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eHealth & 
Big Data

Innovation is not just about ideas, it 
is the successful implementation of 
ideas that lead to more value for 
whatever business you are in.

What is innovation?



From ideas to adoption

The NHS is routinely recognised as ‘world class’ 
for inventing innovative new devices, 
technologies and processes which all serve to 
improve health care for millions of 
patients. However, the main theme of the 
recently published ‘NHS Chief Executive Review 
of Innovation’, is that more emphasis needs to 
be placed on the successful diffusion and 
adoption of proven innovations.



Why Innovate in the NHS?

• To improve patient experience- quality, 
efficacy, timeliness

• To improve use of resources and deliver value

• To improve staff satisfaction and well being

• To improve collaboration between NHS and 
life science industry

• To earn income



Where are the big innovations in 
business?

• Social and digital communication

• IT technology and software bringing 
healthcare to the patient

• These are a good place to start



Cardiac rehabilitation (CR) in the 
UK: 

the current picture
Coronary Heart Disease is the most common cause of 
premature death in the UK: 80,000 deaths in 2010

A robust CR service has the potential to reduce cardiac 
readmissions by as much as 56%, yet just 43% of eligible 
patients take part in CR programmes

Possible reasons for the low level of uptake include: lack of 
engagement, lack of effective referral, scarcity of high quality 
service provision or practical reasons



A winning CR solution
We are delivering:

• Engaged patients in control of their
care

• Improved clinical outcomes

• Technology enabled care programme

• A transformative idea rooted in
effective NHS/industry collaboration



Patients are aware and in control

Patient material
Credible, customised and interactive

Patient website
Provides direct clinician contact, self 
monitoring and education tools

SMS and email reminders
For exercise, education and assessment 
sessions



Digital and hard copy patient education modules



Staff monitoring and education modules



Improved outcomes

More patients
43% national average
57% Trust average before the 

programme
75% Trust average with Care4TodayTM

Quick referral
55 days national average
36 days Trust average with 

Care4TodayTM

Significantly better health
+17% feel either excellent or very good



Improved outcomes (cont.)

Less pain
+8% feel no pain

Increased daily activities
19% experience no difficulties 

when performing daily activities

Increased fitness
18% can do (very) heavy physical 

activities



More time for care
Our streamlined process includes:
• Standardised care pathway 
• Electronic access for patients and staff
• Staff support resources

By streamlining care there is:
• Quick referral to CR
• Clear staff procedures
• Quality care guaranteed
• Standard educational tools

Include time savings:
• Direct access to up-to-date patient data
• Automatic internal and external reporting
• No unnecessary patient visits



Benefits for all stakeholders

More aware and engaged patients with 
better clinical results

Satisfied staff with easy patient access 
and more time for care

A leaner NHS: increased efficiency, a 
decreased administrative burden and 
less readmissions



Heart failure

• Poor medicines optimisation

• Inadequate provision of care immediately 
after discharge. 

• Lack of engagement of patient in self care



Innovative solution

• Develop reactive, responsive EPR fed 
automatically from primary and secondary care 
and voluntarily by patient.

• Preset parameters (drug dose uptitration, 
worsening kidney function, weight gain, reduced 
exercise tolerance, drop in blood pressure) trigger 
auto alert via smart technology to 5 carers.

• Telemedicine immediately after discharge further 
enhances system.



Proposed aims and objectives for this project
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To develop a comprehensive and integrated approach to the care for 
patients with HF across primary, secondary and community care 
within the Bucks area

To improve outcomes for patients with HF and lower cost:

• Improve clinical outcomes: 

o Reduction in unplanned admissions

o Reduction in length of stay 

o Reduction in use of emergency services

• Increase optimal medication dosing rates

• Increase patient & staff satisfaction rates

• More effective use of resources

• Decrease overall cost to the local health economy

Aim: 

Objectives:
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Approach to tech to support improvement in care
Comprehensive integrator of patient information with dashboards
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Community nurse Cardiologist GPPatient

Health Information Exchange
Data 
repository

Data 
security

Data 
governance

Medication rev iew date Blood PressureSymptoms Blood testsWeight Change

Smith, Jason

M / 62y  Jul 18 - 1950

Bruce, Mike

M / 76y  Sep 13 - 1937

Shaw, Chris
M / 85y  Nov  16 - 1928

Williams, Helen

F / 45y Aug 09 - 1967
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Admitted 6/5/14

--
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Overview of Graphnet Health

20 years’ experience of 
sharing data. 45 NHS and 
social care deployments.

Committed to UK care 

CareCentric holds over half 
a billion records on 17 
million UK citizens. Links 
data from over 1,000 GP 
practices.

In widespread use

Standard deployment 
methodology allows care 
communities to be 
connected in just a few 
months.

Tried and proven
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CareCentric Plus portal


