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Population Health

technologies in this way:
Philips defines population Multiple
health management

Quantified in scale and cost

and programmes

“The organization of and accountability for the health and healthcare

needs of defined groups of people utilizing proactive strategies and
interventions that are coordinated, engaging, clinically meaningful,
cost-effective, and safe.”
Defined outcomes (and risk sharing)
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The self-care hub

GP

“I am supported to
understand my
choices and to set
and achieve my
goals”
“I have
systems in
place to get
help at an
early stage to
avoid a crisis”

“I can plan my care with
people who work
together to understand
me and my carer(s),
allow me control, and
bring together services
to achieve the outcomes
important to me.”
Community Matrons &
Community Nursing
Teams

“When I move
between services
or settings, there is
a plan in place for
what happens
next.”

Out of Hours

Carers &
Voluntary
Support

“I have one first
point of contact.
They understand
both me and my
conditions”

CarePoint
Plan of Access
Care Coordination
Transition
Single
Signposting
and navigation
Transition
Management
Management
Signposting
navigation
Single Pointand
of Access
Tele-monitoring
Tele-monitoring
Education, advice
Education,
adviceand
andsupport
support

“I have
information, and
support to use it
which helps me
manage my
conditions”

Connie :
Reminders and Coaching

Bill:
Awareness and prevention

David:
LTC management

“I want peace of mind”
“I want to regain my
confidence”
“I want to walk to the
shops again”

“Remind me what I need to do”

“I used to smoke and
managed to quit.”

“I like feedback and advice”

“I want to stay healthy
and enjoying life”

Background
• Bristol Community Health is a social enterprise and the
leading provider of NHS community healthcare services
in Bristol, providing over 35 services
• Community services include district nursing, specialist
nursing, long term conditions, intermediate care, urgent
care, therapies
• Majority of patient contacts are in their own homes
• Community healthcare teams are integrated into - and
aligned with - general practices/clusters

How did we do it – and why?
Rationale and deliverables
• Building experience, evidence and assets locally
• Translate learning from elsewhere to the Bristol healthcare environment
• Build on Telehealth and demonstrate wider benefits of a more comprehensive
programme
• 1/50th scale (one practice) realisation of a Supported Self-Care programme
for the whole of Bristol.
• Map out pathways and care coordination objectives
• Resourced by BCH and Philips and financially supported by WEAHSN
• Lennard practice part of previous
Telehealth pilot, saw benefits and keen to
expand service to further improve care
Deliverables:
• Specification for the Self-care Hub
• Stakeholder engagement
• Recruitment methodologies
• Cohort based programmes
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Severe COPD, HF or diabetes, likely to have >1
ED admission in following year
Motiva – average length 5.5 months
On average, patients alerted to the ‘hub’ every
other day
Most watched all videos
Age range: 58-88, Average: 76
COPD, HF, Diabetes or Hypertension, at some
risk of deterioration
Flo – average length 15 weeks
Messages exchanged = between 3 and 6 per day
Hub clinician reviewed patient input 1 – 2 times
per week, with patient contact made if necessary
Age range: 33-83yrs. Average: 62
Patients with a diagnosed condition (diabetes, prediabetes, overweight/obesity etc) and high risk of
future health deterioration. Low risk of admission
uMotif – average length 15 weeks
Hub clinician reviewed level of engagement at
regular intervals with support and encouragement
provided
Age range: 35-69yrs, Average: 51

(93 patients enrolled in total but not all became regular users)

Evaluation
• Patient baseline & exit questionnaires based on LTC6,
including carer question
• Patient Activation Levels
• Patient satisfaction survey
• Clinician questionnaires
• Health care utilisation pre & post intervention
• Weight, BP, HbA1c pre and post
• Patient stories & Case Studies
• Patient profiles – what works and for whom

Key results
• Reduction in A&E attendances and unplanned admissions – 50% in
Motiva group
• Reduction in primary care activity levels - largest in the Motiva group
• Increase in patient activation levels – largest in the Flo group
• Reduction in HbA1c – with most success in the Flo group.
• High patient satisfaction:

“It’s made me more aware of my own condition, I’ve
learned to read the signs. Able to judge when I
need to contact someone”
• ’’My whole behaviour towards diabetes has changed. It's educated
me in a lot of ways. I'm also losing weight which is one of the big
contributing factors to Diabetes. Because you're taking more notice
of it, it makes you react.’’
cont…

Key results continued
• High clinician satisfaction - 100% of clinicians reported that it made
their consultations and management of patients more effective

• “Seems to reduce his anxiety and the number of
(previously very frequent and long) phone calls'' - GP
• “Look at the improvement in Hba1c since started with
Flo!!!, “HbA1c gone from 97 to 77! ”
- PN
• ‘Nudging’ psychology of text messaging popular

Lessons for scaling up
• One size does not fit all
• Menu of programme options
personalised for each patient
• Co-creation with GPs
• Clinical engagement important in
patient selection
• Skill mix of the ‘hub’
• Mail shots and marketing to
target lower risk cohorts
(hardest to recruit)
• Integrated information flow

The Champion Project
results show
• The Hub can make patient management and
clinicians’ use of time more efficient
• The programme works with a population-wide
approach
• There has been a reduction in GP, nurse and
secondary care demand
• Improvements in patient
engagement/activation, confidence, awareness
and management of their condition and
symptoms
• Improvements in clinical parameters

Thank you!

