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Keynote Presentation
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and St Helier University Hospitals NHS Trust



Spreading the love of data across care professionals

Rumiko Yonezawa, Associate Director of BI and Analytics
Epsom and St Helier University Hospitals NHS Trust

AphA London Branch Lead /  London DSDN Board Member



Digital Capability in NHS
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Digital Capability in NHS



Creating apps to remove paper process



Digital Champions’ Group

In 2022, we formed the Trust Digital Champions’ Group, under the leadership of 
our CNIO, using the HEE Digital Champions Toolkit.



Data Literacy

“NHS is data rich but intelligence poor”

Variation in data literacy amongst both clinical and operational workforce

Resource from NHSE Making Data Count team

• Data Quality – appeal to nursing teams using examples from Florence Nightingale

➔ Some of the most powerful allies are highly data literate clinicians

Upskilling staff in other corporate functions

• Example: workforce data and visualisation



Challenges

Digital Infrastructure
• EPR and other Systems

• More powerful machines

• Network and Cyber Security

Resources
• Professionalisation of healthcare analysts: AphA/FedIP

• National Competency Framework for data professionals

• Data literacy programme for wider staff



Collaboration

Close working between data professionals and clinical teams

Example: 

Recent increase in Mortality Ratio

Modelling forecast in maternity care

Collaboration with partner organisations in integrated care system

Example: 

Proactive care management

Health Inequalities



Fireside Interview

Shaun Rowark
Associate Director – Data Access and 

Analysis - NICE



Case Study



Please scan the QR Code on the 

screen. This will take you through 

to Slido, where you can interact 

with us.

Slido



Case Study

Jason Cohen
NHS Account Director at 

Boxxe

Andrew Carr
Managing Director at 

Camwood
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Networking



Chair Afternoon Reflection

Andi Orlowski

President of - Association Professional 

Healthcare Analysts (AphA)



Keynote Presentation

Mina Gupta

Group Clinical Chair

Modality Partnership



Commercial-in-Confidence www.modalitypartnership.nhs.uk

Digital Infrastructure and 
Security Conference: 

Using data to make 
healthcare human again!

Dr Mina Gupta                                         

Group Clinical Chair and Partner, Modality Partnership

31.10. 2024
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Modality Partnership Population Reach
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Partnership Evolution

28

Health-related Lifestyles 
Management Support 
(Conditions Management)

Estates 
Development and 

Management

At-Scale Digital 
Operations 

Exchange (Hubs)

Primary and 
Outpatient 

Services (NHS)

Clinical Research              
(NHS & Collaborations 

with Industry)

Expert Advisory, 
Training & Delivery

Private Medicals 
(Personal,            
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Automation & AI 
Development ADVISORY

PROVISION



Commercial-in-Confidence www.modalitypartnership.nhs.uk

Healthcare in the 21st Century
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Making Healthcare Human Again

Time to listen

Time to not burn out 

Time to care

Theright information 

Improved electronic health 

records with information better

presented and more readily

available

Effective navigation of 

patients

The right patient in the right place

at the right time 

Automated pathways 

Patient presents with the 

appropriate tests and care 

pathway activated

Letters / documents 

Automated document 

reading, coding and actioning 

reducing administrative 

burden

Pathology filing 

Automated filing and 

actioning of normal or low 

risk results, better

flagging of urgent results

Call / recall

Asmuch data as possible 

about long term condition 

management collected from 

the patient, reducing burden

of chasing targets

Point of care guidance 

Intelligent record searches Advice

and guidance

Note keeping

Voice to text Automated

translation

Before the consultation… During the consultation… Hidden work of the consultation…
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A Possible Future …

Commercial-in-Confidence 31
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Problems We Are Trying to Solve
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Recycling andslip ups: GP/ACPcare 

Treatment episodes not closed 

Preference misdiagnosis

Social problems not recognised 

Failings in psychological care 

Misdiagnosis

Ineffective treatments used

Low utility investigations and therapies

Recycling andslip ups: planned care

Repeated measurements with action being taken 

Skillset mismatch = wasted appts

Poor administration = repeat attendance or non 

attendance

Low patient activation and failure of personalised

care =more concordance

Dumping

Inappropriate shifts in care from 

secondary care, tertiary care 

and community service to the 

GPsurgery due to lack of shared 

care arrangements, capacity 

issues and/or contractual non-

compliance. Specialist care in a 

generalist setting.

Overcrowding

Accessblocked for patients with highest need

Delayed presentations of serious illness = more work to 

address patient needs

Patients asked to rebook appointments

Appt anxiety = inappropriate demands for appts on the 

day for non acute issues
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Working Towards Solutions
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High qualityGPandACPcare 

Personalised shared care is 

delivered routinely with rational 

and effective use of tests and 

treatments to diagnose and 

treatment a range of problems 

and arrange appropriate 

interventions for psychosocial 

issues

Organisedplanned care

Patients are assessedthe minimum number of 

times by the most appropriately qualified 

professional and a treatment plan agreed or the 

problem escalated in a timely fashion. Patients 

receive a personlaised care plans that align with 

their needs and preferences for long term care

Coordinated care

Care plans are agreed across 

providers with episodes of 

inpatient or outpatient closed 

within the most appropriate 

setting. There is minimal shift 

of specialist care into the 

generalist environment.

Orderly queuingand triage

Patients seen by the right professional according to need 

and at the right time according to the acuity and 

seriousness of the problem

Navigation

Diversion of patients to self-care, community resources 

and other providers (opticians, pharmacies, dentists etc)



Commercial-in-Confidence www.modalitypartnership.nhs.uk

Variation in healthcare: What is It?

Variation: variation is natural in healthcare as patients, clinicians & communities all operate
differently. However, some variation is unwarranted, for example: practice that does not
follow clinical guidelines, ignores patients preferences or over / under intervenes, large
variation in referrals, investigations, follow-up and/or prescribing

Commercial-in-Confidence 34
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Reasons for Variation in Testing Rates

Commercial-in-Confidence 35

Sourceof variation Warranted (expected) variation Unwarranted (potentially modifiable) variation

Clinical practice Expected variation within accepted “good clinical practice” 

Individual clinician risk tolerance and use of investigations to 

manage this will naturally vary around an “accepted mean”

Over treatment and diagnosis driven by medicolegal pressure, 

guideline / protocol driven medicine and/or political / 

ideological pressure externally

Specialist clinical heuristics applied in a low prevalence 

primary care setting

Tackling social need through a medical intervention (failing to

make a “psychosocial” diagnosis)

Organisation of care There will be differences in the way practices operate, 

including the overall supply of primary care appointments, 

which leads to variation in testing rates

Fragmentation of care due to a lack of continuity / clinical 

accountability can lead to over- or under-testing

Poorly designed long term condition pathways can lead to 

over-testing or missed testing

Patient expectations Effective shared decision making with patients about benefits

/ risks of testing

“Preference misdiagnosis” – the incorrect assumption from

the clinician that the patient wants a test

Culture / media-driven subjective value ascribed to testing

Local clinical pathways Secondaryand tertiary care pathways may require tests 

before referral or there may be direct access to radiology as 

part of cancer diagnosis pathways

Sometests are restricted / not available in some settings

Secondaryand tertiary care pathways can shift work to 

primary care (see above – specialist principles are incorrectly 

applied in a generalist setting)

Primary care routine monitoring is frequently not evidence 

based

Population Demography, ethnicity and socio-economic factors will feed 

into testing rates

Supply led demand – available of testing for a particular 

population drives increased demand for testing
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Failure Demand: What is It?
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Fragmentation by design

Too many professionals / organisations / services 

involved in the care of a single patient and/or 

poor coordination between these care providers 

Lack of slick systems to execute care plans

Defensive pressures

Over treatment and diagnosis driven by 

medicolegal pressure, guideline / protocol driven 

medicine and/or political / ideological pressure 

externally

Variation in risk tolerance

Specialist / generalist

Specialist care principles applied to generalist

problem

Skilled generalist work not being done in a 

generalist setting

Generalist work being done in a specialist setting

Social ashealth

Tackling social need through a medical

intervention, failing to make a “psychosocial” 

diagnosis, designing health services with no 

social capacity

See: www.cressbrookltd.co.uk/sources-of-failure-demand-in-healthcare/

Improvement guru John Seddon describes “Failure Demand” as: ‘The demand placed on the system,

not as a result of delivering value to the ‘customer’, but due to failings within the system.’

http://www.cressbrookltd.co.uk/sources-of-failure-demand-in-healthcare/
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Addressing Failure Demand: PADU

• We will use the “PADU” approach to align 

clinical care: Preferred, Acceptable,

Discouraged and Unacceptable approach to

delivering capabilities. It is guidance and NOT

strict policy for clinical and non-clinical staff.

• Descriptions of the preferred, acceptable, 

discouraged and unacceptable approaches to 

collectively executing different capabilities have 

been agreed by our national Clinical Operations 

Group, and endorsed by our Medical Directors, 

rolling out across the organisation

• PADUsshould underpin development of national

and local Standard Operating Procedures (SOPs)

and policies, with these reflecting the agreed

approach in each relevant PADU

• Our national Business Intelligence team make

dashboards available to monitor progress and

variation

Preferred

Describes the 
preferred way 
of executing a 

capability

Not always 
immediately 
achievable 

but should be 
the aspiration

Acceptable

Describes the 
acceptable 

way of 
executing a 
capability

This is the 
standard we 

should accept 
and build 

upon

Discouraged

Describes an 
approach to 
executing a 

capability that 
falls below 

the 
acceptable 

standard and 
should be 

discouraged

Unacceptable

Describes an 
approach to 
executing a 

capability that 
is not 

acceptable 
and that 

should be 
challenged 

and improved 
upon
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Thyroid Function testing PADU: Potential Impact

Division

Testsp.a. versus

weighted group 

mean

Potential clinical

time savedper 

annum(hours)
AWC 9471 400

BIR -2149 82

HUL -5450 0

LEW -2525 0

SUR 580 30

SUS 447 19

WAL 1722 123

WOK -2191 0

Reducingunwarranted variation Avoiding unnecessary testing

Implementing better processes

Groupwide impact of PADU

• Reducing variation between 

divisions, practices and 

clinicians in the number of 

thyroid function tests ordered 

could save 654 clinicianhours 

across the group per year

• Unnecessary testing occurs 

when thyroid function tests are 

repeated unnecessarily with no 

indication present.Avoiding 

these tests could save 2797 

clinician hours per year.

• Our PADUfor thyroid function 

testing recommends use of SMS 

notification for patients needing 

notification and/or thyroxine 

dose adjustment. This could 

save 91 clinicianhours per 

annum across the group
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Vitamin D testing PADU: Potential Impact

Division

Testsp.a. versus

weighted group 

mean

Potential clinical

time savedper 

annum(hours)
AWC 2777 113

BIR -1319 23

HUL -1798 0

LEW 628 25

SUR 572 23

SUS 517 21

WAL -47 0

WOK -96 1

Reducingunwarranted variation Avoiding unnecessary testing

Implementing better processes

Groupwide impact of PADU

• Reducing variation between 

divisions, practices and 

clinicians in the number of 

Vitamin D tests ordered could 

save 207 clinicianhours across 

the group per year

• Unnecessary testing occurs 

when Vitamin tests are 

repeated unnecessarily with no 

indication present.Avoiding 

these tests could save 130 

clinician hours per year.

• Our PADUfor Vitamin Dtesting 

recommends use of SMS 

notification for patients with 

Vitamin DInsufficiency. This 

could approach could save 365 

clinician hours per annum 

across the group
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CRP Testing PADU: Potential Impact

Division

Testsp.a. versus

weighted group 

mean

Potential clinical

time savedper 

annum(hours)
AWC 1845 22

BIR -2411 4

HUL -121 5

LEW -1493 0

SUR 229 3

SUS 2676 31

WAL -1077 5

WOK 441 5

Reducingunwarranted variation Avoiding unnecessary testing

Implementing better processes

Groupwide impact of PADU

• Reducing variation between 

divisions, practices and 

clinicians in the number of CRP

tests ordered could save 75 

clinical hours across the group 

per year

Not 

applicable

Not 

applicable
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• Produce, not Perfect

• Promote Participation

• Pivot Thinking 

• Pursuit of              

Excellence

Positive Mindset
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Keynote Presentation

Matt Hennessey

Chief Intelligence and Analytics Officer

NHS Greater Manchester



Digital and Data: Two sides of the same coin



Unpacking Digital, Data and Technology

DataDigital

Technology

Security
Privacy
Integration
Optimization
Architecture
Software

Transformation
Innovation
UX Design
Mobile
Accessibility

Analytics
Big Data
Predictive
Neural Networks

Infrastructure
Hardware
Network
5G

AI
Machine Learning
Algorithms

Strategy
Enterprise
DevOps
APIs

Storage 
Cloud
Servers

Delivery service icons created by SBTS2018 

Technology

Digital

Data

• Data is where the value lies but it 
needs to reach the right consumer in 
the right way and at the right time

• Digital is the mode of transportation 
- it needs to be appropriate for both 
customer and freight

• Technology is the engine – it needs 
to be capable of making the journey 
asked of it 



Adapted from Glouberman and Zimmerman, 2002

Dealing successfully with complexity

Simple – Recipe

• No expertise 
necessary

• Formula works
• Tried & Tested
• Consistent results

Complicated – Rocket to moon

• Some expertise necessary
• Formula usually works
• Problems fundamentally of 

similar construction
• High certainty of outcome

Complex – Raising a child

• Expertise ≠ Success
• Formula – limited
• Each situation is unique
• Moderate uncertainty of 

outcome

• Treat your DDaT offer as a complex problem

• Communicate honestly and often

• Source every bit of advice you can

• Failure is part of the journey – embrace it

• Celebrate the wins



Hard learned mistakes…

Letting money do 

the talking
No Design Authority

Having an empty 

shelf

No strategic approach 

to outsourcing
Letting tech and 

process define the 

relationship



Drinks and 

Networking
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