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Background

Population Health & Segmentation of Population

Our population is not homogenous. It is made up of groups with different healthcare
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along with the policies and interventions linking these outcomes to health determinants. . : : : . ..
« Emphasis on early states. By segmenting the population based on their specific conditions, we can manage
Care Model Transition: There is a fundamental transformation in healthcare delivery detection and healthcare more effectively.
from a hospital-centric care to a population health management care model. intervention
» Educate on prevention « Facilitate the rational customization of
Population Health Management » Coordinated care integrated healthcare programmes
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Changing Financial Landscape towards Population Health

By identifying key drivers By analyzing historical
of costs for these data and emerging

conditions, we can patterns, the dashboard

Facilitate the segmentation of the target Dashboard enables various groups within > develop cost-effective helps estimate future
population, allowing for a nuanced | | SingHealth to delve deeper into each segment, | The dashboard can pinpoint interventions and care healthcare needs and
understanding .of differ?nt demographic examining fac.t.ors .such as the patient journey, populations at higher risk for pathways to improve costs, enabling proactive
groups and their respective health needs healthcare utilization patterns and cost - specific chronic diseases financial sustainability. olanning and budgeting.

Methodology

Data is then processed through the Modified BC Framework to

: ; Based on these criteria,
Our segmentatlon Approach Data PI"OCESSIHg sort patients into different segments according to their state of setliem will be esstnad) el
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aligns with the SingHealth Population Health strategy. In sources, including SingHealth's Any touchpoints with . - associated with higher
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Results
Five sections in dashboard:'i} ------------------------------------------------------------------------------ Use Case -

With the data prepared, it is divided into 5 sections of the dashboard, This dashboard enables users to analyze the patient journey and demographic patterns of each segment to better plan services based on target segments

each aiming for users to easily achieve their intended analysis:

Asthma (Segment 4) COPD (Segment 5)

. . - . Mod BC Segment Overview . I
1 . DemOg raphICS and dlsease/COndlthnS : Financial Year Cluster Region Planning Area Subzone BillTﬂ:e Gross .. I : - T—— Observatlons :
1 FYz22 = | (A * | (Al > (Al v (Al v  Total = Age Band - Total Gross Bill 1
th 1 1 1 1 1 1 1 : Institution(s) Match Choice Incld Institution(s) Excld Institution(s) . :
2.Utilisation by care settings, institutions and specialties | [reiont watencrlee o These two views reveal that .
. . . o o . ! No.of.. - - i i = i nstitution - Total Gross Bi are .. :
3.Segmentation analysis by disease/conditions, touchpoints e - Age Band - Total Gross Bl R e — 2= most asthma patients are .
1 od B.. patients with... - 0d B.. asthma KC o 14,881 . Gas : .
o o . o] o ! B 302,000K . S —— 704 . . 1
4. Ind|V|dua| patlent—leve| ut|||$at|on patterns : Segment Patient Distributi.. Patient Count By Conditi = sl o0 _— = 175 . within the 5 to 39 age band, :
: = : ' Jon (13.9%) . . !
5.Geospatia| analysis | a T 8,000K s My while COPD patients are !
1 cince i ' o 1
: 5000 . S predominantly above 60. |
. 4,186 4,000K =v o o . !
S, . 2 e (18.2%) sk S 2v  E— H e e i Therefore, it is crucial to !
. . . : {9.0%}_ (EE;Z 53; 16?' ? . ::;, | YEJI'S o Years Years Years Years &Abv 'd -t -t d f :
5 This tool empowers policymakers and healthcare providers to L et | 2 o | s e ——— pireiiels uzligfsinste] elis i) & |
: . : : L 200 Ve as Vaow Uess Weus EDV A — Frequent flares of poorly f :
. monitor health trends, and its interactive features enable detailed : EoHBse X! L e | crolled asth , young age to prevent future :
| . -F 'f' . d. : %?SEW“Q - Patient;‘gﬂ Case Count Vfitt:ounif GrossBil[ins'l';gggaggs AvgGrcssEill(ByVisitﬁ%a;:q} controlie as Mma can Increase ComplicationS. :
analysis of specitfic indicators. L [pamme S 5 = EL g0 the risk of developing COPD ;
I JCare [CGH) 17 1 37 2Leg-o0 220998 . . !
....................................................................................................................................................................................................................................................... | I33as R STZ7I005K 5137 later in life. :
1 l 1
: | seeeesesesesesssssesssesssssesesesesesssssesesssssssssssssssssssssssssssssssssssssssssssssssssssssssssesssssssssssssssssssssssssssssssssssssssssssesssssssssssssssssssssssssssesesssesssssesesssesesssssssesssesssesesssesesssessssssnsssnesenesanann '
Impacts ! | i |
. : : mpacts :
! | The Singapore National P !
\ I A h :
. ma Program (SNAP : S .
Promoting cross- Optimizing patient : ! sthma Program (5 ) E Based on the dashboard display of patient’s bills, :
C gL ! ! Directed at improving asthma control i ‘ ‘ :
institutional and cross- healthcare utilization . | - X 3 9 . the average spending for a COPD patient is .
: : . | i in the communit romoting better i ' !
specialty collaboration e.g. reduce no. of A&E : | Health programs can be y ‘ y P 9 . higher than that for an asthma patient. ;
| | designed to prevent the long-term preventive treatment with - . P . - . ;
: o worsening of chronic  inhaled corticosteroids. | ere c?re, y preven.lng e worser\mg of asthma c.o.n itions, Yve |
: " : ¢ : | .. B e can estimate cost savings of approximately $14.5 million over time.
Right siting to primary @ Refining healthcare : \_- conditions, thereby reducing | !
care and communit approaches and : E the progression from ‘ ' . . . . . |
.y PP , , . Prog ¢ Smoking Cessation Programs Improvements in Other Clinical Quality Indicators: :
R y.
e.g. decant appropriate @W ensuring optimal ! segment 4 (low complex : : :
cases to GPs resource distribution chronic conditions) to . Asthma patients exposed to irritants 7 » HealthierSG - Indicators for patients with asthma
segment 5 (medium complex i like tobacco smoke are at a higher risk > as a principal diagnosis, such as ACSC
A T PG € I chronic conditions). Here are i of developing COPD. Therefore, it is hospitalisation rate, readmission rate etc.
. . ST EyEreles off el - crucial to help smokers quit and reduce | v « Value-Driven Care - Indicators such as Prescribed :
the patient care journey ! P 9 : s : . . -
. health programs. . this risk. regular inhalers, receive asthma education. :

e.g. creation of health programmes

...........................................................................................................................................................................................................................................................

The dashboard empowers the SingHealth Regional Health System to Hospital can identify patient segments within their patient population,

enhance strategies for preventive medicine and optimize costs more allowing for targeted interventions and tailored care based on their

effectively. unique profiles and patient journey.




