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Engaging with technology to increase 

effectiveness and efficiency of care 

using Telehealth/Telemedicine 





Telehealth,  

e health, 

digital health….. 

 

Telecare 

Telemonitoring 

Teleconsultation 



Tele care 



 

Tele monitoring 



tele medicine 

Tele Consultation/Medicine 



a system designed by default 

some people seem to do 

quite well without 

waiting for healthcare 

support…… 





Since 2005 – video 

consultation in prison 

healthcare 

 

Used for: Out Patient and 

ED referrals 

 

Since 2011-Patient 

consultation in own home 

/Nursing & Residential 

Care Homes 

History 



• Bespoke centre (small) 

• Operational 24/7 

• Staffing: 

 Experienced nurses  

 Medical support 

 Administration 

 Technology support 

 Training 

Current approach – telehealth hub 

 



The Aim of the Service 
 

• Provide, safe, effective high standards of care 

  

• To support residents to stay at home 

 

• Support residents/nurses/carers in the planning, 

and delivery of care  

 

• Escalate to community teams out of hours 
 

 



When Admission to Hospital is Required 
 

• Streamlined process  

 

• Avoiding A&E where ever possible  

 

• Supporting the resident, and their carer until the 

ambulance arrives, via the video link   



Care Homes 

-53% 

-59% 

-35% 



• 13 Prisons (4 in implementation) 

• 183 Care Homes  (113 in implementation) 

• 100 Patient own homes (83 in 

implementation) 

• Cumbria to Kent 

• >6000 Residents 

Current position 

 



• Falls  

• Laceration 

• Painful shoulder  

• “Chest Pain” 

• Evolving stroke 

• Drowsy / “off legs” 

• Medication error with symptoms 

 

Case studies 

 

……..positive feedback from users, relatives 

and staff 



Care Homes – activity 
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Calls by time of day 

(1 month’s data) 

 

Allow 30 min to:  

complete call action  

document 

Care Homes – call activity 

 





April-July 2014 

Care Homes – call outcomes 

 



(at place of residence) 

April-July 2014 

Care Homes – onward referrals 

 



No of calls and avoided A&E admissions and 

A&E visits 
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SCENARIO FOR A FRAIL ELDERLY PATIENT TODAY 

EDNA IS 79 YEARS OLD, HAS 
CHRONIC CHEST DISEASE AND 
LIVES ALONE AT HOME 

1 

2 

EDNA IS ALONE AND DOES NOT 
KNOW WHO TO CONTACT, SHE 

CALLS 111 

AN AMBULANCE IS 
DESPATCHED AND TAKES 

EDNA TO THE 
EMERGENCY 

DEPARTMENT 

THE EMERGENCY 
DEPARTMENT DOES NOT 
HAVE ACCESS TO EDNA’S 
PRIMARY CARE RECORD. 
EDNA IS STABILISED AND 

TRANSFERRED FOR 
INPATIENT CARE 

DURING EDNA’S INPATIENT 
STAY HER SOCIAL CARE 
PACKAGE IS PLACED ON 

HOLD. THIS SUBSEQUENTLY 
RESULTS IN HER DELAYED 

DISCHARGE 

3 

5 

4 

6 

EDNA’S CONDITION 
DETERIORATES 

EDNA  

AIREDALE PARTNERS 

FOLLOWING HER DISCHARGE EDNA 
IS CONFUSED ABOUT HER 

MEDICATION AND HER FOLLOW UP 
CARE PLAN 

ANNUAL PATIENT JOURNEY COST: £40,500 ANNUAL PATIENT JOURNEY COST: £40,500 



23 

SCENARIO FOR A FRAIL ELDERLY PATIENT TOMORROW 

EDNA IS 79 YEARS OLD, HAS 
CHRONIC CHEST DISEASE AND 
LIVES ALONE AT HOME 

1 

2 

EDNA IS ENROLLED ONTO 
THE NEW MODEL BY HER 

GP 

EDNA IS SUPPORTED 
BY AN INTEGRATED, 

MULTI-PROFESSIONAL 
TEAM 

EDNA RECEIVES SUPPORT IN 
SELF MANAGEMENT, 

INCLUDING PULMONARY 
PHYSIOTHERAPY 

EDNA MONITORS HER OWN CONDITION 
USING GUIDANCE BUILT INTO HER 

ELECTRONIC WORK SPACE WHICH SHE 
ACCESSES FROM HOME 

EDNA USES HER WORK 
SPACE TO COMMUNICATE 

WITH OTHERS IN A SIMILAR 
POSITION AS WELL AS 

HEALTH AND CARE 
PROFESSIONALS 

 
IN THE EVENT OF A DISEASE FLARE, 

EDNA USES TELECONSULTATION TO SEE 
AND SPEAK WITH HEALTHCARE 

PROFESSIONALS AND SAFELY DEAL WITH 
THE ISSUE IN THE COMFORT OF HER 

OWN HOME 

3 

5 

4 

6 

7 

RULES DRIVEN ANALYTICS IDENTIFY 
EDNA AS SOMEONE WHO SHOULD 

BE SERVED BY THE NEW MODEL 

EDNA  

SUPPORTED SELF CARE 

PATIENTS IN CONTROL 

REDUCTION IN UNPLANNED HOSPITAL ADMISSIONS 

PRIMARY CARE CONTACTS MINIMISED 

BETTER REOURCE UTILISATION  & VALUE FOR MONEY 

AIREDALE PARTNERS 

ANNUAL PATIENT JOURNEY COST: £26,100 



HEE Strategic Framework 15 (2014) 

 



 



             

            SystmOne – Shared Record 
 

• Shared record between the hub, and other services 

involved in the residents care  

 

• Consent obtained from resident/best interest 

decision form 

 

• Consultation flagged to GP, and other services    



                       GP Triage Calls 
 

• Clinical assessment by Hub nurse 
 

• Onward refer if required to HCP for home visit 
 

• Request prescription   
 

• GP surgery informed by NHS secure mail  



End of Life – early outcomes 

  internal analysis – data for all deaths of people who died 

in 2013/14 who were registered with an AWC GP  

(gathered from district wide Systm1) 

 
Approximately 160,000 people are registered with a GP in AWC 

Total deaths 1244 

Expected deaths   933 75% of all deaths 

GSF code recorded   458 

Known PPOD   367 A further 80 offered and deemed not 

appropriate to discuss, and 1 declined 

discussion 

Achieved PPOD   212 58% 
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Gold Line – early outcomes 

internal analysis – AWC and Bradford CCGs 
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 Post Call Outcome 

Caseload 

• AWC CCG 398 

• Bradford CCGs 412 

• iPad 20-30 



Case study - Mrs Jovanic 

 

 
 

http://youtu.be/9lL7LpPwcS4


Questions? 


