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Information Services Division (ISD)

“To transform
information into
evidence for action to
protect and improve
health and well-being
in Scotland.”
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The data landscape

Every week in Scotland data are collected on around:

1,000 Births

15,000 Out of Hours attendances

20,000 Screened for cancer

30,000 Hospital admissions

30,000 A&E attendances

40,000 NHS eye exams & tests

90,000 NHS dental treatments
200,000 Outpatient clinic attendances
500,000 GP practice consultations

2,000,000 Drugs dispensed
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Scottish birth record

Data from cradle to grave

Dental inspection

Substance misuse

GP consultations

Mental Health

Outpatients

Hospital Admissions

Continuing
care census

BIRTH l
| ! ' | }
A T A T
I S T , Death
Maternity Immunisation Prescribing  Screening Cancer registry
A&E

Child health surveillance

Clinical audits

Most of our data sets offer 100% coverage
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How LIST are helping National

Integrated Local Intelligence Support Team

efficient

National
outcomes

National
data and
intelligence

Services
Scotland

approx 75+ wte staff

a range of skills and knowledge
. analytical
. information management

. project management

working across 31 Integration
Authorities

GP Clusters

Community Planning
Partnerships, LAs, Third Sector
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Community Link Worker: project pathway

Issues around what can be
collected on current systems 7. Facilitate the
to support evaluation Further consultation with Ll Foti )
CLWs on the draft dataset; reg:i‘:,:::::: to
ensuring minimal burden of allow data to be
additional data Use existing sent to LIST and

2. Agree /manage
expectations national coding for analysis
structures where

measurable
outcomes 4. Discuss applicable

/align data
capture

Analysis and
outputs

6. Create
standard

coding lists
for data
collection

1. Review SG
Evaluation

3. Collate To test the draft

what data minimum dataset.

Working with HS and CLW are currently
captured by

project team to Identifying
requirements CLW

Questions

5. Agree sign
off -

minimum core
dataset for
CLW

CLW - Community Link Worker
HS — Health Scotland
SG - Scottish Government


https://www.pkavs.org.uk/
https://www.pkavs.org.uk/

GDPR Art 5(2):
The controller shall be responsible for, and be able to
demonstrate compliance with, the principles

GDPR Art 5(1)a. Fair & lawful

Lawful, fair and transparent
GDPR Art 5(1)f. Security

Technical & organisational controls to
ensure security of data incl.
unauthorised or unlawful processing,
accidental loss or damage

GDPR Art 5(1)b. Purpose limiting
Only use data for the reason you
collected it. Further processing for
research, science or statistics must
have safeguards for the rights and

The Six Data freedoms of the data subjects

Protection
Principles

GDPR Art 5(1)e. Storage limitation
Keep for no longer than necessary
insofar as it will be processed for
historical research, scientific or
statistical purposes

GDPR Art 5(1)c. Data minimisation
Only collect the data you need

Art 5(1)d. Accurate
Must be kept up to date.
Inaccurate data must be erased or rectified without
delay.



The Two Types of Personal Data

Personal data Special category of personal
«  Name data

|dentification number

Location data

Online identifier

One or more factors specific to the
physical, physiological, genetic,
mental, economic, cultural or social
identity of that natural person

Racial or ethnic origin

Political opinions

Religious or philosophical beliefs
Trade union membership
Genetic data

Biometric data for the purpose of
uniquely identifying a natural
person

A natural person’s sex life or
sexual orientation



Minimum Core Dataset for Community Link Worker Programme

Consent to share information with NSS LIST
[Information Governance prior to data sharing]

* Practice code

* Unique patient programme identifier

* Age

* Gender

* Ethnicity

* SIMD /(Postcode)

* Non-English speaking

* Date of referral to CLW

* Referral route/source

* Reasons for referral

* Date first seen by CLW/1%t Programme participation
* Reason not seen by CLW

* Repeat contacts/follow-up appointments

* Onward referral — resource type

* Availability of services/gaps in local service provision




Age Group

Mental Health

2

Social Isolation

Top 5 Referral Reasons (across age groups)

3

Anxiety

Referral Reasons (by Largest Number of Referrals (Ascending))

4

Benefits

School

Family Relationships

Mental Health

Anxiety

Mental Health

Anxiety

Social Isolation

Employment

)

Benefits

Anxiety Mental Health Benefits Social Isolation Employment
Mental Health Anxiety Addiction Benefits Social Isolation
Benefits Mental Health Addiction Social Isolation Housing

. . . — Long Term
Social Isolation Mental Health Anxiety Addiction .
Conditions
Social Isolation Depression UEIAS Benefits Carer
Management
. . Weight . Long Term
ial Isolation Depression rer .
Social Isolatio Management epressio Care Conditions




Example GP Practice Profiles

Felect pncﬂ

3

Select c-u--pant-u-l HHEFORTHYALLEY

=]

Selected C x Lhange
Demographics SREEEE CMPATEES ¥ Differemce from comparater  From last

prachice o
Lizt size £2,365 £2,T57 -156% | B T E
T Wost deprived £5,626 £6,656 -55% & G0%
x aged 65+ £4,503 £5,162 - -12.6% | %
T aged 75+ £12,26& £11,516 . +5.5% * 5.5%

Selected
practice

Comparakto

T Change
From last

ate o emianLe 2 £14.55 £14.65 06| B 150%
65+ Rate £30.45 £29.5% I «20% & 156%
GP referral Rate £50.52 £51.43 I 2% F 0a4x
% Conversion £51.53 £45.55 = +S4% 102w
Bed daps rate [all ages] £14.55 £14.65 -06% B 130%
Bed dags rate [65+] £30.43 £23.58 +20% & 136%
Falls admissions [65+] £50.52 £51.43 2% F 0a4x
- n_ s XAAX NAAAN xx
28-day readmissions £51.53 £45.55 +S4% 102w

Cost per 1,000 list size

by BNF Chapter

Selected
practice

Comparato

X Difference from comparator

Uhange
From last

AFtraCimbestina £2,365 £2,737 A3E% T R
2 Cardiorascular system £5,6:26 £, 556 -15.5% * &0X
3 Respiratory system £4,503 £5,162 e Az6% B 63X
4 Hervous system £12,265 £11,516 | 38 & 55X
5.1 Antibacterial drugs £776 £503 -4.0% §  B5%
ETOrgs wscd i £3589 £3,513 Hax o adx

L Lk
Cost per treated patiest Selected Comparato . FoRfE
" T Difference from comparator  from last
by BNF Chapter practice
Astre-intesting £14.56 £14.565 -06% B 130%
2 Cardiorascular system £30.45 £23.55 I +2.0% & 136X
3 Recpiratory spstem £50.52 £51.43 [ -1.2% * 0.4%
4 Nervous system £51.55 £45.55 ! +54% +* 10.2%
5.1 Antibacterial drugs £T.55 £5.24 -4.4% & 268X
*-l rmgs mee £103.31 £34.03 sag% 4 75N
L Lk
Long Term Conditions Selected Comparato . FoRfE
" T Difference from comparator  from last
[Rate per 1,000] practice o
COPD £14.56 £14.65 -0.6% B 1G0x
Diabetes £30.45 £23.65 +2.0% # 156X
Depression £50.52 £51.43 -1.2% * 0.4%

Outpatient Appoistments

Selecred

Comparato

X Difference from comparator

T Lhange
from lazt

Rate per 1,000
All Dutpatient

practice
£14.56

£14.65



To Improve the Process of dentifying and Management of
Prediabetic Patients at Whinpark Medical Practice

Jennifer Boyd, Pauling Oh and Calum Massie

Background
The currant processes to hoth identify and manage pradinbetic pationts are lacking o inconsistent in Primary Coare.
Tharefom mplemanting aaedly intervention with thes cahort of patlents, sach a6 moniaring bload wgsr levels and
provicing Inbensive lifestyle management (o prevent the progression into Type 2 Diabetes, s chollengng.

A standard ¢linical guiciance and [T report within GF systerns i Lothlen will smprove sccuracy, consitency and

,mvmmmmw Medical practice will be Read coded with
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Process Map
: MS Dxced
\atad || — fun Chart
W Convarsation with practice
= =
SPIRE Report saving 7 1ests of change

steps * Creation of SPIRE Prediabetic Report
« Communication methods - text messages,

t..cn? mmm :v::::mbnnom,l.ﬂnmﬁrnm

Effects of change * Engage with local pharmacists

« |mprove clinical management of prediabatic patients leading to better outcomes
+ Reduce Type 2 Diabetes through early intervention
* Rolling out to Cluster, Lothian and across Scotland ()

Lessons learned and message for others

« Involve service users and practice staff at an early stage
« Build a strong support network and make use of expertise from: Scottish Government,
Lothian MCN for Diabetes, 15D SPIRE team and Practice staff




Multi-agency working in Argyll and Bute

LIST is working on the evaluation of a project that is a collaboration between a
social prescribing charity (their programmes are geared around becoming more
active), a GP practice and the OT & Physio departments of the local hospital.

The client group is made up of people who are on the scale of at risk of becoming
frail through to people with moderate frailty.

The evaluation is looking to see if there is a change in health activity & potentially
costs (looking at prescribing, primary contacts, outpatients, inpatient elective &
emergency),

and possibly also looking at changes in social care activity (humber of home care
hours/week) in the year before and the year after starting the programme.

The analysis will compare the client group with a matched cohort of ‘equivalent’
people (5 controls for each client, taken from the whole of Scotland using the
Source individual files).



Background

Source Local Intelligence Support Team
% Exceeding
P expectations
gn > Improving local
— Innovative - mproving
Scottish Government - = =z ey approaches and and ational
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Local Intelligence Support Team w=™  SD

Emergency Admissions

i Health

Support Integration Authorities with Strategic Planning by;
v’ Providing data and analytical support
v’ Help to evaluate services, through providing evidence for change

v’ Help to transform data into evidence for action



Source Linkage Data

« CHI Demographics
* Hospital/Hospice activity

— Inpatients & Day cases
— Delayed discharges

— Outpatients

- A&E

*  Community Health

— District Nursing

— Community Mental Health
* Unscheduled Care

—  GP Out of Hours
— NHS 24
- Ambulance Service

Green - data available but not currently
linked yet

Light blue - data not currently available
but expected in future

NRS Deaths
Cancer Reqistrations

Social Care

— Care Home

— Home Care/Reablement
- Alarms & Tele-care

- SDS

Homelessness

General Practice

— Prescribing
— Consultations

Intermediate Care




Source Platform

Health and Social Care - Analytical Outputs

Source Level 1 - Scotland

DA
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Delayed Discharges - Seofland

Heslth & Social Care Expeanditure -

Scotland

Source Level 2 - Partnership (Aggregate)

HRI Pathwvays - Scofland

.
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Delsyed Discharges

Heslth & Social Care Expenditure

Source Level 3 - Partnership (Detailed)

Integration Indicators

.
T = ]

.-. .‘. Iniegration

- - " indicators

Apcident & Emeargency

Hospital Expenditure & Activity

Infegration Indicators

2

[ ———

High Resource Individuals

HRI - Pathways

HRI - LTC Mutimorbidity

Users can access a series of
interactive Tableau workbooks
through the Source platform.

Main users: H&SC Partnerships,
Local Authorities, Health Boards,
LIST team.

Three levels of access
16 Workbooks

Over 100 Dashboards
Approx 200 users
Across 30 Partnerships
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Health and Social
Care Pathways

NHS
\——\,ld
National
Services
Scotland
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Pathway Aims

Understand how individuals flow through and between
different Health and Social Care services in a highly accessible
and story-driven format.

Using innovative techniques, in “Data Science”, we can use
longitudinal data to visualise pathways of care.

Utilise novel process mining techniques to:
- Evaluate current care pathways
- Engage with local service managers, clinicians etc.
- Establish alternative models of care

NHS
National
Services
Scotland



ZSP “

14 Patients 14 Patients

54 Movements 17 Movements 46 Patients

57 Movements

Home Care
(+DN)

32 Patients
40 Movements

29 Patients
35 Movements
18 Bed Days

16 Patients
28 Movements
4 Bed Days

District
Nursing

90 Patients
149 Movements

14 Patients )
i
4 Beqas 12 Bed Days

Non-Elective
27 Days

33 Patients
43 Movements
39 Bed Days

4 Patients
4 Movements
19 Bed Days

5 Patients
5 Movements
32 Bed Days

Delayed

Discharge
17 Days

91 Patients
91 Movements

35 Bed Days 8 Patients .
y 8 Movements ; Kdiva:;r:sts °
7 Patients 45 Bed Days 28 Bed Days
7 Movements

9 Bed Days

[ ]
Care Home
50 Days
[ ]

16 Patients
16 Movements
50 Bed Days

NHS
—
National
Services
Scotland

Aim: Provide partnerships
with models reflecting flow
through and between H&SC
services.

Partnerships use these
models to:

Evaluate current care
pathways

Establish alternative
models

Support engagement
with service managers,
clinicians etc



ZSD Local Intelligence Support — Our Stories

ZSD Health and Social Care

sceTLAND ®

el SCOTLAND Partnerships

Local Intelligence Support

Making an impact with data locally

Community Planning
Partnerships

Our story so far...

Third Sector

https://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/Local-Intelligence-Support-Team/ docs/LIST-Our-Stories-V1-1.pdf?2



https://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/Local-Intelligence-Support-Team/_docs/LIST-Our-Stories-V1-1.pdf?2

"NO ONE EVER MADE
A DECISION BECAUSE

OF A NUMBER. THEY
NEED A STORY."
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Thank you

Contact:
NHS.LIST@nhs.net

NHS
\——\,ﬂd
National
Services
Scotland
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