Partners in improving local health RAIDR A)

Rapid Actionable Insight Driving Reform

Using data to save lives:
the example of CVD and RAIDR

Background

e The publication of the Long Term Plan and the inclusion of
CVD as an area of priority, prompted discussions regarding
how to implement practical solutions to identify at risk
populations in NENC region

e The intention was to create a high level dashboard to
support the identification and management of specific
conditions in line with the Population Health Management : wrs—
approach "

e The overall aim was to reduce health inequalities and to The NHS Long Term Plan PHM is a learning cycle; it is important to return to
improve health outcomes for individuals mtelhge;m_:e once interventions are implemented

e The RAIDR Atrial Fibrillation risk stratification dashboard
was used as a design template

* The new design would include 2 new screens; Hypertension
and Cholesterol

e All three screens would be linked by an overarching screen
detailing the metrics outlined within the PHE cardiovascular
ambitions

| #8% Public Health England Health Matters

10 year cardiovascular disease ambitions for England

Atrial fibrillation (AF) High blood pressure High cholesterol

.

75%
of peopie aged 40 to 74 have recelved a

8 5 o/o 80 o/o formal validated CVD risk assessment and

cholestercl reading recorded on a primary care
of the expected number of people of the expected number of data system In the last five years by 2029
with AF are detected by 2029 people with high bicod

pressure are diagnosed by 2029 45 0/o
of people aged 40 to 74 identified as having a
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e A comprehensive list of metrics and the data needed was T e Tl 2B%
collated. The primary source of the data was Primary Care RS S y S e el by P s gt o o
Clinical Systems (EMIS or SystmOne)

The ambitions are underpinned by the need to do more to reduce health inequalities

® The development Of 'the daSh boa rd screens |nC|uded a Reduce the gap significantly in amenable CVD deaths between the most and least deprived areas by 2029
range of stakeholders; commissioners, clinicians, intelligence
analysts and dashboard developers

e Technical specifications were produced and then a mock
design of each new screen created

e \Within the risk stratification screens, there is the option
to filter the data by; Integrated Care System, Clinical
Commissioning Group, Primary Care Network or GP Practice.
The GP practice view allows clinical staff to identify high risk
individuals and act accordingly

AF diagnosis Hypertension diagnosis Cholesterol Reading High risk of CVD px statins
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New Screens 1 I““
e The new screens and the existing AF screen will be further R e B B

developed to include data relating to IMD deciles to identify 4 (SRS, &~ = s
areas of deprivation with the aim of reducing health
inequalities

e The two new screens will include the same high level
elements as the pre-existing AF screen

e The risk factors included within the individual screens will
be bespoke to the specific condition

e The AF screen will be amended slightly so that all three v =
include detail on the areas of deprivation for each cohort of Number with Hyperiension
patients
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Stroke risk/Medication

Next Steps

e Bring the stakeholders back together to test the new
screens

e Make any changes required following consultation

e Develop the patient identifiable data (PID) level screens for
Practice use

e Develop the Familial Hypercholestemia element of the
Cholesterol screen

e Training and development regarding the purpose of the
dashboard and how to use the information presented
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Contact Val Maddison, Head of Information Services:
% 0191 374 4191 @ valerie.maddison@nhs.net
Or Anna Pickford, Principal Intelligence Analyst:

€ 01913744234 &) a.pickford@nhs.net
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Contact NECS: o
€ 01913011300 R necsu.marketing@nhs.net & necsu.nhs.uk Y @NHSnecs 1IN f



