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άaȅ aŜŘƛŎŀƭ wŜŎƻǊŘ - 8 
years experience of 

PIFU. What works, what 
ŘƻŜǎƴΩǘΚάAdrian Byrne

Director of Informatics
University Hospitals Southampton Foundation Trust
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A History of PIFU at UHS

Adrian Byrne CIO
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What is Patient Initiated Follow-Up?

UHS has been using
Patient Triggered Follow Up (PTFU)

for a few years

Level 1

Discharge SOS ςnot expected to come 
back but can

Level 2

PIFU ςpatient may trigger a follow up 
within a timeframe < 5 Yrs

Level 3

Long term/life long conditions
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Level 1 PIFU

What is required?

Discharged

Point of contact
Access to history

Fast track to outpatients
Continuity of record
Continuity of care

Episodic
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Level 3 PIFU

What is required?

Long term

Messaging service
Access to history

Continuous update
Fast track to outpatients

Continuity of care
Multiple comorbidities

Life-longRequires a record



@uhsdigital

uhsdigital.co.uk

Level 2 PIFU

What is required?

Long term

Messaging service
Access to history

Continuous update
Fast track to outpatients

Continuity of care
Multiple comorbidities

Mix of case termsRequires a record
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An Open Personal Health Record

In cloud
MS Azure

NHS Login
Enabled

Separate data/
application

API connection
FHIR
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My Medical Record
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View

Appointments, documents, Lab results & Radiology 
result messages, secure messaging Patient

Basic use ςaccess to data

Any locked
in system
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Appointment cancellations, updated demographics, allergies, medications etc.
Journals and surveys, secure messaging

Appointments, documents, Lab results & Radiology result messages, secure messaging

PatientUHSFT

Advanced use - transactional



@uhsdigital

uhsdigital.co.uk

Å Removal of follow-up OP appointments for post treatment stable patients

Å They are never discharged  

Å Continual monitoring of patients at set time based on protocol

Å Patients encouraged to self-manage

Å Only seen in clinic if disease progresses (based on recall criteria)

Supported Self Management
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Build Site Specific Views



@uhsdigital

uhsdigital.co.uk

Condition specific tools, support and 
information
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Supporting the clinician - Tracker
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Heart Failure Pilot ςWith BHF

In relation to our pilot goals
ÅWe have gained insight into patient needs

ÅFigures indicate high rates of engagement, performing very well versus industry standards
ÅSurvey data indicates regular usage, along with strongly favourable views towards aȅawΩǎ

features and the majority of users finding what they needed
Å Inbox and call logs have small but equal demand (each averages 1 query per week)

ÅWe have found self-monitoring via MyMRis safe for HF patients
ÅNo reported examples of unsafe practice reported (by either the patients or clinical team)

Aim to see if long-term remote management will help
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A Platform Approach

Survey builderVirtual wards
Support

PROMS Data Data sharing
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Change the Business

Incumbent
business
models

0

100

Market 
Share

Tipping 
point

Rising 
Threat

Partially 
transformed

surviving

Attackers
and agile

incumbents

New
business
models

Time
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5ƻƴΩǘ Wǳǎǘ 5ƛƎƛǘƛȊŜ

Incumbent
business
process

0

100

Sustainability

Tipping 
point

Rising 
Threat

Digitized
inefficient

Innovators

New digital
business
models

Time



@uhsdigital

uhsdigital.co.uk

Thank-you
Email: mymrenquiries@uhs.nhs.uk
Twitter: @adebyrne

@mymedrec 
@UHSDigital

mailto:mymedicalrecord@uhs.nhs.uk
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άhǳǘǇŀǘƛŜƴǘǎ ςHospital or 
/ƻƳƳǳƴƛǘȅΚέ

Liam Southern Matron OPD Alder Hey ChildrensNHS 
Foundation Trust & Carol Rowlands Head of Nursing Alder 

IŜȅ /ƘƛƭŘǊŜƴΩǎ bI{ CƻǳƴŘŀǘƛƻƴ ¢Ǌǳǎǘ



Outpatients ςAcute or 
Community setting?

Liam Southern

Carol Rowlands



Why ask the question ïHospital vs Community?  

To improve patient experience and their journey 

Long term plan 2019 

To meet the needs of our patients and their families 



55% of the respondents stated they would choose to attend 

a clinic closer to home 

85% stated they would have no 

concerns attending a clinic in 

the community

75% felt there were no disadvantages 

to attending a community clinic 

The following areas were identified as the 

top benefits to community clinics :-

- Closer to home (29%)

- Easier to travel (22%)

- More convenient (20%)

- Clinical area not as busy (20%) 



Identified areas to be carefully considered 

when reviewing/designing community 

based clinics :-

ÅParent and Family communication 
ÅThe appropriateness of the Clinical speciality e.g additional 

test required, overall clinical need 
ÅA robust EPR system 

ÅLocation 
ÅStaff education

ñ é.itôs a good 

hospitalò 

ñEverything is in one 

placeò 

ñémore facilities hereò 

ñé.. itôs more 

specialised hereò 

ñWouldnôt trust it as 

muchò 

ñ Would it be the 

same Drsò 

ñ Depends what 

it was forò 

ñ worry notes could get 

lostò 

ñLack of 

specialists, 

depends what the 

issue isò



Paediatric Phlebotomy in the 
Community

We have recently piloted a new pathway to support 

patients with Learning disability and/ or sensory needs 

have blood test in the community, to date we have been 

able to support a number of patients have their bloods 

taken either at home or school. 

ñDue to the work that (Staff Name) has been doing we 

have managed to obtain blood tests for children/YP who 

would have really struggled in a mainstream 'acute' 

environment.ò



WORKING EXAMPLES

Å Transition clinics in school
Å Infant feeding Specialist
Å Dressings clinic from ED/Observation Clinic from 

MDU
Å Respiratory Hubs set up with Primary Care



Workforce Development -

Values Based Learning  
The introduction of a values based learning 

framework has, 

- Improved patient safety, clinical effectiveness 

- Improved patient, family and staff experience 

- Developed and increased the teams clinical 

skills, knowledge and understanding  

Overall, the framework has allowed staff to develop 

their skills, knowledge and professionalism to work 

independently. 

Feedback :-

ñReally helpful and fills a required training gapò

ñ I think it is an excellent tool for new starters as it 

gives a structed way of learning and completing 

their competenciesò 

Acknowledgement : This work has been developed and introduced by Nurse Manager Andrea 
Williams 



Next steps

ÅWork with local partners ie One Liverpool Vision

ÅPromoting pathway to support deteriorating patients within 
the community

ÅActively promoting self care ςde-medicalising 

ÅPaed Phlebotomy community based team

ÅContinue to use Alder Hey brand 

ÅActively work with local commissioners to promote place 
based strategies. 
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ά.ŜǘǘŜǊ ƭƛǾƛƴƎ ǿƛǘƘ ƭƻƴƎ 
term conditions through 
personalised, integrated 
ŀƴŘ ƳǳƭǘƛŀƎŜƴŎȅ ǇƭŀƴǎέMari Carmen Portillo (She/Her)

Professor of Long Term Conditions
School Of Health Sciences. University Of Southampton



Better Living with long term conditions 
through personalised, integrated and 

multiagency plans.

Prof Mari Carmen Portillo
Professor of Long Term Conditions

University of Southampton

The Outpatient Transformation Conference 
London, September 2022



Background

Å The numbers: 15.4 million people in UK live with long term conditions 
(LTCs) (18 million by 2025), accounting for 70% of health/social care 
expenditure in England.

Å Theimpactand needs: Complex needs like frailty, mobility problems, 
comorbidities, multiple long term conditions, sickness work absence, 
lengthier hospital stays and their consequent costs to the NHS, more 
impactful needs are non-biomedical and lead to re-admissions and worse 
quality of life.

Å Theresponse: Existing NHS personalised self-care pathways or digital 
tools for LTCs usually target medication management, acute care, 
consultation and self-monitoring biomedical aspects of the disease or 
how to support professionals for self-care.

Å Thegap: Social support, mobilisation of resources, involvement of other 
agencies and networks, sustainable integrated care plans, disadvantaged 
populations, connections between health and social care. 



NHS model for PersonalisedCare

Supported self-
management

Care and support 
planning

Choice and shared 
decision making

Social prescribing

Individual budgets
Particularly relevant 
to multimorbidity



NHS Outpatient Transformation Programme 

tŀǘƛŜƴǘΩǎ ƛƴƛǘƛŀǘŜŘ 
follow up, person 
centred care & 
Empowerment

Better living with 
long term 
conditions in the 
community

Working on 
improving 
support for self-
management

Better 
personalised 
assessment of 
needs & referrals

CARE PATHWAYS

DIGITAL HEALTH

DISADVANTAGED POPULATIONS



Aim of the presentation

To provide an overview of the research and implementation 
projects we are developing in Health Sciences at the 
University of Southampton to ensure more personalised 
assessments of needs, better coordination of services and 
access to resources in the community for people living with 
long term conditions. 



Main impact: Living well with LTCs

ωInfluence 
guidelines and 
policies

ωShift from 
medical disease 
specific focus  

ωImproved 
measurement 
and reporting 
outcomes

ωImproved health 
and cost outcomes 
for society  

Prevention and 
early detection 

and intervention

Uptake of 
developed tools, 
instruments +     
andplatforms 

Coordinated care, 
Improved health, 

wellbeing and 
social support

Optimised 
engagement with 
community and 
voluntary sector

International conference

Integrated 
Education

International implementation

Researcher development
Research capacity

LTC website with downloadable content and links

International   collaborations





National Institute of Health Research
NIHR 

Applied Research Collaboration
ARC Wessex
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IMPROVED SUPPORT FOR SELF-MANAGEMENT OF LONG TERM 
CONDITIONS

WessexActivation and Self-Management (WASPP) Tool to design 
and implement self-management system support for people with 

long-term conditions. 

Adoption and integration of self-management support requires 
fundamentally new ways of working and healthcare services to be ready
for those accessing their services to take on an enhanced role in the 
management of their condition (readiness)

QUALITATIVE STUDY
Programme: Wessex support programme for self-management 
support

WASPPSelf-Assessment tool: Patients, front line staff, 
managers & commissioners 



PERSONALISED CARE, ASSESSMENT OF NEEDS & REFERRAL

Validation of the Living with Chronic Illness Scale in an English speaking population 
with Long Term Conditions

OBJECTIVES

ÅTo develop and validate an 
English-language version of 
ǘƘŜ ά[ƛǾƛƴƎ ǿƛǘƘ ŎƘǊƻƴƛŎ 
ƛƭƭƴŜǎǎέ ǎŎŀƭŜ ŀƴŘ ŘŜǘŜǊƳƛƴŜ 
influencing factors.

ÅTo explore how useful the 
scale could be for people´s 
daily living and also for clinical 
practice.

Translation & 
cultural 

adjustment of 
scale

Focus 
Groups

Main 
Study

Ready 
for use?

NHS

Patient & public 
involvement

& testing

OTHER OUTCOMES  
Å SOCIAL SUPPORT
Å SATISFACTION WITH LIFE
Å PATIENT IMPRESSION OF SEVERITY
Å QUALITY OF LIFE 
Å SOCIODEMOGRAPHIC DATA:
Å TREATMENT AND 

MULTIMORBIDITY

Å ACCEPTANCE
Å COPING
Å MANAGEMENT
Å INTEGRATION
Å ADJUSTMENT

26 items

LIVING WITH 
CHRONIC ILLNESS



PERSONALISED CARE, ASSESSMENT OF NEEDS & REFERRAL

PersonalisedPrimary care for Patients with Multimorbidity (PP4M) Ɖa primary care service 
improvement initiative

Å To explore the most effective strategies to implement a template to promote personalisedcare in 
patients with multimorbidity

Å To examine under what circumstances, for which patients and in what ways the template leads to 
benefits for patients and/or practice staff

Offer whole person 
longer reviews 

designed around 
the person, not the 

diseases

Provide information 
so the person can 
prepare for their 

review

(Ӄ N º º|X °X³´­«Ż´
agenda, priorities 
and preferences

Promote continuity 
of care to support 

the patient/clinician 
relationship

Include all aspects 
of health in 

reviews: physical, 
mental and quality 

of life

Personalise 
treatment to take 

account of all 
conditions and 
optimise clinical 

care

Reduce 
unnecessary tests, 
prescriptions and 

appointments

Support self-
management 

through use of non-
medical resources 

(e.g. social 
prescribing)

Arrive at decisions 
and plans in 

collaboration and 
share them in 

writing



MULTIAGENCY AND INTEGRATED CARE PATHWAYS/MODELS

1. Optim Park Project. JPND. Optimisationof community resources and systems 
ƻŦ ǎǳǇǇƻǊǘ ǘƻ ŜƴƘŀƴŎŜ ǘƘŜ ǇǊƻŎŜǎǎ ƻŦ ƭƛǾƛƴƎ ǿƛǘƘ tŀǊƪƛƴǎƻƴΩǎ 5ƛǎŜŀǎŜΥ ŀ Ƴǳƭǘƛ-
sectoralintervention

2. Development of an integrated care model for patients and families living 
with neurological long term conditions 

3. PARTNERS Project. Development and implementation of a digital tool for 
multisectoral support and management of long term conditions

Period: 2018-2024



Disadvantaged populations/areas: related to low education (poor health 

literacy), migration status, and social problems (social isolation) and/or limited 

access to healthcare or digital tools, BAME populations.



SOCIAL PRESCRIBING LINK WORKERS FOR PEOPLE LIVING 

WITH PHYSICAL & MENTAL HEALTH LTCS

To determine enablers/barriers to successful implementation of the SPLW 

role intervention in primary care for peopleliving with physical and mental 

health long term conditions

SettingïPrimary care areas and local organisations (Anxiety UK, 

Oxfordshire Mind) in Oxfordshire, Hampshire and the Isle of Wight.

Period: 2023-2025



QUESTIONS

Thanks!

Professor Mari Carmen Portillo
M.C.Portillo-Vega@soton.ac.uk

Twitter: @mcportillov

mailto:M.C.Portillo-Vega@soton.ac.uk
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Elective Care 
and Outpatient Transformation
Dr Debashish Das
Consultant Cardiologist
Barts Heart Centre &
CEO of Ortus iHealth
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We are moving on at a pace..

56



HOW DO WE IDENTIFY ELECTIVE CARE 

PATIENTS THAT NEED TO BE PRIORITISED?

HOW DO WE SUPPORT OTHERS AT HOME?

57



1. The Challenges
And finding the patients at risk in the crowd

2. The Transformation Reviews
Whatôs reviewed, considered and actionable.

3. What are the results and futures?
What do outcomes look like and what 3 things should we focus on?

58



The Challenges

Å Early discharge for patients 

post-procedure.

ÅGrowing waiting list and 

backlog of elective care 

procedures. 

Å Siloed approach to delivering 

care across disciplines and 

regions.

ÅNeed for an efficient pre-

operative phase, enhancing 

patientsô experience and 

reducing avoidable 

cancellations. 

ÅNeed for effective patient 

prioritisation.



Pan London Cardiac Elective List Risk 
Mitigation



The Approach

Å Remote monitoring of patients, with 2-way 

communication for deteriorating patients 

or PIFU re-engagement.

Å Regional deployment ïof a Scalable and 

flexible platform, supporting Pathways, 

Specialties, ICSs and Regions.

Å Automated pre-operative care plans, with 

pre-assessment forms, e-consent, nudge 

behaviour and reminders.

Å Risk mitigation through configurable virtual ward 

dashboards, enabling patient prioritisation and 

early discharge

Å An Integrated approach sharing clinically 

relevant date between Community, Primary 

and Secondary Care



Elective list risk mitigation & Virtual 

Wards Dashboards

Private and Confidential

Elective list risk mitigation & Virtual 

Wards Dashboards

Å Ortus provides configurable Virtual 
Ward Dashboards to monitor those 
on an elective waiting list, enabling 
patient prioritisation. 

Å Virtual Ward Dashboards also 
support and facilitate early 
discharge, with remote monitoring to 
identify deteriorating patients early.

Å Dashboards provide a central hub to 
communicate with patients, with 
integrated telehealth functionality, 
including Video Conferencing, and 
Asynchronous Messaging on for 
individuals and groups.  



View Dynamic Dashboards
For Assessment and Prioritisation

View Dynamic Dashboards

For Assessment and Prioritisation

Å The dashboards provide the 

window into the pathway 

populationôs health and trends, 

as well as that of the individual.

Å Data rich dashboards enable 

reviews efficiently identify 

priority patients and take 

immediate action for optimum 

responsiveness.

Å Patients with lower clinical 

need can be equally supported 

in a timely and effective 

manner, providing peace of 

mind for the patients and 

giving the clinician more time 

to focus on more challenging 

patients.

Å Data collection using Bluetooth 

connected devices or entered 

by patients for legacy devices



Structured, Automated Pathways

Structured And Automated 
Pathways

Å Support higher levels of 
compliance,

Å Supportsscalability

Å Reduce manual labour once 
implemented

Å Freeing teams time to support 
patients with higher levels of 
need

Å Increasing the ability to extend 
remote monitoring and 
diagnostics

Å Increase patient engagement, 
through providing structure, 
ease of access, and as a result 
convenience

Å Improve the ability to monitor 
and follow through pro-
actively



Pre and post operative support and self 
management

View Dynamic Dashboards

For Assessment and Prioritisation

Å The Ortus platform provides a toolkit 

to enhance the current outpatient 

journey and increase efficiency

Å Care Plan pathways are configured 

to automate questionnaires, PROMs, 

and symptom reporting from patients 

and two-way messaging - Support 

intime or asynchronous reviews

Å Condition-specific content libraries 

and useful documents are configured 

and provided to promote patient self-

management.

Å Ortus improves efficiencies in 

standard outpatient practices, 

providing a centralised hub for both 

patients and hospital teams.

Å Appointment management 

patient portal to support PIFU

Private and Confidential



Customisable Patient Education Libraries Condition -focussed Rehabilitation Documents

Peri and post operative support and self 

management

Private and Confidential



Integrated Toolset, Data Integration 
and Engagement

Integrated Toolset, Data 

and Engagement

Å Flexibility and opportunity to 

collect and share essential 

information.

Å This improves diagnosis 

and access to support.

Å Support both patients and 

clinicians across the 

disciplines, techniques and 

practices that constitute the 

elements of their treatment.

Å EHR and PAS 

interoperability enabling 

data sharing and flow 

between elements and care 

systems



Transformative Reviews

68

The team carried out pathway and resources reviews across the sites and networks, 

facilitated and including task & finish groups in each site. The outcome was unified patient 

pathway & SOPs agreed across sites addressing:

Å Clinical risk, operational management and escalation protocols

Å Virtual ward dashboards enabling patient list segmentation

Å Patient service levels and engagement 

Å Patient support information, content, communication letters and onboarding 

standardised

Å Standardisation across pathway elements included: digital pre-assessment form, 

patient digital library (pdfs/video), eConsent and proms/prems



What About The Results?

69



Clinical Benefits:
Improved Outcomes, Increased Capacity and Time Savings

70

7,000+
Users


