programmes GPs and MDTs use their clinical judgement to refine lists produced by risk stratification. It is questionable whether this improves accuracy and clinician involvement may introduce bias. But input by clinicians may be beneficial in identifying patients who are impactable.



Present risk stratification findings to GPs with a dashboard of additional data including clinical, psychological and social care, to aid them to make holistic, informed decisions about an individual’s risk and impactability.





Try a range of interventions



Risk stratification will not have an impact on emergency admissions and other outcome measures unless there are effective follow on interventions for the high risk patients identified.



The types of interventions that can be offered are:

· Multidisciplinary team case management

· Extensivist care services

· Remote monitoring

· Self-management support

· Healthy living and social inclusion schemes

· Social prescribing

· Community based end of life care

· Additional clinical support to nursing and care homes



MDT working may improve quality of life and patient satisfaction but there is limited evidence that it reduces hospital admission and mixed evidence regarding cost reduction. It is unlikely to reduce overall emergency admissions on its own so a suite of interventions are needed. Consider remote monitoring and self-management support for which there is robust evidence of reduction in hospital admissions.





Think about impactibility



The success of risk stratification depends on identifying those patients at risk of an adverse event and who are likely to respond to intervention.



How can impactibility be improved?

· Focus on ambulatory care sensitive conditions (conditions where evidence suggests optimal management in the community prevents unplanned admissions) - reduces health inequalities as ACS are more common in deprived areas

· Gap analysis/focus on patients with gaps in care - reduces health inequalities as gaps are more common in deprived areas (inverse care law)

· Exclude patients least likely to respond to preventative care - increases health inequalities so not recommended



Impactibility modelling can identify individuals most likely to benefit from interventions and thus improve the efficiency of predictive models. The ultimate aim is to identify the form of preventative intervention best matched to a patient’s individual characteristics. Modelling can include varying intervention characteristics e.g. type of contact (nurse/doctor), time, content, frequency and incentives. Models can be refined and improved over time by building feedback loops consisting of demographic, diagnostic, and social characteristics.





Think about efficacy and cost effectiveness



Many new healthcare initiatives are affected by the phenomenon of supplier-induced demand - where the provision of a new service causes increase in demand, leading an observed improvement in quality but no reduction in cost.



Be aware that interventions may also have negative effects, in morbidity or mortality, or widening health inequalities, and these should be actively monitored.



Also consider cost effectiveness. Cost may limit the size of the population that can be targeted, where risk stratification is targeted at a larger segment of the population, lower-cost, less intensive interventions might be necessary.





How to set up and run a risk stratification programme



Step 1

Understand the clinical and business needs for risk stratification and case finding so that you can build a solution that meets existing and potential future needs.  Agree on the benefits you are trying to realise.



Step 2

Think about data sharing and Information Governance at an early stage.  Linked, or preferably centralised, data collection systems facilitate prompt, accurate prediction. A lack of appropriate data diminishes the accuracy and value of predictive tools. Data sharing issues in particular can prevent linking of social and community care data. 



Changes in data protection introduced in 2012 prevent CCGs processing patient identifiable data. In 2013, permission was granted for the processing of personal data for risk stratification purposes, but data is required to go through a process of ‘pseudonomisation’ whereby an alternative ID number is applied to patient data before it can be processed. Organisations wishing to process data for risk stratification must make special applications. 



Plan for IG and bring in IG colleagues at early stages the programme, and allocate appropriate time and resources to ensure procedures and processing requirements are met. This may involve processing taking place outside the organisation.



Key points to consider are:

· The purpose for the use of information, and ensuring a lawful basis is identified that take account of the Data Protection Act 1998, the Common Law Duty of Confidentiality and the Human Rights Act 1998

· Ensuring the correct contracts and agreements are in place between each party. These need to articulate the roles and responsibilities of data controllers and data processors.

· Outlining how information will flow and how it will be managed, covering issues such as patient objection management



Step 3

Conduct impact assessments at the start of the programme:

· Privacy Impact Assessment

· Equality impact assessment - to ensure healthcare inequalities are not worsened

· Ethical review - to ensure benefits outweigh harms 



Step 4

Promote clinical leadership and engagement. 



Strong local leadership and ownership of risk stratification processes and models by local teams is essential for success. Encourage this by involving local clinicians and those who will use the tools in every stage of the design of the risk stratification process, to ensure that tools are fit for purpose and fit with existing processes. 



Clinicians who already have an understanding and sympathy for population health perspectives may be easiest to engage. It may be helpful to identify and work with a clinical lead/champion. Investment in education, provision of training and information packages for clinicians can increase engagement with and acceptance of a risk stratification tool.



A common pitfall of risk stratification programmes is resistance from clinicians, who may be sceptical of the accuracy and usefulness of predictive tools. Some may feel that tools identify patients who are already known to clinicians and that risk stratification is just a ‘tick box’ exercise. This may also be because of a lack of effective services to refer patients to. Address these issues and ensure that GPs are provided the time to understand and implement risk stratification. 



Clinicians may be more likely to use a risk stratification tool if they are given some independence to access and use data from the tool. Furthermore, allowing clinical judgement to be used alongside the risk stratification tool in the decision-making process may improve acceptance among clinicians.



Step 5

Ensure fit with local health care system policies and embed risk stratification within wider health care system. 



Work with CCGs to procure and implement processes and make use of management and analytical support from CCGs. 



Risk stratification’s efficacy is dependent on the effectiveness of the interventions that patients are referred onto, so ensuring that these interventions are part of a clear, well integrated pathway that clinicians are aware of is vital. This will make the purpose of the tool clear to stakeholders and encourage clinicians to use the risk stratification data. For the greatest acceptance, risk stratification should be part of a clearly explained broader disease management and care integration strategy, and related initiatives such as new interventions and care models should be developed in parallel.



Be aware that the introduction of a risk stratification tool can lead to quite different patterns of patient flow and careful planning is needed to ensure that existing systems and staff are not overwhelmed.



Step 6

Make the tool user friendly. Users should be able to access information on their desktops and it should not take more than three clicks of the mouse to get to the information they use.



Step 7

Put in place robust, ongoing evaluation and review processes, involving commissioners, care teams and providers, to ensure continued effectiveness of the programme.  Procurements and contracts must account for this requirement for ongoing review.



Step 8

Learn from people who have implemented successful risk stratification programmes and recycle and update existing resource materials. The case studies presented here may be a good starting point.





Case studies



Erewash NCM vanguard

Model: threshold criteria >65 using primary/acute services frequently or patients >80 who did not access a health professional in past 12 months

· Data: primary care records

Intervention: care coordinator planned care, patients passed to MDT who planned proactive care



Morecambe Bay NCM vanguard

Model: CPM tailored to local environment by Midlands and Lancashire CSU

· Data: SUS/hospital, primary care, prior utilisation/cost, clinical, diagnostic, co-morbidities, demographic

· Outcome predicted: risk of unplanned admission in next 12 months

· Clinical input: GP saw findings on EMIS with additional data e.g. frailty code

Intervention: GP referred to local Integrated Care Communities

PPV: 30% for top 3.5% patients 

Process: worked with the CCG’s newly procured analytical tool and used CCG business and analytical support



North East Hampshire and Farnham NCM vanguard, Central Southern CSU

Model: ACG, Central Southern CSU undertook a recalibration exercise and incorporated the recalibrated models into the version of the ACG System used in the UK

· Data: 250 factors, primary/secondary care utilisation, clinical, diagnostic, pharmacy, health status/functionality, demographic, potentially social care and mental health

· Outcome predicted: risk of unplanned admission in next 12 months, risk of being high cost in next 12 months

· Clinical input: GP saw findings on dashboard with primary/secondary care activity, community, social care, mental health data

Intervention: GP referred to community MDT, which included specialist palliative care input

Outcomes: not yet any evidence of a decline in unplanned hospital admissions, risk stratification information on ambulances’ care planning records has helped paramedics to tailor their support to the particular patient visited



Sunderland NCM vanguard

Model: Q-admissions

· Data: 30 factors, primary care, prior utilisation/cost, clinical, diagnostic, pharmacy, health status/functionality, demographic, potentially social care indicators e.g. >15 hours of planned care, >50 times alarm use

· Outcome predicted: risk of unplanned admission in next 12 months

· Clinical input: Community Integrated Care team adds to/revises list based on additional data e.g. hospital discharge summaries, households with multiple individuals on list (indicate at-risk carers), clinical indicators e.g. frailty list, dementia, social care e.g. living in care home, complex medication regimes, soft intelligence from GP, pharmacy staff, receptionists

Intervention: patients passed to Community Integrated Care team

PPV: 42% for top 10% patients

Sensitivity: 39% for top 10% patients

Target segment: in some localities the top 2% were given input from the integrated care team and in others top 4% due to significant variation in health inequalities and health burden between localities

Process: used the CCG’s case identification system and CCG business and analytical support

Outcomes: not yet any evidence of a decline in unplanned hospital admissions, vanguard-wide reductions in their length of stay and delayed transfer of care measures



Tower Hamlets NCM vanguard

Model: Q-admissions

· Data: SUS/ hospital, primary care, prior utilisation/cost, clinical

· Outcome predicted: risk of hospital admission in next 12 months

· Practice manager saw list and discussed with clinicians and representatives from local integrated care teams, clinicians added other patients who would benefit from holistic package of care

Intervention: patients passed to local integrated care teams



Greenwich and Bexley GP practices and CCG

Model: software MSDi Tool for managing people with co-morbidities

Intervention: prevention and supported/assisted management and support for self-management



West Leicestershire, East Leicestershire and Rutland, Leicester City CCGs

Model: ACG to identify between 2% and up to 10% of the highest risk patients

Intervention: patients reviewed and referred to Community Health and Social Care teams, Local Authority services and voluntary organisations for a range of interventions and opportunities to improve their disease control and general well-being



Halton LA

Model: PRISM

Intervention: MDT approach between health and social care, proactive approaches for patients and carers including rapid risk assessment for falls, avoidance of unplanned admissions and exacerbation of chronic conditions, creation of  multi-agency care plans
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Risk stratification - a summary of key findings

The Operational Research and Evaluation team has produced a learning and impact study on
risk stratification. It includes a review of the core methods, examines the existing literature, and
outlines key lessons learnt from the vanguards.

Five vanguard sites were visited so as to gather learning concerning their use and approach to
risk stratification, and its impact. A range of different approaches are being taken, with much to
learn for systems considering adopting or amending their risk stratification approaches.
Differing outcomes have been achieved. For example, none has yet seen a reduction in non-
elective admissions attributed to the use of risk stratification. However, this is in line with the
findings from the wider literature, which suggests that risk stratification will not have a
significant impact on non-elective admissions but can provide value in case finding and
population health planning. The reasons for this are discussed in the broader impact study, and
include the risk profile of the population, the context in which the method was used, and
broader phenomena such as regression to the mean.

The full learning and impact study contains a more detailed exploration and description of the
work. This document is a summary of the key messages and learning from the study. It should
be read by commissioners, managers and STP leads who are looking for an overview of risk
stratification, and the key questions it raises for implementation within their organisations.

For essential additional reading see next steps for risk stratification in the NHS

What is risk stratification?

Risk stratification is a population planning method which is intended to stratify the population
in a way which makes it easier to identify patients who are at the highest risk of having an
unplanned hospital admission, or other undesirable event. It can be applied to specific
populations, and for example, be applied to risk of re-admission or condition specific risks, such
as falls prediction, to differing degrees of success.

In primary/community settings risk stratification typically involves the segmentation of the
whole of a population, or all patients above a certain age to identify which patients are most at
risk of an unplanned event or hospitalisation. Risk stratification as a contributing component of
a case-finding method has been incentivised in primary care since 2014 through national
Enhanced Service Agreements’ which further advocate the use of a suitable tool to identify the
segments of the population that are most at risk. The use of risk stratification is further
advocated within the PACs and MCP frameworks.

! https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2015/03/avoid-unplanned-admissions-03-15.pdf




https://www.england.nhs.uk/wp-content/uploads/2015/01/nxt-steps-risk-strat-glewis.pdf

https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2015/03/avoid-unplanned-admissions-03-15.pdf



How is it done?

There are different methods of risk stratification, all of which to differing degrees use the past to
inform the understanding of a patient’s future risk. The core methods (as described in 2.2.1 of
the full document) include:

Clinical perspective:

Clinicians using their knowledge and judgement to identify which patients are most at risk of
unplanned events, and which are most likely to benefit from an intervention. In practice, clinical
judgement is often applied to the outputs of a risk stratification tool, as clinicians cannot
realistically scan an entire population without pre-selection via a tool.

Threshold modelling:

Reviews the historic risk of a patient, usually via a review of the number of instances they have
come into contact with emergency medical services within a preceding timeframe, and using
this to extrapolate the likelihood of their future risk of an unplanned event. This is a method
particularly susceptible to regression to the mean, as discussed under risks.

Predictive modelling

This method uses multiple regression, neural networks or other forms of artificial intelligence
to make predictions of future risk, based on individuals’ past characteristics. Inputted data can
include: socio-demographic; diagnostic; prior utilisation/cost; pharmacy data; health
status/functionality; and clinical data. Three NHS models have been developed - Patients at
Risk of Re-hospitalisation (PARR), the Combined Predictive Model (CPM) and the Patients at
Risk of Re-hospitalisation over 30 days (PARR-30). This method incorporates a range of
demographic information, as well as both primary and acute data, in addition to historical
events, to be combined to predict different patients’ risk of an unplanned admission or other
adverse event. These models are viewed as the most accurate available and are less susceptible
to either cognitive bias or regression to the mean effects than threshold modelling or clinical
perspective alone.

Information governance and implementation

Predictive or threshold modelling is generally enabled by a risk stratification tool. Implementing
such a tool requires data protection authorisation and for patient data to be pseudonomised®
(i-e. identifying characteristics removed and proxy number assigned), before being processed
and filtered via a specified risk stratification tool. Capabilities of different tools vary, and those
designed to implement predictive models and incorporate demographic data are likely to be
most effective. The tools used by the different vanguards are described in the full impact study.

What are its benefits?

If effective, the benefits of risk stratification include:

e Enabling case finding to ensure that proactive interventions can be offered to the
individuals most at risk of an adverse event

2 Meaning ‘pseudo-anonymised’





o Identifying and targeting appropriate proactive interventions for populations who might
benefit from better preventative care

e Asabroader population health planning tool to enable commissioners, providers, and
STPs to gain a detailed picture of the population profile, risk and needs.

The goal of risk stratification is sometimes described as being to aid the avoidance of unplanned
admissions. This is difficult to achieve, not least because of the low preventability of admissions
in the highest risk patients (as discussed in 2.3.3 in the impact study). However, the difficulties
in identifying a causal link between admission avoidance and risk stratification does not negate
the potential benefits of the process, such as potential care plan improvement and improvement
in hospital admission procedures.

What are the risks and limitations?

The risks and limitations of risk stratification are well explored in the literature on the topic,
and were evident in each of the vanguards visited. Issues include:

e The limited predictive accuracy of tools, and the risk of both false positives and false
negatives (see 2.3.1 in the full impact study).

e ‘Regression to the mean’ which, in this context, relates to the likelihood that if someone
has a high number of non-elective admissions in the previous year, they will probably
have fewer the next year even without any intervention, and thus a reduction in
admissions following risk stratification/case finding may be misleading

e The impactibility of the patient group - in particular, that admissions in people for
certain conditions, or for patients at the highest risk levels, may not be preventable

o The availability of alternative to hospital admission, and the range of community based
services

o The degree of difficulty in gaining appropriate data protection clearance to carry out
risk stratification

e Lack of clinical buy in may be a limiting factor.

The vanguard experiences

Five vanguards were studied regarding their experiences of risk stratification. The full findings
are outlined in more detail in section 3 of the impact study.

The vanguards studied were as follows:

Vanguard

Method used

Use of model

Tower Hamlets

Predictive modelling & clinical input

Case finding and population health
planning

Sunderland

Predictive modelling & clinical input

Case finding

North East Hants and
Farnham

Predictive modelling & clinical input

Case finding and population health
planning

Erewash

Threshold modelling & clinical input

Case finding

Morecombe Bay

Predictive modelling & clinical input

Case finding

There was limited evidence that risk stratification led to a reduction in non-elective admissions.
However, it is important to note that this is in line with existing literature and thus was an






anticipated finding. Risk stratification formed part of broader MDT and case finding methods
within the vanguards, which were at too early a stage to identify long-term impact. Future work
on the impact of risk stratification may consider the impact of this method on different
outcomes, such as length of stay and DTOC. Risk stratification is a component of the suite of
methods being used in the vanguards and there is a broad range of mechanisms by which it is
being implemented.

Lessons learnt from vanguards’ experiences

e Use predictive models for the highest accuracy

e Consider outcomes beyond emergency admissions and work with lower risk individuals

e Think about impactibility - some high-risk patients are more likely to have their risk
lowered by a given intervention than others.

e Offer a suite of proactive care approaches

o Beaware of the information governance issues that need to be addressed when
implementing a risk stratification tool

e Implement risk stratification from the bottom up, with local clinical leadership.

Questions for STPs and commissioners to consider when commissioning
and implementing risk stratification

e Tool selection: What are the capabilities of the tool being used? Does it support a predictive
model? Is it suitable for both the needs of the organisation? For example, at what level is the
population segmentation viewable - is it at the practice level or practice group level, or Is it
broader? Is this suitable for the context in which is being implemented?

o Information governance: How thoroughly have information governance issues been
addressed by the organisation processing the data and the organisations reviewing the results?
Are data processing agreements in place and has approval been gained? Has an impact analysis
and equalities impact assessment been carried out?

e C(Case finding and population planning: Who will be reviewing the outputs of the risk tool and
with what intended goals? What resources are available for onward referral? How will the
people identified be supported, and how effective are the interventions being offered?

Essential further reading

Next steps for risk stratification in the NHS

Chosing predictive risk models - a guide for commissioners

Full learning and impact study on risk stratification

For any questions or comments about this study please contact England.ORET@nhs.net




https://www.england.nhs.uk/wp-content/uploads/2015/01/nxt-steps-risk-strat-glewis.pdf

https://www.nuffieldtrust.org.uk/files/2017-01/choosing-predictive-risk-model-guide-for-commissioners-web-final.pdf

mailto:England.ORET@nhs.net
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		Case study database - insight and learning template



VANGUARD: Fylde Coast

Care Model: MCP



		Title of case study

		Risk Stratification – identifying patients potentially suitable for extensive care and enhanced primary care 





		The issue

		Fylde Coast’s new care model is based on a whole population approach that seeks to provide more coordinated care for patients at home and in the community, reducing demand on hospitals, and which promotes greater patient activation, self-care and wellbeing.



A key rationale for the model was that certain population groups were high users of health and care services, and that quality and outcomes for these groups, and the sustainability of the system, would be improved by tailoring services according to risk cohorts.





		Intervention  chosen  

		Fylde Coast’s patient cohorts for their new care model are derived from the Combined Predictive Model (CPM) – developed by the King’s Fund. The model uses secondary care data and GP system data relating to long term conditions and disease registers to predict likelihood of emergency hospital admission within the next 12 months.



· Patients are ranked and grouped into categories based upon anticipated intervention level (case management, disease management, self-care support, prevention and wellness promotion). 



As an MCP vanguard, the Fylde Coast has focussed initially on transforming ‘out of hospital’ care through improved integration across primary care, community services and social care, underpinned by population health analysis. Adapting learning from other health systems (including the USA), the Fylde Coast developed a ‘three segment’ care model incorporating: a complex care model known as extensive care for the highest risk (originally 1.5% of the population) , enhanced primary care for the next strata (originally 35%), and episodic care for the majority of the population at low risk. Patients within the extensive care and enhanced primary care cohorts can be further stratified into more detailed risk score quartiles. (0-25, 25-50, 50-75, 75+).





		How it 

was implemented

		The risk stratification modelling has been refreshed a number of times to better understand the makeup of the population, the demographics of each neighbourhood , to sense check initial assumptions relating to our extensive and enhanced primary care cohorts; and how best to target resources. The remodelling which took place in November 2015 refined the coding used, and had the effect of shifting almost 2000, originally deemed eligible for Enhanced Primary Care into the Extensive Care cohort. 



· Scrutinising the demographics of each neighbourhood highlighted significant differences in health status across Fylde Coast which in turn indicated a need to flex neighbourhood team skills and competencies. The table below gives an example of the flexibilities that were built into the Fylde Coast Vanguard approach.
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In June 2016 the population risk segmentation was run again and the net effect was that a significantly smaller proportion of the population were considered appropriate for Enhanced primary care, as patients with a LTC and a risk score of <20 would henceforth be managed via GP Practice as Episodic i.e. Annual Review of well managed condition. This reduced the EPC eligible population to approximately 28,000. 
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The diagram below shows an updated version of the risk stratification of the Fylde Coast population as at July 2016. This demonstrates the relatively static nature of the population in terms of their risk profiles given that the net increase in patients who meet the ECS eligibility criteria is 100 over a 9 month period. When including other factors such as patients leaving the area and mortality, the rate of increase in the ECS population is less than 20 additional patients per month.
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The extensive care service is intended for patients who are: 

· 60 years of age of over; 

· have two or more long term conditions such as heart problems, respiratory problems, diabetes or dementia; 

· a ‘risk score’ of 20 or more, or who alternatively had two or more hospital/A&E/out-of-hours contacts in the last 3 months. 

The extensive care service provides complete wrap-around care of patients, coordinated by a dedicated MDT. The objective of the service is to improve the management of the patient’s condition, and their activation and ability to self-care, to help them stay well for longer and reduce the likelihood of crises that might otherwise result in hospital admission.



Fylde Coast’s approach is to use the risk stratification as a guide or starting point from which to identify appropriate patients for extensive care and enhanced primary care. There is currently a two month delay before latest data can be run through the model, and the Fylde Coast are developing a real-time business intelligence system that can be used by commissioners and providers as a real-time predictive tool. The initial IT build is complete, with a number of data streams already live, and the BI tool is in test with a number of practices.



Upon identifying potentially suitable patients for extensive care through risk stratification, GP practices are asked to have a conversation with their patients about a possible referral to extensive care. Patients remain free to choose whether they want to take up the offer. Following referral, the extensive care team undertakes a comprehensive assessment to ascertain whether the patient is actually suitable (as the risk stratification is a guide rather than providing a definitive clinical view) in terms of their likelihood of the patient benefitting from the service, in terms of improving their health outcomes, improving the ability of patients to self-care and self-manage their conditions, and reducing risk of further admissions.





		Impact

		The service started in two hub pilots in July 2015, and was extended to operate across four hubs from April 2016 covering all GP practice and the whole population. Each hub houses a multidisciplinary team of doctors (either a GP or geriatrician), advanced nurse practitioners, care coordinators and non-clinical health and wellbeing support workers



Data shared by the vanguard showed estimated mean reductions in acute activity (by modelling actual activity against the expected activity in a ‘do nothing’ scenario – using the previous 52 weeks for each risk stratification quartile) of: 

· 21% in non-elective admissions

· 17% for elective admissions

· 4% outpatients

· 7% A&E attendances. 

This is based on extensive care only. Data on deflections attributable to patients within enhanced primary care will be available from October 2017. 



A sample audit of impact of the new model on practices suggested that the extensive care model has seen a: 

· 79% reduction in GP consultations

· 91% reduction in home visits and 

· 79% reduction in patient phone calls to practices. 

This was not cash releasing and reflected that the extensive care service assumed responsibility for patients from the practice, but suggested indicative levels of released capacity within primary care for retargeting to other cohorts. 



Patient feedback about the extensive care service is positive, with 99.5% of patients would recommend the service to friends and family.



Patient case study:

John is 67 years-old and has diabetes and a heart condition. He was referred into the extensive care service by his GP. Over the last 12 months John’s health had been declining. In early 2015, he had a hip replacement after suffering a fall and was struggling to get about on his feet. All of this on top of family issues and financial worries was leaving John with overwhelming feelings of anxiety and depression and he was also struggling with feeling socially isolated. The Extensive Care team have worked with John to set a number of achievable goals for him to work towards. These have included learning to better manage his finances, as well as joining local groups and clubs to take part in regular activities. John recognises the positive impact this has had on his overall health and wellbeing. He said: 



“If it wasn’t for the Extensive Care service then I don’t know where I would be. I had nothing to live for. It’s been a real eye-opener for me. The team have given me the impetus to turn my life around by increasing my confidence to tackle issues that I wouldn’t have done.”





		

Learning from key challenges



		In 2016-17, Fylde Coast reported gross savings of £1.731m through deflected activity and reduced PbR, though net savings were negative £4.549m reflecting that the model was in the early stages of development and in receipt of national transformation funds. 



Fylde Coast predict the model will break even from 2018-19, with a 20% ROI over the five years from 16-17 to 20-21. Savings are currently lower than planned due to lower levels of referrals and reduction in overall deflections. Actions are being taken to increase volume of activity and re-orientate extensive care to achieve greatest impact.





		Key contact for further info

		Name: Jonathan Bridge

Organisation: Communications Lead, Blackpool CCG

Email: Jonathan.Bridge@Blackpool.nhs.uk











image1.emf

Neighbourhood


Total Population


Total registered obese 2362 12.16% 1302 6.72%


Total with Diabetes 1454 7.48% 993 5.13%


Total with CHD 1238 6.37% 739 3.82%


Total with a LTC who smoke 928 4.78% 664 3.43%


Total Suffering Mental Health 234 1.20% 143 0.74%


Total with Learning Difficulties 78 0.40% 43 0.22%


Neighbourhood


Blackpool


Far North Kirkham


Fylde and Wyre


Fylde Coast


19429 19368


More speciliasts in 


nutrition, diabetes 


management, and health 


skills


More generic worker 


skills


Comparative Team Skills and 


Competencies




image2.png

Fylde Coast Population Segmentation as at June 2016

Population Activity
Original Revised Original Revised
Segmentation Segmentation  Segmentation Segmentation
Ext 75+ 395 526 6,544 8,723
Ext 50-75 1,105 1,105 11,892 11,891
Ext 25-50 2,745 2,745 18,602 18,602
Ext 0-25 760 0 3,662 0
5,005 4,376 40,700 39,216
EPC 75+ 861 806 17,050 17,044
EPC50-75 3,070 3,420 38,498 46,490
EPC 25-50 13,220 15,454 98,382 128,663
EPCO-25 99,033 8,873 187,903 51,797
116,184 28,553 341,833 243,993
Episodic Care 149,001 230,329 206,081 302,457
Children 52,220 59,151 58,236 66,018

322,410 322,409 646,850 651,684
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