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Dr Vasa Gnanapragasam

SWL Clinical Network Primary Care Lead (Renal, Stroke, Community
Neurorehabilitation)
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South West London Integrated Care System

ICSs have four key purposes:

1. Improving outcomes in population health

and healthcare

2. Tackling inequalities in outcomes, Our ICS SWL Our ICS
level Places

experience and access

3. Enhancing productivity and value for South West London ICS
money

4. Supporting broader social and economic
Our ICS Provider

development .
P Collaboratives




for the NHS in
West London

A JOINT FORWARD PLAN

[INHS

South West
London

South West London
Primary Care Strategy

2022-2025

September 2022

Our agreed ICP priorities

we will continue to work across organisations, places, neighbourhoods. to tackle health inequalities in everything we do

Preventing ill-health, promoting self-care and supporting people to manage their long-term conditions including a focus on healthy aating, physical activity,
smaking and alkcohol misuse and mental wellbeing and link up with offers in community. A focus on both primary and secandary prevention, which will include supporting
people to manage leng-term conditions, for example, diabetes, chronic obstructive pulmonary disorder (COPD), musculoskelstal conditions (MSK), cardiovascular disease
{CVD) and ischaemic heart disease_

Supporting the health and care needs of children and young people including looked after children, children with special educational needs (SEND), reducing cbs
dental decay. alcohal misuse and ‘risky behaviour', mental heaith, childhood immunisations and wellbeing particularly the transition te adult mental health service,

Positive focus on mental well-being including dementia, addressing the anticipated increase in need, easy and appropriate access for people when they are in a mental
health erisis, services as close to home as possible and supporting people to return safely home from hospital. Making sure our children and young people have the best
possible experience and oufcomes when receiving care and treatment, including timely access with good coordination between chiidren and adult senvices

Community based support for older and frail people including addressing loneliness and sccial isolation, bereavement and improving their expenence, health and
wellbeing and preventing hospital admission and when in hospital to support them to get home quickly.

The &th priority area is workforce. This has been agreed as a year | priority by the ICP
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Context
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WHY THIS WORK WHY THIS WORK WHY THIS WORK MATTERS
MATTERS TO ME MATTERS TO OUR TO OUR HEALTH AND
PATIENTS AND CARE SYSTEM

COMMUNITIES
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My Vascular Platform — but individualised journeys | i

Care System

- Clapham Junction
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Objectives for today integrated

Care System
To outline the programme structure and what you’ve signed up for
Detail the support to practices for the improvement of T2DM care systems and process
Identify the supportin the room (ICB team, SPIN Fellows and HIN)
Understand your practice data and discuss what it might mean
Draw on our collective expertise of how to make successful improvements in complex subjects like T2DM

Meet the support team in person and know who will be helping you on your journey



Checking Context



Scope for today:

r South West
J London
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Care System
What we can do as practices and PCNs, and the learning and support V
available.
Ongoing work on structural, contracting and financial reform (very X
needed!) - but not the work of today.



Importance of this work:
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ICS

Practice & PCN

Citizen,
Family and
Carers
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Citizen, Family and Carers Card Syetem

Having poorly controlled diabetes can lead to serious and expensive health
complications:

« Eye problems that can lead to blindness;

« Fooft problems that can lead to amputations;

« Heart attack and heart failure;

« Stroke and increased frailty;

« Kidney problems that can lead to kidney disease and failure;
« Nerve damage;

« Gum disease and other mouth problems;

* Related conditions, like cancer

11



It islike a shadow for
you and your family —
present all the time....

' South West
London

Citizen, Family and Carers Card Syetem
The patient is often trying to deal with the

“bewildering risk progression or
complications; the relentless lifestyle and
personal changes they are encouraged to
make to avoid these; the complexity of
multiple conditions and polypharmacy, as well
as the emotional and social implications of
each of these to the person and their families”

Simon Eaton, a consultant diabetologist at Northumbria Healthcare NHS
Foundation Trust in the UK (Eaton, 2016).
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Citizen,
Family and
Carers

Practice & PCN

Practice & PCN

Hours of Consultations (all types and staff) per age group
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Practice & PCN

Citizen,
Family and
Carers

In your opinion, are demands likely to increase?

Could the current complexity of the patient been lower if the either difficulties were avoided (such as
treatment delays or annual reviews, lack of continuity, miscommunication) or if things were set up
different (different or easier to access treatment e

NO

NO PARTLY

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

0% 20% 40% 60% 80% 100%




SWL Diabetes Cost: Total and Incremental Cost of Diabetes Patients

Itis estimated that a SWL Diabetes patient’'s incremental healthcare costs (i.e. excluding pharmacy & high drug costs) are £1,049 more than ' South West
a SWL non-Diabetes patient. London
Integrated

SWL Diabetes patients incrementally cost c£106m more yearthan SWL non-Diabetes patients.

SWL Diabetes System-wide Total Costs & Growth

Assumed FY20/21

Care System

Practice & PCN

ICS

Citizen,
Family and
Carers

Diabetes Pop |General Pop Incremental | Incremental

Average |- Avg actmty Avg act|V|ty Total Cost Avg Activity | Cost Diabetes Cost per
GP 10.24 3.88 22.4 6.35 13.9 191
111 Calls 21 0.20 0.14 0.3 0.06 0.1 1
AE 154 0.54 0.35 6.0 0.19 2.1 29
OP First 135 1.35 0.59 13.3 0.76 7.5 103
OP Follow Up 106 3.24 1.22 25.0 2.02 15.6 214
IP Elective 1,079 0.33 0.12 26.2 0.21 16.5 225
IP Emergency 2,612 0.17 0.06 31.6 0.11 20.4 280
IP Non Elective 752 0.03 0.03 1.6 0.00 0.1 2
IAPT 672 0.09 0.08 4.4 0.01 0.4 5
No Service Used 0.00 0.00 0.0 0.00 0.0 0
Net Total 130.9 9.70 76.6 1,049

< TBC, waiting for

Pharmacy 27.4 27.4 |cost from Finance

< TBC, waiting for

High cost drugs (CGM & Insulin pumps) 1.6 1.6 |cost from Finance

Total 159.9 105.6

SWL NHS spends <1% of its Diabetes care budget
on the following high ROI Diabetes interventions:

Early detection

Prevention

Education

Self-management

Reversable treatments

Community empowerment (via asset-based

community development)

Improving the wider determinants of health

8. Funding research/innovation that could provide
anincome stream

9. Programmes of work to join-up disparate data
and systems and working silos

10. Improve outcomes and VM via quality and cost

improvement programmes of work

SO ALN -~

~




SWL Diabetes patients in

numbers
There is a SWL Diabetes Iceberg

London
Integrated
Care System

ICS

J. South West

The SWL Diabetes Iceberg

1.

SWL currently has ¢73k registered (diagnosed) Diabetes patients.

Per NHSE and Diabetes UK, Diabetes registrationshave nearly
doubled in the last 15 years.

Based on expected prevalence figuresfrom OHID, ¢1/3 of SWL
Diabetes patients are not yet diagnosed.

SWL currently has >64k registered (diagnosed) pre-Diabetes patients.

Per the OHID (formerly PHE), it is anticipated that SWL diabetes
expected prevalence will increase by 19% by 2030 (vs. 2020 figures).



Checking Context:
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How do you feel when trying to lead / make effective improvements to
T2DM system and processes in your busy practice?
* Pick a picture card that best illustrates how you feel / view this.

* On your tables (better with someone you don’t know). Introduce
yourself and share why you chose your card?

* 5mins
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Why the 3 Treatment Targets (3
Where are we now?

Dr Roni Saha

Clinical Lead for Diabetes, South West London Health Care Partnership
Consultant in Acute Medicine, Diabetes & Endocrinology

St George's University Hospitals NHS Foundation Trust




Why the 3 diabetes Treatment
Targets (3TTs)?



Borough level 3TT in SWL

% 3TT

Croydon Kingston Merton Richmond Sutton Wandsworth
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ICB level 3TT in London

% 3TT
NDA 21-22

SWL SEL NWL NEL NCL



The NDA 3TT data for 2022/23 in SWL

3TT - GP in SWL
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Viewing your own data



Looking at your own data:

' South West
London
Integrated
Care System

Gather your data pack

* Plot your data by year onto a page of graph paper. Suggest 3TT%.
* (Use the figure in yellow — total T2DM pts rather than pts with all
three 3TT diagnostics complete)

* Plot your 8CCP data by year on another page of graph paper (each
CCP).

Discuss what this means to you? Share you results and discuss
differences and similarities with other practices.

| I
24



Looking at your own data:

% of registered patients

100 %

90 %

80 %

70 %

60 %

50 %

40 %

30 %

20 %

10 %

London
Integrated

J. South West
Care System

3TT%

13/14 14/15 15/16 17/18 19/20 20/21 21/22 22/23
Year
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What does this data tell us?

No referrals made
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What does this data tell us~ “ South West
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Number of referrals made Care System
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What does this data tell us?

London
Integrated

(J. South West
Care System

Number of referrals made
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Look familiar?

London
Integrated

J. South West
Care System

Time 10600 10001 Y800 12.300 00 1600 1030 1100 | 113011 20011 2301430
3_§7 : . - F . :
36
Respiratory 31-35
Rate 21-30 —_—— ——— - &
e 7 9-20| o
(breaths / min) 58
54
0, Flow Rate = g X —
(L. / min) <1 e ] ) ] [ —
203| e—te—ti—a | 2a : -
O, Saturation 90-92
(%) 85-89
<84




Local variability:

Gather your local variability data sheet
 What picture does it paint?
* Whatis yourreaction toit?

 How might we use this data to help?

l

South West
London
Integrated
Care System
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Break 15 Mins



The support available to you -
continued



What does this programme involve?

{ ]

‘ South West
London
Integrated
Care System

1) A facilitator to support for you to develop and implement your own
plan to improve diabetes care

2) A series of webinars to share useful tools, discuss possible
approaches, and connect you with others

3) 6 clinically led masterclasses —aimed at different members of the
diabetes team

....and HIN happy to help!

33



Focus together
on the system
and process
that enables
effective care

Short F2F and Virtual
Workshops for lead
Nurse & GP

Hands on
support just
foryou

Spin Fellow
Support F2F &
Virtual

w/c 3 July

/ Introduction, \

leadership, data
fundamentals
21 June

Influencing the
Practice, knowing
how wellwe are
doing

- Theory & Method -

- Peer Expertise Sharing -
k - Signposting Solutions -/

4 Hrs F2F

/ Take Stock

Self Assess your
Diabetes System
and Process

meet

90 minsinyour monthly DWG/

w/c 17 July

w/c 31 July

Organisation &
Process
7 August

Most effective and
reliable use of
resources

- Theory & Method -
- Peer Expertise Sharing

k —SignpostingSqutions—/

90 Mins Virtual

/ Action Plan

Identify Priorities
and Timelines

meet

90 minsinyourmonth\yDWG/ <«

w/c11
w/c 21 August September
Consistency
5 September

Doing what we say
we do — across the
practice

- Theory & Method -
- Peer Expertise Sharing -
- Signposting Solutions -

90 Mins Virtual

Community of
Practice with
local practices
1 Hr Virtual

Peer led discussion on the
topics that matter to us

w/c 9 October

Working with your
community
4 October
Viewing the
community an asset,
engaging hard to
reach patients

-Theory & Method -

Flexible Spin Fellow Supportin Your DWG Meets

»
»

- Peer Expertise Sharing -
k - Signposting Solutions - /

90 Mins Virtual

/ Review

Reflect on How Your
Changes are Going

90 minsinyourmonthlyDWG
meet )

311 QI Gulde & Selt Assessment, Access to Data Support, Materials and Solutions Summary Short Videos

34



Working with your improvement facilitator

i

U U
\

Grace Harriet lona Vanessa Sally

Millie

South West
London
Integrated
Care System
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Working with your improvement facilitator —

" ) South West
what to expect Integrated
Care System

* 2 initial workshops with your diabetes working group
* Taking stock

* Making an action plan

* Then regular contact — depending on what works for you —we recommend meeting at
least once every 4-6 weeks

* Your facilitator can help you with:
* Deciding what to focus on

* Understanding more about possible solutions (even if it means phoning a friend)
* Organising of training based on practice need

* Support applying for additional resource to deliver change (where available!)

36
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Webinars —what to expect J South West

* Organisation and Process — 7 August
* Consistency and Consultation Approaches — 5 September

* Working with your community — 4 October

* Plus access to other HIN webinars planned on...
* Obesity
* Mental health and Long Term Conditions
* CVD Prevention
* Chronic Kidney Disease
* Behavioural change techniques



Clinical masterclasses — what to expect

South West
London
Integrated
Care System
. Diabetes Diabetes Diabetes Diabetes
Introduction . L . Treatment & Complex
. Screening & Clinical Treatment & .. .
to Diabetes h . .. Medication 2 Diabetes Care
Prevention Competencies Medication 1
w/c3 July w/c 17 Jul w/c 31 Jul w/c 21 August w/c11 w/c9 October
v v g September
Fer st;aﬁdd'/re;;tly For staff who have direct Staff involved in clinical Staff with a
h I{nt\{o veainthe " patient contact who are decision making for people special interest in
olisticmanagemen delivering basic clinical care with diabetes diabetes
of people’s diabetes
but who do not
deliver clinical
diabetes care

* Session structure based on the Pan-London Primary Care Education Toolkit (in draft)

38



The support available to you (in
detall)



London
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J. South West
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The Type Two Diabetes south wrest oA
Three Treatment Targets

Practice Improvement Guide

For practices who wish to improve their three treatment targets Online
attainment for their care of type two diabetes patients. (interactive) and
in hardcopy

/4

40



sSources:

‘Yale’ Ql Process

Large Scale Clinical Engagement Events

Figure 3: Sources

Stakeholder
workshops
featuring 100's
of clinicians from
across SWL

Guidance from
Diabetes Specialist
GP's

SWL LTC Team
Expertise

Rapid Literature
Review (see
references in

‘Taking Stock’)

Specialist Quality
Improvement
Expertise

South West
London
Integrated
Care System
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The 3TT @ Scale
Improvement
Process

Getting Ready

Setting up your diabetes
group

Taking Stock

Holistically self-assess your
system and process

Make changes
e Organisation & Process
« Data Foundations
¢ Consistency
* Consulting Approach

* Engaging Patients and
the Community

 Leadership

e Training & Competencies

Plan

Study

°
7

South West
London
Integrated
Care System
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Against our backdrop of our
challenges, demands and
expectations:

') South West

London
Integrated
Care System

“We have been
fooled by
Penicillin”

Dr Atul Gawande (BBC Radio 4 Reith
Lecture)

43
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The impact of this complexity J South West

« No matter what your process, no matter what your data, all display variation.

« Any measure that you can think of that will be of interest to your work will vary
from time period to time period. The reasons for this are many.

» Using a cause and effect diagram, you will be able to identify tens, if not
hundreds of sources of variation.

* These huge numbers of causes of variation have two
consequences:

* It makes it easy to pick a reason for why a current value is so high and so
low.

* It makes is very, very hard for you to know if your explanation is even close to
being right....

*Building Continual Improvement — Wheeler and Poling (Amazing book!)

44



7 Domains of
Improvement

Organisation and Process:

How effective and effidient are our processes and use of
resources?

Data foundations:

Do we have objective methods for prioritising care and
understanding how effective our model of care is?

@D Consistency:

How consistent are we in our approach and how do we ensure we

use the best models?

W Consulting Approach:

[

Are we making the most of our consultations?

N Engaging Patients and
&;& el the Community:
[aa)

Is our wider network and our community an asset in our
model of care?

Training & Competencies:

Do we have up to date knowledge?

Leadership:

olo

[AaWaa)

Is our leadership as supportive as possible?

South West
London
Integrated
Care System
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Practice Led and Prioritised

Set Up Your Diabetes Self Assessment and

Create Action Plan

Working Group

London
Integrated

2’. South West
Care System

Make Improvements with
Support

46



Practice Led and Prioritised

8CP-10.4%

3TT-14% Start

Practice made
decision to start:
January 2021

Figure 2: How long
might this take

First use of
structured
agenda diabetes
working group:

e
September 2021

Data analysis and
system training:
November 2021

Preparation for
birth of month
recall process:

education trai
for all practice:
November 2021

>3

December 2021

Action plan
agreed with
practice senior
team:

June 2021

cee

Birth month

recalls go live:

Diabetes Working
Group:
February 2021

---- Getting Ready >>-5->

First Self
assessment
session:
March 2021

Complete self-
assessment tool

and st Action ¢« ¢ Taking Stock « ¢ ¢ «

plan:
April 2021

Year of Care—

Peer support

virtual clinics
3 commenced 3

monthly:

May 2022

personalised care
and support training

for whole practice:
October 2022

South West
London
Integrated
Care System

33333

e

ceceee

8CP 56%
3TT: 36%
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Making the Most of this Opportunity



Improving the outcomes of complex conditions: 1) South West

London
Integrated
Care System

Using the experience on your table, come up with a top ten tips for
making successful improvements. List of things that are important
when making successful changes:

To help:
* Consider when things have gone well. Why?

* When things have not gone well, or not been sustained. Why?

49



Improving the outcomes of complex conditions:

Theming: Visualiser / Flipchart

i

South West
London
Integrated
Care System
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Improving the outcomes of complex conditions:

'Fixing Pts’ VS ‘Breaking the Cycle’

i

South West
London
Integrated
Care System
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Meeting your support team



Meeting your improvement facilitator

{ ]

‘) South West
London
Integrated
Care System

 Explore the support in more detail
 Think about who needs to be involved
 Confirm next steps dates
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South West London Diabetes
QI Programme Introductory
Workshop

Next steps and close
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