HISES INNOVATION EVENT – 2023
8th June 2023: 14.00 to 16.00

	Item
	Speaker
	Presentation

	Introduction 
	Timothy Walsh

	

	Innovation in COPD

	Gourab Choudhury




Claire Yerramasu and Caroline Ramsay



	





	First Q&A
	

	

	Health Innovation South East Scotland’s Innovation Programme
	Grahame Cumming
	


	Showcase projects to outline the approach taken to delivering innovative solutions
	LONG COVID: A TRL 1 to 7 example 
· Jack Francis and Katrina Gray



Reducing Drugs Deaths: A UK wide Innovation Challenge. 
· Neil Mitchell


CAELUS 2: Viability of Drones for the NHS 
· Joy Dawson

	









	Second Q&A
	

	

	South-East Scotland Data Driven Innovation programme, and the future opportunities being explored.
	Atul Anand
	


	Clinical Innovation Fellows
	Improving Developmental Dysplasia of the hip (DDH) surveillance 
- Joyce Henderson (video)

	


	Final Q&A - close
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Total Population: 1.4 million (26% of
Scotland)
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The National Priorities for Innovation
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Role of the Innovation Test Beds

Turning ideas and knowledge into products and services

Facilitate collaborations - co-design, co-develop and co-deliver with NHS, academia and
industry

\ Prowde leadership, support, test bed environment, regulation support, leverage funding,

and access to NHS teams, healthcare settings, data and governance

Allow innovators to refine solutions, build evidence, inform strategy and develop
thinking, and support scale-up and mainstreaming

Don’t procure / implement solutions already on market, don’t provide large-scale
business as usual services






Our Project Portfolio for 2023 - 2024

HISES Initiated Challenges

Volunteering to support people get home from hospital / Improving the hospital stay
for people with Diabetes/ Enhanced clinical decision support for patients with hip
fractures and those attending with multi morbidities.

National Demand Challenges: HISES supporting successful applicants

Mental Health: Children and Young People ( 2 companies) / Home Monitoring of
Glaucoma (1 company)

National Challenges Currently Open / to be launched

Reducing Drugs Deaths / Dementia Medicines Management / Hb1Ac remote
monitoring / Paediatric Asthma /Menopause / Neonatal Home Care / Cancer

Other Innovation Project Areas:
Long Covid / COPD / Cancer/Frailty/Pre-habilitation/Gestational Diabetes/ Drones






The HISES Core Team hosted by

NHS Lothian Medical Director
y v
Innovation Leads Regional Director of - Director of Digital/eHealth
Innovation T e =—e o __ (NHSL)
Cancer (Stephen Harrow) T ~—e o __ -
Mental Health (Fiona Duffy) T == _ - ¥
Diabetes (Stuart Ritchie) Head of Digital Innovation
Dermatology (Girish Gupta) l { (NHSL)
COPD (Gourab Choudhury)

Project/Demand themed
Leads (Industry collaboration)
Multimorbidity (Naz Lone)

Head Innovation
Programme
Manager

Senior Innovation
Programme
Manager

\ 4

Hip fracture (Alasdair Digital Innovation
MacLullich) - _" - integration/implementation
Diabetes (Stuart Ritchie) Innovation Project Innovation Project team
Ophthalmology (Andrew managers (band 6 Managers (band 6

Tatham) typically 2-3 typically 2-3) {

Innovation project
support officer (Band
4; typically 1)

Care Homes (Susan Shenkin)
Frailty (Atul Anand)
CAMHS (Fiona Duffy)

Other Regional NHS Board Capacity

NHS Borders NHS Fife

Innovation Champion Innovation Champion
Other key roles (supporting regional activity)

e finance support (based in R&D finance team)

e digital innovation officer (based in Information Governance)

* business support and contracts officer (based in R&D).

Project Manager Innovation Manager
Senior Project Manager

Admin. Assistant





The HISES Governance Structure

HISES

— INNOVATION IDEA, APPROACH, PROPOSAL
CHALLENGE/IDEA

CHALLENGE

Facilitate engagement/Waork-up

— INNOVATION NETWORK
GROUP (ING)

Clinicians, services, management teams
Sites; host Board(s)
eHealth/digital

ACADEMIC SINGLE POINT OF CONTACT
PARTNER/ Innovation Office Initial Evaluation
INSTITUTION = Priority/importance/value to NHS
+ - Strategic “fit’
N . . - En ment from relevant clinicians/servi
COMMERCIAL Innovation Project Screening — . Faeizﬁf.::re;u:em:nfs a[d?;:al;cgzuzr:inczimn:
ENTITY Group (IPSG) services: Dataloch etc)
1 - Feasibility
¥ L 4 *  Regulatoryissues
NATIONAL Prioritisation Rejection
PROGRAMME/ T

@ B @ @ @ @

- Dataloch
INNOVATION OVERSIGHT ooRe
niversities/Partners
COMMITTEE “DC} - Funding strategy
|
+
Support Reject or

defer

L 4

HISES PORTFOLIO ADOPTION

Deliver
Project support wvia HISES network group and
Innowvation Programme Teams






Delivering the Innovation Sweet-Spot

Business
(viability)

Technology
(feasibility)

Human values
(usability, desirability)

Feasibility, viability and usability (Brown, 2008)

Innovation

Business (Viability) — Affordable to the
NHS.

Human Values (Usability / Desirability) -
delivers solutions will be used by both
staff, and patients.

Technology (Feasibility) — Must deliver
the required outputs and be compliant
with the relevant Medical Device
Regulations.

Must be able to integrate into existing
NHS systems and be simple to maintain /
upgrade/ fix following adoption.





Achieving the Right Balance between New Products

and Processes

New products

stimulate process
. F
Product /_ [novatons x Process
Innovation \ New processes _/ Innovation
stimulate product

innovation




https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjanKzlpIjfAhWDI1AKHRWtDB8QjRx6BAgBEAU&url=https://blogs.darden.virginia.edu/brunerblog/2016/11/liveblogging-financial-innovation-week-8-new-services-and-processes/&psig=AOvVaw11mqTp1-_889g1DuDSu6V3&ust=1544085444409336
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InnoScot

‘ Health

InnoScot Health has worked in partnership with NHS
Scotland for over 20 years to inspire, accelerate, and
commercialise impactful healthcare innovations.

Its highly experienced team is keen to receive ideas
from healthcare professionals across all areas, levels
and disciplines.

Support is then provided at each stage of the
innovation pathway including Intellectual Property,
Regulatory, Project Management, Commercialisation .

Submit at; w






R

NHS Scotland Innovation
Fellowships : HISES Participants

First national cohort appointed (x9) funded for one day
per week for 2 years.

* 3 posts in the East Region:

- Advanced Paediatric Physiotherapist in NHS Fife,

- Stroke Consultant in NHS Borders /NHS Lothian, &
- Consultant Radiologist in NHS Lothian

Second Fellowship Cohort — Funding to complete a Phd.
* Advanced NHS Lothian Physio appointed.

(Third Cohort recruitment to begin in the Autumn of
2023.)
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Long COVID Pathway
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How has it been developed

Experienced
clinicians

Tailored Talks has been
developed with some of
the most experienced
clinicians in Scotland

Clinical
priorities

Identified as one of NHS
Lothian’s clinical priorities

Input from
patient

Direct input from patients
and charities has meant

a complete pathway has

been designed

Piloting in NHS
Lothian, Lanarkshire,
and Fife.

Developed
with regional
innovation
testbed

Supported and
codeveloped with
HISES, alongside
DHI.

Beyond
Scotland

Looking to scale beyond
Scotland with the help
of partners

Scalable
solution

Scalable solution -
integrations into Scottish
Healthcare record and
modular design

Chest
Heart &
Stroke
Scotland

NO LIFE HALF LIVED www.chss.org.uk





Chest @

Our long COVID pilot Heart &
Stroke
MyTailoredTalks — a digital care pathway for people living with Long COVID Scotland

Your GP refers You receive an Log in and Recelive tailored Request a call Your GP can track
you onto the email with log in complete self- information to back from CHSS your progress
pathway details assessment help with long
questionnaire COVID

Patient quotes

“The talks were good and “| got great help, “Good to have information
useful — they were about especially learning the directly from the NHS as
the right length and got to breathing exercises and it can be difficult to get
the point.” how to use my lungs solid information from

properly. 'd recommend the internet.”
the service to anyone.”

NO LIFE HALF LIVED www.chss.org.uk






Chest @

Heart &

Clinical analytics Stroke
Scotland

~ TailoredTalks Analytics

Home
Choose NHS Board Choose Hospital/GP Date from. ) Date to.
Create a Talk

My Talks Gender: All Age: All Ethnicity: All Employment: All

Other User Talks You are currently viewing: Scotland-wide as of 1/11/2022 m

Onboard Patient

Total paties With other conditio! <
4 g pations Total Patients

25,000 pgejorz b

Gender: Female 12,500

Admin

My Account

Age: 40 3,000

Ethnicity: Asian 1,500

Employment: Employed 18,000 Apr 2022 May 2022 Jun 2022 Jul 2022 Aug 2022 Sept 2022 Oct 2022

Questionnaire responses Jump to question:2 v

Q2.1 - Breathlessnes Symptom severity scale

On a scale of 0-10, with 0 being not 20000
breathless at all and 10 being extremely
breathless, how breathless are you:

,9\ Welcome Darren 1. At rest?

NO LIFE HALF LIVED www.chss.org.uk






Data Analytics

29 June 2023

228 ~ >

TOTAL PATIENTS ONBOARDED

184 (81%) ~ !

PATIENTS WHO HAVE REGISTERED

65 (65%) ~

PATIENTS WHO HAVE BEEN DISCHARGED

816

TOTAL NUMBER OF TALKS
SENT TO PATIENTS

83 (49%])

PATIENTS WHO HAVE
REQUESTED A CALLBACK

REFERRALS RECEIVED 267 (+6)

REFERRALS ACCEPTED 228 (+5)
(one duplicate)

REFERRALS REJECTED 39 (+1)

-Non pilot GP (12)

-Error with email (7)

-No diagnosis of long covid (4)
-Duplicate (16)
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Heart &
Stroke
Scotland
Number of patients onboarded by month
30
26
w1 24 24 24
£ 25
L
EEU 17 17
° 14 14
_ug 15 12 12 12
£ 10 9
= 10 3
=
5 4 Total
1
0
", 97 \ "\ 9" 9 97 \ 9" 9 % % e ", 2 %
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Month of onboarding

NO LIFE HALF LIVED www.chss.org.uk





Onboarded patients by level of deprivation: Decile

30

Numbe rof patients onboarded

7 8 9 10 not found

29
21
18
14
H Total
5
N :

1 3 4 5 6

2
Decile
All 6976 data zones are grouped into 10 bands (deciles), each containing 10% of the data zones. Decile 1 contains the 10% most

deprived data zones in Scotland.

Number of patients

Number of patients onboarded by age

25

11
8

0-18 19-29 30-39 40-49 50-59 60-69 70-79 80-89
Age Group

Map of patient SIMD and TT user postcodes:
https://www.arcgis.com/apps/instant/basic/index.html?appid=7clee26eca0f476f9a765ee0750a7b07

Number of patients onboarded by sex

172 (93%)

PATIENTS WHO HAVE
COMPLETED 1ST SELF-
ASSESSMENT

63 (45%)

PATIENTS WHO HAVE
COMPLETED 2ND SELF-
ASSESSMENT

3 (30%)

PATIENTS WHO HAVE
COMPLETED 3RD SELF-
ASSESSMENT






Project Phases e 4

Launched pilot with
26 GP practices across
all H&SC Partnerships

(March 2022)

Rolled out service
across all of
Midlothian (Jan 2023)

Tested service with
Peer Support Group
(Jan 2022)

NO LIFE HALF LIVED www.chss.org.uk





Evaluation & Feedback %Z

Peer Support Pilot Study Advice Line

Group Patient CHSS GP Evaluation

Evaluation Evaluation Evaluation

NO LIFE HALF LIVED www.chss.org.uk






Benefits of Tailored Talks

O
b

Patients

® Tailored guidance to help effectively
self manage their condition

® Links into the charity sector for
further support

® all of their information on an easy to
use app/web platform

NO LIFE HALF LIVED

Clinical systems

» Effective self management advice
reduces readmissions

® Accessibility tools for equity of access

® Less paper used than traditional
leaflets and pamphlets

Chest @

Heart &
Stroke
Scotland

www.chss.org.uk
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Reducing Drug Deaths
National Innovation Challenge

InNnovatign T sewass | Office for
South East Scotland © § ° Life Sciences






— hteth SHIP
Innovation Consortium mnovotlﬁi

AND INDUSTRY
PARTNERSHIP
South East Scotland

Reducing Drug Deaths SHIP Consortium Leadership Group

e Established March 2022

 Based on the triple helix model, the consortium brings together leading
experts in substance misuse from health, social care, policy, research
and third sector, with industry partners

 Collaboratively identifies and prioritises national gaps or areas of need
which could benefit from innovative solutions to reduce the numbers of
drug deaths and connect these with investment opportunities.

 Working with UK and devolved governments





] health

. SHIP
Innovation Challenge mnovotlg @ HHHHHHHHHHHHHH

South East Scotland

£5 million innovation fund

To support development and testing of innovative
solutions that focus on detection of, response to, or
intervention in potentially fatal overdose occurrences
using innovative digital, technologies and therapeutic
solutions.





] health

. SHIP
Innovation Challenge mnovotlg @ HHHHHHHHHHHHHH

South East Scotland

Project can focus on one or more of the following
themes:

 detection of potential overdose episodes
* alert or response to potential overdose episodes

* intervention therapeutics as antidotes to overdose
episodes





] health

. . . SHIP
Competition details mnovotlg @ HHHHHHHHHHHHHH

South East Scotland

Competition 1

SBRI: Overdose detection, response and intervention feasibility

* This competition is for feasibility study projects which have not yet
reached prototype development.

* Thisis phase 1 of a potential 2 phase competition.

 R&D contracts will be up to £100,000 inclusive of VAT, for projects
lasting up to 4 months.



https://apply-for-innovation-funding.service.gov.uk/competition/1456/overview/24074860-429c-4f6a-8f27-2c3428475259



] health

. . . SHIP
Competition details mnovotlg @ HHHHHHHHHHHHHH

South East Scotland

Competition 2

SBRI: Overdose detection, response and intervention demonstration

 This competition is for projects with technology already at an

advanced stage of development, and near ready to be deployed in
a real-world environment.

 This is a single-phase competition.

e R&D contracts will be up to £500,000 inclusive of VAT, to develop a
prototype and undertake field testing for up to 12 months.



https://apply-for-innovation-funding.service.gov.uk/competition/1462/overview/db9bbd4b-6311-44fa-b787-0a7edc7b1b29



Innovation Priorities mnovot% @SHIP

SCOTTISH HEALTH
AND INDUSTRY
PARTNERSHIP

South East Scotland

Projects can focus on one or more of the following priorities:

discrete digital technology solutions with intuitive and simple design, focussed on service users
and responders

simple alert or responder pathways that create effective responses to potentially fatal
overdose events

enhance the ability to self-monitor by people who use drugs

improved equity of access, detection and response in this vulnerable population through
connected and safe digitalised platforms

enhanced simple live intelligent data gathering processes, surveillance and remote monitoring

enhance innovative intervention therapeutics as antidotes to overdose episodes and through
an effective delivery and administration system





] health

Mechanisms and Technologies InnOVQtléi @mﬁw

South East Scotland PARTNERSHIP

Wearable devices or patches

Remote monitoring

GPS receivers

Smartphone apps

Decentralised application environments
Al and machine learning

Virtual reality and augmented reality
Gamification

Data analytics

© O 0O 0O 0O 0O 0O 0O O O

Therapeutics.





NHS Fife Roles and Responsibilities innovatign T—r

South East Scotland

] health % @smp

* Application process and evaluation

* Programme management of awarded projects
* Monthly Steering Group

* Milestone awards

* Performance of projects

* Progression to Phase 2





SCOTTISH HEALTH
AND INDUSTRY
PARTNERSHIP

Challenge Programme innovati

South East Scotland

I — health Q@n @SHIP






Thank you
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CAELUS

Project CAELUS

An Innovation project for a drone network to support
healthcare logistics in Scotland and beyond

& PROJECTCAELUS.CO.UK





Consortium Partners

The project part-funded by
Innovate UK Future Flight
Challenge

| INDUSTRIAL
STRATEGY

The consortium is led by AGS
Airports and with the support
of the NHS in Scotland.

UK Research
and Innovation

7

-+

CAI\E:i/_IUS
NHS v
\ / ags Skyports
SCOTLAND
DRONAMICS
catAPULT g s
_ Strathclyde
I INTELSIUS C ) i NATS
© O/ ,
THEDRONEOFFICE CALELUS | TECHNOLOGIES
p Commonplace Irg ARUP
cellnex®

ATKINS






About Project CAELUS @!—5
Care & Equity - Logistics UAS Scotland AR

Project CAELUS is an Innovation project. The team seeks to
demonstrate a drone-enabled medical logistics network
for Scotland, serving a variety of validated real-life use
cases across urban and rural environments”






A “once for Scotland” approach <+>

CAELUS

Health Secretary Humza Yousaf has said drones
could be a “game-changer” in how the NHS
delivers healthcare for patients in the Highlands
and Islands...We are also very interested and very
excited and will support health boards and
partners in any way that we are able to do so.”

(Press & Journal, 28/06/2022) “_.if there is one story to take away from
this entire conference, it is about the social
benefit of what we are trying to do.” -Gary
Cutts, Challenge Director, Future Flight, UK
Research and Innovation. (Connected Skies

Summit, British  Transport Museum,
18/05/2022)






A “once for Scotland” approach

* 26% of Scotland’s population lives in
69% of the landmass.

e 70 miles from Moray Coast to ARI

* Acute Myeloid Leukaemia in aging
population

e 7 day cycles of chemotherapy injections
every 28 days

Keeping patients at home in with their
support networks around them
Reducing need for patient travel and
costs

Reduction in carbon footprint






What do we mean by drones? <+>

A drone is like an automated  skyports

aircraft, remotely piloted or \S/%ip Kite

monitored. Autonomous
Zero emissions
Payload 3 kg

We seek to demonstrate the Range 225km
. Weather can fly in rain, 35kts
benefits of 2 types of drones,  i\4 and icing conditions

a smaller and bigger drone, Dronamics
matching different user cases ~ Jack Swan model (arcraft
. mall fixed wing, unmanned
and covering the whole of Fuel efficient
Cargo capacity of 350kg
Scotland. Range >2,500km

Speed Up to 180kph/112mph
Altitude 15,000ft






NHS Use Cases:
Example services unlocked by CAELUS

= W
E7
a n

Local Chemotherapy

Administration

Chemo, prepared in a specialist
lab, can be transported to the
patient in a tight time window.

Faster blood product

cross-matching

Reduced turn around time
between patient, lab and blood
supplies.

Faster Lab Testing
Reduced turn around time
between patient and lab to
provide targeted antibiotics.

Faster Emergency

Medicine

Reduced delivery time for
specialist / emergency
medicines that cannot be
stocked locally.

—
—
)
)

\

Reduces patient travel
time, stress and cost by
removing the need to
travel to specialist centres.

Faster emergency
treatment.

Better patient
outcomes.

More efficient use of
blood products.

Reduces antibiotic resistance.
Better patient outcomes.
Shorter hospital stay.

Better patient outcomes.
Shorter hospital stay.

-/
CAELUS

CAELUS would enable samples
and supplies to be delivered
rapidly, within a time controlled
window with medical grade,
temperature controlled and
monitored packaging that is
critical to the success of
treatment






|/_‘\'.

What is our timeline specifically for flight demonstrations? <+, =)
CAELUS
Agg-Sep A Sep 23 —Feb 24 Jan- Feb 24
Flight trials 3 Flight trati ith : : Jul 2024
July 2022 il e[ Ignht demonstrations wi Flight trials Prolect et
Project Launch drone smaller drone with roject completion
large drone
between : S ,
Golden Jubilee in 3 locations in Scotland in Scotland
Hospital and
Glasgow
Airport

Air operations are regulated by the Civil Aviation Authority, the CAA. The CAA is the UK's aviation
regulator and work so that the aviation industry meets the highest safety standards
All flight demonstrations are subject to prior approval by the CAA, and timeline is subject to change.






QUESTIONS?

hello@projectcaelus.uk

https://caelus.commonplace.is/

www.linkedin.com/company/project-
caelus-scotiand

www.projectCAELUS.co.uk



mailto:hello@projectcaelus.uk
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CALELUS

& PROJECTCAELUS.CO.UK
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Data-Driven 2N . i :
I. Innovation /‘\Q‘} Dataloch hgﬁ&g&iﬁp vation

Part of the Edinburgh & South East Scotland City Region Deal

Data-Driven Innovation In
South East Scotland

Dr Atul Anand
Consultant Geriatrician & Senior Clinical Research Fellow, University of Edinburgh

Clinical Lead, DatalLoch

East Region Innovation Event
8t June 2023





I' Data-Driven
Innovation

Part of the Edinburgh & South East Scotland City Region Deal

EDINBURGH AND
SOUTH EAST SCOTLAND
CITY REGION DEAL

I o

Contributing to

&%) THE UNIVERSITY | Uusher 489\ THE UNIVERSITY ‘ |p|p| Deta-Driven
Y- of EDINBURGH institute Y- of EDINBURGH Innovation






Establish a network of Innovation Hubs across the region
supported by the Edinburgh International Data Facility

A% THE UNIVERSITY | uusher
&N/ of EDINBURGH institute

& & BayesCentre

PEOPLE CENTRED = INTELLICENCEDRIVEN ~ |pternationa

540 BoBStarum  EIDF

AN " THE UNIVERSITY of EDINBURGIH
NPNY: Edinburgh Futures Institute
oTee

I o

D ROSLIN

| Contrlbutlng to

%) THE UNIVERSITY | UUsher &9\ THE UNIVERSITY ‘ |D|p| Data-Driven
Y- of EDINBURGH institute Y- d EDINBURGH Innovation






Create a world-leading innovation hub where the
public, private and not-for-profit sectors collaborate to enable

data-driven advances in the delivery of health and social care

l]’“lllI!lllﬁi; z”§
.llll'l %ﬂ! = B
S nnanaEn

BALEE UEY ADEAEY “ I, Y
a iy o oy PR J \ - WL !

T W
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The Data-Driven Innovation Health and Social Care Programme

VISION

DELIVERY
THEMES

UNDERPINNING
CAPABILITY

N/
7\

Create an innovation hub where the public, private and
third sectors collaborate to enable data-driven advances
in the delivery of health and social care.

TALENT RESEARCH ADOPTION ENTREPRENEURS
New
I - .

Enable di pt?r Partnerships businesses
health & care sciptinary to address that improve
professionals rfrzenasrfg;;o major the delivery
to realise the challenges in of health &

health & care
value of data : health & care care toour
delivery .\
citizens

DatalLoch

Harness Scotland's health care data and expertise to improve health and
social care outcomes in our region and beyond






=N\
Q) Dataloch
g

Quality, well-structured routine data
IS essential to healthcare innovation






=N\
Q) Dataloch
g

Integrated data infrastructure

Grampian
Data Safe
Haven

Established network of regional and national

GlGreater& i National Data Safe l Cloch data Safe Havens to support linkage and
aCSIg;’W . aven(eDRS) ataloc analysis of de-identified data.
yde

Health
Informatics

Centre






DatalLoch: health care data

200,000

~1 million 106 GP 20 data
annual

visits

persons practices sources

o Conditions from GP and hospital records
Conditions o Using common definitions from HDR UK code libraries
o Laboratory test results, X-rays and other radiology

Depression 1917

o Prescriptions dispensed in the community

Prescribing Inpatient prescribing (coming soon)

o Hospital admissions and discharges

Encounters GP visits and hospital outpatient activity

o Alcohol consumption

Observations o eFrailty
o BMI, blood pressure, smoking

Demographicsto o Age
address o SIMD
inequalities o Ethnicity

o Critical care visits
Outcomes o Procedures

https://www.wiki.ed.ac.uk/display/DMCatalogue
Deaths
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DatalLoch Respiratory Registry

REATHE

Health Data Research Hub

South-East Scotland residents with COPD, asthma and ILD.

COPD cohortincludes 52,500 patients with COPD, 3,800 patients with ILD, and 2400 patients with both.

Data harmonised with BREATHE funded registries in England (CPRD) and Wales (SAIL Databank) to enable UK-wide studies

Patients with COPD in DatalLoch respiratory registry

0951001 I
090-094 1 -
| =
o =
@
2
w
®
[
<<,
4500 3000 1500 0 1500 3000 4500

COPD Population (Count)

Fig 5. Population pyramid by age range and sex for patients with COPD in the DataLoch
Respiratory Registry.

health inn 'votion

South East Scotland €9 4™

We aim to transform COPD service provision in the region from a reactive,
high cost approach to one focused on prevention, anticipation and co-
management with the objective of reducing COPD hospitalisations by 30%.

The project uses linked, routine health data and aims to use machine learning/Al
approaches to:

= ‘ ° ' E

Automate patient Understand healthcare Develop risk models to
identification, describe utilisation by this population  automate identification of ~ Automate patient flagging
incidence, characterise stage including Emergency patients at risk of for evidence based
and severity, and report Department (ED) hospitalisation and/or interventions an pathways.
regional distribution and attendances, hospitalisations high resource use utilising
trends in COPD over time. and occupied bed days, rich data including social
readmissions and outpatient
activity.

determinants of health.
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Clear problewm to be solved? M
Scientific advances reduired? M

leap

Objective: to reduce 30-day reattendance in patients presenting with suspected acute
coronary syndrome by a fifth using artificial intelligence tools to augment clinical decisions.

% Build a cardiology registry

nature medicine
[—m Develop an adjudication console
||I

fo r C l i n i Ca l d a ta Va l i d a t i O n Article . . . . https://doi.org/10.1038/541591-023-0.2325-4
Machinelearning for diagnosis of myocardial

, infarction using cardiac troponin
@ Create Safe Setting for Al development concentrations
s Handover to NHS for live implementation i oy e ot S

Pedro Lopez-Ayala ®°?, Thomas Nestelberger?, Luca Koechlin®4,

Published online: 11 May 2023 Miguel O. Bernabeu ®?%, Lis Neubeck®, Atul Anand ®', Karen Schulz®’,

Fred S. Apple®, William Parsonage®, Jaimi H. Greenslade ®'°"'72,

Louise Cullen®'°""2, John W. Pickering ® ***, Martin P. Than'®, Alasdair Gray®™,
Christian Mueller®, Nicholas L. Mills®'?" ' & CoDE-ACS Investigators*

M Check for updates






5y Dataloch

N

Informing the governance: views of the local population

Public consultation on"non-traditional" user access to health care data.

Survey — March 2022
o 595 respondents from City Region Deal area (Lothians, Fife, Borders)

o Report published in June 2022

Followed by deliberative workshops with 40 participants

Detailed report available on the DataLoch website

Ipsos

B ooz, HDRUK @ o

Health Data Research UK

11
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When asked what health researchers should focus their efforts on in
future, the most popular priorities were:

» Making health services more efficient (40%)
» Developing new medicines and treatments (39%)

» Improving patient care to bring about better health outcomes (36%)

» Preventing ill health (35%)

12





|' IData'Dfi"e“ Thank you for your attention
Innovation

Part of the Edinburgh & South East Scotland City Region Deal

—_
QY Datal.och

www.ddi.ac.uk

www.dataloch.org

I o

dataloch@ed.ac.uk

Contributing to

By THE UNIVERSITY ‘ uUsher 483X THE UNIVERSITY ‘ I' I Data-Driven
Y- of EDINBURGH institute Y- of EDINBURGH Innovation
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Developmental Dysplasia of the Hip (DDH) Surveillance_JH.pdf
_SHIP health |nn§votlon

South East Scotland ¢

Development, validation and
evaluation of an Artificial Intelligence
(Al) supported diagnostic portable
ultrasound scanner for novice users.

Developmental Dysplasia of the Hip (DDH) Surveillance

Joyce Henderson, Lead Advanced Practice Physiotherapist, NHS Fife
Clinical Innovation Fellow, NHS Scotland, SHIP

Copyright of NHS Fife





Background

Dislocated The most common

femur

e o paediatric orthopaedic

/L@ A condition in Newborns
X \

¥\

.-\cc(..lhulum \

(hip socket)

DDH - " Ball and Socket " Hip
fails to develop normally in
babies and young children

é\g% é ; ; ﬁ) Leading cause of hip arthritis in

Normal hip joint Subluxation Dislocation women un d er 50

Copyright of NHS Fife





Ultrasound is the gold standard
assessment with near 100%
sensitivity.

Scotland has a selective ultrasound
screening programme due to the lack of
well-trained staff and financial
constraints

Copyright of NHS Fife





Newborn exam at birth and 6 - 8 week baby check - Clinical examination

Copyright of NHS Fife

Barlow and Ortolani

Missed and late presentation case
Complex and expensive — Reidy et al 2019

Early intervention - Pavlik Harness - £22.00

Lack of data - Pathogenesis of hip disease





Challenge

1in10
@

Total Hip Arthroplasty underlying

w@@@ﬁiD

1in 10 Babies born with

hip instability. Total Hip Arthroplasty Cost of each Recurring costs
1in 100 babies treated (THA) expected to surgical procedure to the NHS of
DDH affects girls > boys increase by 28% by 2038.
Hip Dysplasia - Arthritis

£10 million pa
THA - 12,000 cases pa.

Copyright of NHS Fife





)

Al supported portable Diagnostic
Solution ultrasound diagnostic tool for opinionin less
novice users than 1 minute

Method - 4 phase approach

Phase 1 Phase 2 Phase 3 Phase 4
Co - develop and test Neonatal Unit and Develop pilot study Implement universal
the feasibility of the Al collect comparator data validating the diagnostic ultrasound scanning in
diagnostic tool within a of Newborn tool with novice NHS Fife and make
clinic environment, measurements for users, acute and recommendations for
bespoke the app for machine learning. community settings. whole Scotland uptake
Fife / Scotland. Co. - CE marking via the ANIA pathway.

Copyright of NHS Fife





Copyright of NHS Fife

Currently Phase 1

On tablet Al — Medo Hip ARIA

ARB, DPIA, Cloud access, Red cap

Comparator data

Co-develop app and future apps

Bespoke App - Scottish
environment - Onboarding local
networks





Copyright of NHS Fife

Improved Clinical Pathway

Novice users

Enhanced diagnostic
decision support

Equitable access for ALL

Realistic medicine and
Value based health & care

Affordable and sustainable
Existing resource





Improved Patient Outcomes

Early Detection - Early Intervention

Reduced surgical rate of
Late presentation DDH

Future generation cost avoidance

Population ageing well
women under 50

Copyright of NHS Fife





Copyright of NHS Fife

Triple Helix

Expert motivated clinical,
academic and industry
team

Transformational change
Global impact
Substantial cost savings

Improve population Hip
Health - Meta data analysis
OA and Frailty

Commercial opportunities
First to market,
Intellectual property





" Vulnerability
is the birthplace
of innovation..."

Brene Brown

Copyright of NHS Fife





Any questions ?

Copyright of NHS Fife
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Innovations in COPD
Gourab Choudhury






Epidemiology: UK

An estimated 1.2 million people are
living with diagnosed COPD in the UK,
meaning an overdall prevalence of 2%

'II"II"I"II"II"II"Il"Il"Il"II"II"lI‘

= 100,000 individuals

COPD is more prevalentin older
individuals

Ever diagnosed with COPD per 100,000
population, 2012

9000 8343 7999

5385

2228

3

596

87

31-40 41-50 51-60 61-70 71-80 21+
Age, years

Adapted from British Lung Foundation. COPD Statistics www.statistics.blf.org.uk/copd (accessed September2j ¥

The prevalence of COPD in the
UK is increasing year-on-year

2004 2012

f f
AR &

Ever diagnosed per 100,000 population %
. >2,300 r
B 20002299 / *frjf“ )
B 17001999 -

B 1.400-1,699 | y 3
B <1400 ™

~ Lv" .



http://www.statistics.blf.org.uk/copd



Socioeconomic impact: UK

Costs the NHS £800 1 million in-patient
million per annum bed days per annum

FEEEEEEE Yo

| £ =£100million

24 million working days lost per annum Costing the UK £2.7 billion

OOOOOOOD _ ELEELEEEE
OOOOOODD = EELELEELE
OOOOOOO®  EEEEEEEEE /[

[ (® = 1 millionworking days [£ = £100 million

Department of Health. Facts about COFD 2010





Morbidity / mortality: UK

: Mortality rates are higher than the
(29*776 COPD deaths in 20]2] national average in the North of the UK

15,245 Male 14,531 Female Male

Equivalent to {
1 death in every 20 in the UK

&

Female

f
o’

COPD is the second largest
contributor to respiratory mortality

® © o %
Regional/national COPD age-standardised 2
mortality ratio, 2008-2012 &Y
| |
I |

| | ' B == B N
! Lung Cancer COPD ! Pneumonia' Other | B o2z H P
(31%) (26%) (25%) (18%) o y "
B 5z BN
[l <52 [] ;

Adapted from British Lung Foundation. COPD Statistics www . statistics. bif.org.ukf/copd, accessed July 2017

.





Background iY¥f s

» Over the next 10 years the proportion of over 75s in Scotland’s
population; who are the highest users of NHS services - will
continue to rise.

» There will be a continuing shift in the ||3attern of disease
towards long-term conditions, particularly with growin

numbers of older people with multiple conditions anélJ complex
needs such as COPD or dementia.

» We therefore need to visualise the NHS that will best meet the
needs of the future in a way that is sustainable, and then make the
changes necessary to turn the vision into reality.

25

15 -

& ™ Heart Disease
p
-

g & —"®——m Diabetes
) 7 a —™ = COPD
10 - a g .

c B g @ Asthma
2 BE—— &

Prevalence (%)

[

T — T ]
18-24  25-44 45-64 65-74 75-84 >85

Age (years)





REALISTIC MEDICINE

CAN WE:

SUILDAPERSONALISED
APPROACH TO CARE?

2 4 774

CHANGEOUR STYLE TO ﬂ E

L2 L L4

REDUCE UNNECESSARY
REDUCE HARM  VARIATION IN PRACTICE

AND WASTE? AND OUTCOMES?

MANAGE RISK BETTER?
o %o

m BECOME IMPROVERS
L AND INNOVATORS?






Multidisciplinary management

ageenaen

" \-J ﬁ #‘1 xq "
( COPD care should be

delivered by an MDT

« MDT activitiesinclude:

« assessing patients

* care and treatment of
patients

+ advising patients on
self-management strategies

+ identifying and monitoring
patients at highrisk of
exacerbations and
undertaking activities which
aim to avoid emergency
admissions

* advising patients on exercise

\ « education of patients/HCPs )

COPD: chronic obstructive pulmonary disease; HCPs: healthcare professionals;

MDT: multidisciplinary team
National Clinical Guideline Centre. COPD: Management o

COPD in adultsin primary and seceo

f/
Licison
psychiatrist

" Clinical
psycho-
logist

Behaviour

nurse
therapist

/ Mental
health
worker

( \Yeleilo]
worker

Dietician

ndary care: Update guideline. 2010,=

Physio-
therapists

{ Occupo-
tional
therapists






SG High Impact Changes

Qutcomes

| Underpinning principles

Heat,
| Influencers and enablers | 3’_‘“;;1": :,nwuvemant

The current four strands of Respiratory Ambulatory Services thus being given special focus are:

Community Respiratory Teams (CRT)

Virtual home Monitoring and Supported Self-Management
Early Supported Discharge (ESD)

Hot Clinics






User experience of digital

Figure 13. UK smartphone penetration since 2012 (%)
Question. Which, if any, of the following devices do you own or have ready access to?

100% 20%
5
80% 16% %-
S 2
S 60% 120% B
@ o
5 =
Q 3
Y 40% 8% og
05.) ]
2 3
20% 4% 3
T

0% 0%

2012 2013 2014 2015 2016
B Smartphone M Smartphone penetration growth

Note: Growth rate is calculated as year-on-year growth

Weighted base (2012/2013/2014/2015/2016): All respondents (2,060/4,020/4,000/4,000/4,003)

Source: UK edition, Deloitte Global Mobile Consumer Survey, May=Jun 2012, May 2013, May 2014, May-Jun 2015,
May-Jun 2016











Assessment

Management
Plan

Pulmonary
Rehabilitation

Smoking
Cessation

Pollution
Forecast






COPD Innovation in Lothian

*Early and better identification of COPD
is a key objective

*Focus then needs to be on

-Monitoring of high-risk patients: e.g.
Dynamic Scot

-ldentifying at risk patients and prevent
them from becoming high-risk (DatalLoch
and Lenus)

-Digital integration between Primary and

Secondary Care is key to achieve this:
NHS Lothian innovation work

Low Risk Management
By exception / self management
and GP / community

High Risk Management
Community & Secondary

- h "
Diagnosis

Patient Initiated Routine Follow-up
PROs/physiology

Remote Education
Management Follow-up

|-
-
2linical Monitoring Dashboards Community Virtual Clinics. Reviews
& Patient Communication Visits Escalation in line with clinical
Management guidance
= om— = | iy
.
L
Patient Risk Stratification Resource prioritisation through
for flare-ups, re-admission + mortality pathway
Insights
@ gn TN axacerbation -
|-
-

- Community Management

= PHRs / PIFU

- Digitise Routine Return Outpatient Appts
- Free up clinical capacity

- Early Supported Discharge
= Virtual Wards

- Admission Reduction

- Personalised Care

Enablers

e Scottish Government Ambulatory Interface Group
* Centre for Sustainable Delivery

* Accelerating integration with 3" Sector : CHSS and BLF
are key partners

e Building collaborations with industry — Astra Zeneca






BSc Student work

% of COPD Patients Registered by SIMD
COPD Patients in 2021122

SIMD Quintie [ §-MostOsoed 3 8 - LeastDeorived i
[ —
100%
-
!

% of HSCP Total
=]
:

NHS Lothian West Lothian Midlothian Edinburgh East Lothian

Staffing, budget and recruitment

Social Deprivation
- (green = minimal/not a
SiElEy challenge,

= somewhat of a
challenge and
red = major challenge to
running of the service)

Complex/multi-morbid patients

Out of Hours Issues

Remote monitoring

Capacity and demand






Number of Emergency Admissions

Total Occupied Bed Days

Balancing Measures

The number of admissions and occupied bed days for 0 and 1 day length of stay has
reduced between 2019, 2021 and 2022

Emergency Admissions by Length of Stay (0-14 days) - 2019 vs 2021 vs 2022

W 2019
B 2021

400
Chronic obstructive pulmonary disease ¥
300

200

100

[=] — ™~ m =t n 0 [ 0 =]

10
11
12
13
14

Length of Stay (days)

Total Occupied Bed Days by Length of Stay (0-14 days) - 2019 vs 2021 vs 2022

800
B 2019

B 2o

600 Chronic obstructive pul

400

200

0 M~ o =]

10
11
12
13
14

Length of Stay (days)





Phase one Lothian COPD Innovation Work:

> THE UNIVERSITY
= of EDINBURGH

Data-Driven
Innovation

Part of the Edinburgh & South East Scotland City Region Deal

*  Funding With thanks to Data-Driven Innovation Initiative for part funding this project as part of their 2022/23
Small Grants funding call. Also funded by Lenus Health, and by innovation enabling moneys from the Chief
Scientists Office to the Health Innovation SE Scotland (HISES) regional innovation test bed

*  Sample Size: approximately 50 thousand patients between 2014 and 2023.
°  12-month mortality prediction: This model is a binary classification model which predicts all-cause 12-month

mortality in COPD patients. The model outputs a prediction for deceased or alive in the following 12-months
together with both global and local explainability, and the underlying data used to make the prediction.

* 3-month readmission prediction: This model is a binary classification model which predicts 3-month readmission
in COPD patients (respiratory and all-cause). The model outputs a prediction for readmission or no readmission in
the following 3-months together with both global and local explainability, and the underlying data used to make
the prediction.

*  COPD cohort risk stratification: This model is an unsupervised learning model that groups patients into k clusters
as a means of risk stratification. These clusters are updated with new incoming data and validated by looking at
admission, prescription and mortality rates in the 12-months following model training.






Integrated Digitally
Enabled regional care &
support for COPD

DATA
SOURCES AND

FEEDS

’ Patient-

centred

A digitally DATA
enabled PROCESSING
regional COPD &
care Effective
PRESENTATIO
programme
[\
Clinically

efficient

Stakeholders & collaborators

DDl cion”

AstraZeneca

Chest W
Heart &
Stroke

Scotland

Patient

Reported Primary Care

Prescribing Ml COPD Specific

Third Sector

Secondary Care

Social Care Data sets

|

INTEGRATED REGIONAL COPD DASHBOARD (PROJECT 1)

Real time patient
phenotyping &
stratification

Data Processing & Al

Presentation to
clinical teams &
stakeholders

Tracking of disease
progression

Event & Outcome measurement tracking

—

MORE EFFECTIVE, EFFICIENT, COLLABORATIVE, &

SUSTAINABLE NHS/SOCIAL CARE (PROJECT 2)

PATIENT-CENTRED MANAGEMENT

1. Phenotyping and stratification of status
and risk for adverse events (e.g. hospital
admissions, frequent exacerbations).

2. Dashboard-enabled clinician prompts
and prioritisation enabling more
effective communication between
relevant Primary and Secondary care.

3. Al-enabled:

* medication review

* prescribing optimisation

* prompting for evidence-based
interventions (smoking cessation,
pulmonary rehabilitation etc)

4. Aldriven identification of patients for

This content is

Digitally-enabled
self management pathway
(PROJECT 3)

Integration of care with CHSS
‘No Life Half Lived’ Programme
& support service (discharge to

assess and further enhance
patient education)
(PROJECT 4)






We aim to transform COPD service provision in the region from a reactive,
high cost approach to one focused on prevention, anticipation and co-

management with the objective of reducing COPD hospitalisations by 30%.

The project uses linked, routine health data and aims to use machine learning/Al
approaches to:

Understand healthcare
utilisation by this population
including Emergency
Department (ED)
attendances, hospitalisations
and occupied bed days,
readmissions and outpatient

Automate patient
identification, describe
incidence, characterise stage
and severity, and report
regional distribution and
trends in COPD over time.

activity.

Develop risk models to
automate identification of
patients at risk of
hospitalisation and/or
high resource use utilising
rich data including social
determinants of health.

Automate patient flagging
for evidence based
interventions an pathways.






Ongoing work is developing a regional data-driven dashboard
of COPD patients, with automated characterisation and a
suite of digital tools to support care coordination of patients
across healthcare settings

‘o NN / The project team will train and
\ Il validate machine learning models
for adverse outcomes with

- modifiable interventions. The

project build on an established

collaboration between the Usher
— Institute, DataLoch, NHS Lothian,

| I and Lenus Health, who have

N

entered an agreement with NHS
Lothian to develop live clinical

I
\\ ( s B
'l f) dashboards to target better care to
- - COPD

Reducing mortality and morbidity from respiratory disease is one of the
seven UK Life Science ‘grand challenges’






Identify & target @

Daily Hub Huddles ﬂgtkifrnts most ‘at

Referrer: GP; SAS; LUCS; Community
Health & Social Services

Prioritise needs
Assessment of admissions
Share knowledge

Allocate work

*Information
Sharing (1S):

Key Information
Summary (KIS)

Hospital/
Community
TRAK

Council SWIFT

PATIENT data

In a Dashboard
Community Crisis

Interagency
Portal

Eddison
GP Vision
LUCS Adastra
NHS 24/SAS

LiteTouch
Telehealth

| Referrer: Acute services |

Day Assessment and Treatment

Boxi reports
PACT database

IRF (Integrated
Resource
Framework) data

Hospital at Home

OP Consultation

Specialist Teams

Transport

Locality Hub




http://www.google.co.uk/url?url=http://www.bing.com/images/search%253Fq%253DPhone%252BCall%252BCartoon%2526FORM%253DRESTAB&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwimr__39MnJAhXGbxQKHcXGADoQwW4IJDAH&usg=AFQjCNEMeAHe_-HK9ihH7O522_unT8p44w

http://www.google.co.uk/url?url=http://www.freepik.com/free-icons/people&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiUsoiG_MnJAhUEuhQKHeI4DXAQwW4IODAR&usg=AFQjCNFy6a_pPQvEMnU4zouyo9buf4WMug

http://www.google.co.uk/url?url=http://www.freepik.com/free-icons/people&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiUsoiG_MnJAhUEuhQKHeI4DXAQwW4IODAR&usg=AFQjCNFy6a_pPQvEMnU4zouyo9buf4WMug

http://www.google.co.uk/url?url=http://www.freepik.com/free-icons/people&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiUsoiG_MnJAhUEuhQKHeI4DXAQwW4IODAR&usg=AFQjCNFy6a_pPQvEMnU4zouyo9buf4WMug

http://www.google.co.uk/url?url=http://www.freepik.com/free-icons/people&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiUsoiG_MnJAhUEuhQKHeI4DXAQwW4IODAR&usg=AFQjCNFy6a_pPQvEMnU4zouyo9buf4WMug



Professor Timothy Walsh

Claire Yerramasu

Reuben Burns

Edinburgh CRT service
Midlothian CRT service

RNS service, ERI

Samantha Smith, Ryan Orr (HISES)
Lenus and Dataloch Teams
Scottish Gov
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Digital and Data in MCRT_CY, CR.pdf
Digital and Data in COPD
Community Respiratory team
MHSCP

Claire Yerramasu Caroline Ramsay
Advanced Physio Practitioner Project Manager
Team Lead Midlothian CRT Midlothian HSCP





Current learning

Tableau dashboard

» Design and implementation into team : - Digital analysts/ Mid digital
lead/ Lead clinician CRT, Service Manager CRT

» Clinical applications ? What does it do for us?

- understand cohort better

- inreach easily to hospital patients

- targeted work to patients who admit (case finding)

- understanding service provision (designed trak coding system/ facilitates
service improvements)





Community Respiratory Team - Monitoring

Midlothian
( Health & Social Care
Partnership

Recently Discharged with a Coded COPD Admission

Frequent Admitters to Hospital

Currently in Hospital - Current CRT Patient

Last 3 months v

CHI Number (Di.. MName

- Mot Known

B «rowntocRTor CRT+

The above list is of Patients who have recently been Admitted to Hospital, (and not
deceased)

within the filtered period.

Where the main reason for Admission was COPD,

These patients are also not already known to CRT

Last 6 months v

CHI Num
ber (Dia
gnosis) = Name

Max. Number of Max. Number of
Admissions COPD Admission:

20

Known t..

Known t..

'_'-
[

Known t..
Known t..

Known t..

Known t..
Known t..

Known t..
Known t..
Known t..

Known t..

S R R S R R R R R T R T R
o o Ll oo o kr o o N OlRLr O R o o o o o
[}

t
(=]

Known t..

IThis table shows a list of Patients who have frequently admitted to hospital.
IF they are potentially relevent to CRT.

IThis meaning, if they are known to CRT already. or if they are Not known however have

CHI Number Name

Respiratory Medicine

Respiratory Medicine

Medicine of the Elderly

Respiratory Medicine

Respiratory Medicine

Respiratory Medicine

Respiratory Medicine

Medicine of the Elderly

Respiratory Medicine

Cardiology

This is a list of Patients who are In hospital Currently who are Known to CRT,

The patients current ward has been included to help identify if they may be a potential

Earmilitatad Nicrhoras






Community Respiratory Team - Insight

Midlothian
( Health & Social Care
Partnership

Admissions Avoidance Contacts - How many Admitted within 48 hours

COPD Admissions - what time did they attend A&E

Other Main Diagnoses during COPD Admission

Mumber of Admission

i Admitted after contact
avoidance contacts

Aug 21 8 0
Sep 21 17 0
Oct21 5 1
Nov 21 11 1
Dec21 28 0
Jan 22 11 0
Feb 22 8 0
Mar 22 15 0
Apr 22 29 0
May 22 17 0
Jun 22 16 1
Jul 22 17 0
Aug 22 11 0
Grand Total 193 3

Attendance Date

Last 13 months v
Hour of atte..

03 3

o7

0

10 10

13 12

15 11

1& 12

s
21 10

. Nat Known

. Known to CRT or CRT+

Main ICD10 group

Pneumonia

E
=]

Bronchiectasis

%))

Mental and behavioural disorders ..
Congestive Heart Failure
Respiratory Failure, Unspecified; T gkl
Acute renal failure

Atrial Fibrillation and Atrial Flutter..

Non-insulin-dependent diabetes m__-

.
%3]

Influenza

Urinary tract infection
Atherosclerotic heart disease
Chraonic ischaemic heart disease
Hypertension

Other interstitial pulmonary diseas.
Occurrence at home

Abnormal findings on diagnostic im..
Pleural effusion
Tendency to Fall Nec
Chest pain

Asthma

Pulmonary embolism without ment..

Haemophilus influenzae [H. influen.

his table shows the number of Admission Avoidance contacts performed by the CRT
eam.

his Chart shows A&E attendances that linked to a COPD admission to hospital.

his chart shows the other Main reasons that were diagnosed within a COPD Admission






» Phd starting Sept 2023 funded by CSO (part time 5 years).

» Title :- Utilising Routine Data and Digitally-Enabled Care to provide regional

Aims / objectives

Chief Scientist Office Innovation Fellowship

identification, triage, and management optimisation for COPD

>

To develop approaches to better interface the exchange of information and data between Primary and Secondary Care
Teams, to enable early detection of COPD, early identification of high-risk patients, and better prescribing and
optimisation of care.

To co-design digitally-enabled innovations with patients, service leads, clinicians, and digital services through workshops

To work with industry partners to develop an integrated self-management platform that enables co-management by NH
clinicians and the national charity supporting COPD (Chest, Heart & Stroke Scotland; CHSS)

To pilot and evaluate novel digital services.

To develop an early business case and evidence to support review by the ANIA team within CfSD, for procure
national COPD solutions that build incrementally on ongoing work in high risk COPD groups





Early disease — End stage disease

Regional primary, secondary and PFTs data

) 2

COPD Regional Dashboard Disease classification and staging
characterisation +  Patient demographics (including socioeconomic deprivation)
: . *  CurrentTreatment
us',ng [Rilne *  Concurrent disease/multimorbidity
data *  Healthcare resource use profile

Intervention summary (smoking cessation, pulmonary rehabilitation etc)

|

Regional COPD L
management Management optimisation platform
platform Community respiratory team
v i
- . Integrated self-management & third High risk patient support
::r::t'::ecdopn d sector support platform and pathway -Dynamic COPD
management Smoking cessation Referral and Daj‘,“:;‘,’:“: el
Pulmonary rehabilitation automated on- e
baarding healthcare records
etc b -
Self-assessment Automated ‘push’ of D'g't: sell-telerss)
(frequency _| tailoreddigital self- | e S"“eaf"?‘
. > Stroke for holistic
determined by management
clinical teams) resources SUppoct






\
Dynamic Scot (DS) — with GGC & West Innovation Hub.

Midlothian Community Respiratory team project (2 years)
Implementation and review of DS

Patient Webapp/ Clinician portal

- Records Patient reported outcomes

Allows patient messaging direct to team

Patient access to self management information and training videos/ teaching materials
(GGC webpage).

Clinician portal

Quality Improvement approach in MCRT - Plan, Do, Study, Act (PDSA) cycles -

provides reflective, task-orientated process of review & allows adaptation and chang
depending on learning.





DYNAMIC SCOT - LENUS

PDSA cycle 1

» Development and review of process maps and Standard Operating
Procedures

» Understanding the system and balancing priorities

» Training clinical staff

» Navigating the digital competency and willingness of staff and patients
» Practical and clinical application of system within team

» Capturing learning





DYNAMIC SCOT = LENUS

PDSA cyle 2

>

>

Increased staff and patient onboarding
Monitoring and analysis of usage

Staff and patient user experiences

Development work undertaken in NHS Lothian Tableau Dashboard for MCRT
Continued review of utilising clinical data

|dentification of system improvements






image3.emf
HISES  Programme_GC.pdf


