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Population Health Management
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What is

Population Health

Management?

PHM helps us

understand current

health and care
needs and predict
what local people

will need in the

Who is it for?

It can be used by
everyone working in
health and care
including
commissioners,
providers, local

What is the
result?

It helps us target
health inequalities in
local communities,
improve people’s
health and wellbeing
and support the

How is it
different?

It uses linked data
sets to analyse
populations more
effectively, so
individuals can be
contacted and

future. needs of each proactively offered

individual. help.

government, public
health and the
voluntary sector.

Most integrated care systems (ICSs) have taken part in the PHM Development
Programme to upskill health and care workers to do this.

492 CASE STUDY

How Bristol Inner City Primary Care Network
helped over 100 vulnerable peoplereducerisk of
heart disease

The PHMimprovement cycle

’ o Linked
M o5 gatasets:

General practice
Acute

Community

Wider determinants
Mental health.
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:E=2= population stats:

PCN: Bristol Inner City
Population size: 84,263

Average deprivation decile: 2.9

Average age: 34

Ethnic minority population: 42%
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Search criteria:

» Highestdeprivation quintile
Obese (BMI 35+)
Hypertensive

Depression and anxiety
Aged 40-69.

Size of cohort:

102

O J} Local health

| inequalities:

Life expectancy:
7.5 years lower (men)
6.7 years lower (women)

Health and care
professionalswho

Years of good health:
10 years fewer.

worked onthe project:

= GPs

* Practice managers

= The PCN clinical director

= Nurses

= The public health consultant
= Social prescribers.
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Tl]:(g) Interventions:

= All 102 patients were
contacted and offered a phone
call from a social prescriber

= All 102 patients have had

desktop reviews by a clinician
covering medication reviews
and health checks
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> Evaluation:

Patient Activation Measures
carried out on first contacts with
the patients, often with the social
prescriber. Will be repeated at 3,
6 and 12 months.

= 42 patients so far have been
invited to a group consultation.
These willbe held in the New
Year, are fully booked and a
waiting list has been set up.
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= Reductionin admissions for = Improve understanding of their
those with heart failure health conditions
= Fewer appointmentsin GP » Reduce smoking rates
surgery = Increase physical activity
" Wider determinants = Improve physical and mental
addressed. health in ways important to
them

» Particularly address wider
factors affecting their health.

GG Quote from frontline worker:

“Being involvedin the PHM pilothas introduced me to other services that
support patients withinthe PCN that | was not previously aware of. Working
collaboratively with these services has the potential to positively impact patient
care and their overall experience of the healthcare we provide.”

Ghislaine Swinburn, PCN dietician

For more information and case
studies on PHM search for the PHM
Academy on FutureNHS.

For enquiries on this case study
please e mail Anne Wray at

bnssg.phm@nhs.net

. @integratedNHS
m @NHSIntegratedCare
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