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Consistency and Consultation style

* Consistency in practice across different members of your practice team — patients seeing different staff
members get the same standard of care

* Consistency when you see different patients — how do you make sure you always do the right thing /
follow guidelines

® ...But consistency of approach doesn’t always mean doing the same thing for every patient

® Consultation style is the format and nature of the conversation you have with your patient — can
conversations be more personalised? Or would your patients benefit from peer learning?
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Consultation approach

Year of Care Lindsay Oliver

Group Consultations Dipti Gandhi
Decision support tools

Use of decision support tools and Raza Toosy

technology

Horizon scan Nathan Beencke

Next steps & close Oli Brady
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But first.... a poll e

How important do you
think consistency is in
diabetes care?
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Think about for later

London
Integrated
Care System

How do you ensure consistency
between members of the team
and ensure guidelines are

followed?

How do you know
that your agreed

approach is being
followed?
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Consultation approach:

personalised care and support

planning
Lindsay Oliver



©OYear

Personalised care and support
planning
“Consistency and Consultation”

Year of Care Partnerships®

www.yearofcare.co.uk

of Care Partnerships —January 2023


http://www.yearofcare.co.uk/

Hours with healthcare professional
Self-management

=4 hours in a year = 8756 hours in a year

©Year of Care Partnerships — January 2023



Activities associated with
looking after diabetes

Monitoring
glucose levels

Taking
medications

Having injections

Having a flu jab

Checking your
blood pressure

©Year of Care Partnerships — January 2023

Keeping active

Looking after
your feet

Giving up
tobacco

Treating low
blood glucoses

(hypos)

Paying attention
to food choices

Calorie counting

Carbohydrate
counting

Safe limits for
alcohol

Losing weight




‘But we do that already...?”? @
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Primary Care Trusts

The % of adults with diabetes who report that they have
had at least one diabetes checkup in the last 12 months

The % who have had a checkup and report that they
‘almost always’

* Discuss ideas about the best way to manage
/ their diabetes

e Agree a plan to manage their condition over the

The Health Care
Commission Report

©Year of Care Partnerships — January 2023

next 12 months
* Discuss their goals in caring for their diabetes

GP Patient Survey July 2022

35% had a conversation with a healthcare
professional to discuss what is important when
managing condition(s)

Of which 61% were given a written plan

93.6%o0f patients with a care plan found it helpful in
managing their condition(s)




Year of Care approach

Recycling the “Annual Review”

©Year of Care Partnerships — January 2023
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More meaningful conversations

‘personalised care and support
planning’

©Year of Care Partnerships — January 2023

Support for self-management and to
live well



Information eatherin Disease surveillance
8 8 Tests and checks
( bloods, BP, foot checks etc)
Professional preparation
Preparation
Results/agenda setting prompts
sent to patient > 1 week before
Information sharing conversation
Conversation
The conversation A meeting of equals and experts

Prepared practitioner and patient:
* review how things are going
e consider what's important

Recording the agreed & - share ideas

shared care p|an e discuss options
* develop a care plan )

~

©Year of Care Partnerships — January 2023



Preparing for Care Planning
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What's Important

Agenda setting topics

‘White Space’
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High Risk
Above 5.0

Below 45
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Personalised care and support
planning: Preparation

...l had some time to think about
things...
...you can’t take it in when they talk to
you...
...this way you can take your time...

...saved a lot of time
... made me feel less anxious...
...helped me raise issues | was worried
about...
...a place to write down what I really
want to talk about...

...helped me see what was
happening and so | knew what to
ask...

...its 100% better than being told ‘no
action necessary’...

©Year of Care Partnerships — January 2023



Changing the conversation

“working with not doing to”

The conversation

Recording the agreed &
shared care plan

Gather and
share stories

-

Conversation
A meeting of equals and experts

Prepared practitioner and patient:
* review how things are going

consider what's important

share ideas

discuss options

K develop a care plan

Explore and
discuss

Goal setting

Action planning

Planning for
review

©Year of Care Partnerships — January 2023



Personalised care and support
planning: Conversation

...Interested in what | had to say...
...l could ask the questions instead of being
asked the questions... ...talking with me rather than looking at
the computer...
...talking about something you know about

rather than something your kept in the ... could talk about what was important to
dark about... me...

...l have never talked to anyone about these
issues...

...you may not have all the answers but
you’ve helped me work things out...

©Year of Care Partnerships — May 2022



PCSP: The gateway to supportand @&

community activities

>0 O ODde  Dde

©Year of Care Partnerships — January 2023

Support for self-management

Patient education
Weight/physical activity programmes
Smoking cessation

Health apps/health coaching/health trainers

Community support

Peer support

Walking groups/litter picking
Volunteering

Knit and natter

Arts for Health

Community choir

Traditional services

Specific problem solving in specialist care
Coordinating clinical/social input

Pharmacy/medicines review

Organisation’s
role

Connect people
to support

Develop locally
relevant
activities



Impact — NDA and
biomedical data

©Year of Care Partnerships — January 2023



Clinical care...improving too!

Tower Hamlets

92% of registered population
(Type 2 diabetes) taking part in
care planning

Patient perceived ‘involvement
in care’ rose from 52-82%

72% received all 9 processes in National Diabetes
Audit: Best in England (Average 49%)

© Year of Care Partnerships — August 2023




Tower Hamlets — )
Biomedical impact

2009 2012 2018-19
2015-16 NDA | 2016-17 NDA
(0]0]3 Dashboard NDA
HbAlc
37% 55% 62% 62% 63%
<58mmol/mol

BP 81% 83% 79%
<145/85 70% 90% (new target (new target  (new target
] 140/30)  140/80)  140/30)

Cholesterol
65% 83% 85% 85% 86%
<5mmol/L

©Year of Care Partnerships — January 2023
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North East Essex

Iintegrated Care
Board

Patients Receiving All 8 Clinical Processes
improved biomedical
77.6% outcomes

Number of patients

16000
14000 ‘
12000
o 66:2% Total Cholesterol (<bmmols)
SOURCE: NDA
BO0O
18000
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16000 71.9%
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2000
: 12000
. ‘ 201314 2014-15 2015-16 101&175 Z?IfT'Ale |- ZL.E'IQ 2019-20 2020-21 2021-22
10000
.¢. NﬂNm{EE‘B'ﬁl‘: ‘ GP E‘l! DE WO!\T ION
ove 8000
t oo 35.4%
4000
care process completion -
o

improves dramatically mee s mes  wes  ww wms s
@

Number of patients

GP FEDERATION

*NDA data © Year of Care August 2023



Buckinghamshire {{]
Integrated Care
Partnership

Oxfordshire
Integrated Care
Partnership

Berkshire West
Integrated Care Partnership

*NDA data

64.00%
62.00%
60.00%
58.00%
56.00%
54.00%
52.00%
50.00%
48.00%
46.00%

re West™

Completion of all 8 care processes

care process completion
recovered quickly

I I «

Berkshire West

N 2020-21 ®=2021-22

© Year of Care August 2023
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Carliseyvealthcare™

Completion of all 8 processes All 3 treatment targets achieved
70.00% 50.00%
45.00%
60.00%
40.00%
50.00% 35.00%
30.00%
40.00%
25.00%
30.00% 20.00%
15.00%
20.00%
10.00%
10.00% 5 00%
0.00% 0.00% N
NHS NENC Carlisle HC NENC Carlisle HC

N 2020-21 m2021-22 W 2020-21 m™2021-22

*NDA data © Year of Care August 2023
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Carlisle Hezthcare I e H ed It h Cd re et

BP HbAlc
Achieving target Achieving target
80.40% 69.00%
0,
80.30% 68.00%
80.20%
67.00%
80.10%
80.00% 66.00%
79.90% 65.00%
0,
79.80% 64.00%
79.70%
63.00%
79.60%
79.50% B2
79.40% 61.00%
2020-21 2021-22 2020-21 2021-22
H BP H HbA1C

*NDA data © Year of Care August 2023



Consultation approach: Group

Consultations
Dipti Gandhi



Brigstock &
South Norwood

Partnership

Is there another way to deliver Diabetes Care?
Our Experience with Group consultations

Dipti Gandhi
Independent Pharmacist Prescriber
Primary Care Clinical Lead Diabetes - SWL
Primary Care Development Lead — Croydon Place




What am | going to cover?

* What are Group consultations

» Our Experience with Group

Consultations, including some of the
pros and cons

* Why this might be an opportunity
regarding consistency?




Brigstock &
South Norwood

Group consultations are...

Partnership

&

* An alternative way of consulting with patients

* Individual clinical consultations delivered in a supportive
peer group setting

* Also known as “shared medical appointments” (SMAs)

* A consultation with 10 -15 people with a similar condition
or set of clinical problems

* Managed by a group facilitator

e 1-1.5hours long, with the clinician present for around 35 -
45 minutes (half the time)



They are NOT...

Brigstock &
South Norwood
Partnership

* A patient education programme or group
* A self help or peer support group

* An expert patient led intervention

* Talking therapy

...however group consultations may deliver
similar benefits



Brigstock &

Key ro I eS South Norwood

Partnership

Clinician Facilitator Co-ordinator/
Administrator




Brigstock &
South Norwood
Partnership

* Area of acute deprivation; diverse community
* 1024 registered people with Type 2 Diabetes

Our challenge in 2018...

*6 week waiting for reviews

*8 clinics a week (24 hours of clinician time)
*53% of patients got 8 care processes
*Little impact on biometrics over time



Brigstock &

Access and efficiency South Norwood

Partnership

e Reduction from 24 hours to 6 hours of clinician time to manage
diabetes (2 group and one 1:1 clinic a week) = 75% efficiency gain

* 18 hours (5 clinical sessions) clinician time saving = 0.5 FTE clinician
* Clinician time freed to deliver new services e.g. I[UD clinic
* Reduced waiting time from 6 to 2 weeks

* DNA rate reduced 49% compared to 1:1 clinics; no clinician time
spent waiting when patients DNA

* Group clinics more likely to finish on time

* Clinic model aligned with care planning LCS, which is supporting
sustainable delivery of a locally funded service



Outcomes

Brigstock &
South Norwood
Partnership

* Patients report better understanding of their
condition

* Improved peer to peer support

* Increased engagement with community offers e.g.
commissioned programmes; expert patient
programme

* Improved Clinician satisfaction especially post COVID



Medicines optimisation

Brigstock &
South Norwood
Partnership

e More truthful conversations about adherence
* More meaningful questions about medicines

* Broader and richer discussion of risk and benefits of
starting, stopping and combining medicines in the
group clinic

* Increased opportunity for shared decision making

* Increased adherence to new guidelines, e.g. increased
SGLT2 medication

* Opportunity for ‘Deprescribing’




Brigstock &
South Norwood

&

*Peer support, empathy AND challenge

* Friendships and greater social connection
* Greater uptake of social prescribing
*Higher expectations of involvement in care
* More personalised support and advice

*Shared ownership and responsibility for
Improving outcomes

Psycho-social impact

Partnership



Clinician experience of care

Brigstock &
South Norwood
Partnership

* Greater job satisfaction

* Closer team working, increased ‘ownership” of
the ‘board’

* Personal and professional development
*Greater learning /teaching environment



Brigstock &

ImpaCt on workforce South Norwood

Partnership

"Consulting energises "Consulting "I find | repeat myself
me" burns me out” alot"

"Reviews feel like " " "l have time to discuss
3 tick box” | have time to explain what matters"



Brigstock &

SO m e d ata e South Norwood

Partnership

- |2018/19 2019/2020 2020/2021 2021/2022 2022/2023

% of DM reg 38% 32% 24% 37%
attended GC

No of GC/person 1.66 1.33 Covid vgc 1.20 1.30
Diabetes 1024 1028 1050 1062

population



Brigstock &
South Norwood

TO p ti ps Partnership

* Engage a champion who wants to do this and is able to bring the team with them. Recruit at least 2
— what happens when the first one goes on holiday...

* Be clear about what a group Consultation is; and ensure that your team is bought in to it!

* Make Isure your entire team is able to share your vision and sell the benefits of this way of
consulting.

* Keep going...and make this way of consulting the easiest for your patients to choose and make it the
default, publicise it using multiple modes.

. Us?cfthis as a learning/training environment- synergise opportunities both for clinical and non clinical
sta

* Use the opportunities to engage patients and ascertain their feedback, e.g. pt survey/ppg
recruitment

» Use this also to complete checks that haven’t been done e.g footchecks/flu jabs/bp
checks/glucometer demonstrations/understanding injection techniques

* Don’t overthink it — we as HCPs worry far more about confidentiality than the patients do.



System Benefits of Group Consultations

* Time efficient use of resources

* The team needs to understand the vision for care, and be able to
offer it consistently

 When people with diabetes engage with this model of care they will
have ‘heard the message’ consistently and from their peers

* Improved Community engagement/peer support

* Practice/PCN leadership and upskilling opportunities



Brigstock &
South Norwood
Partnership

Thank you for listening.

Any questions?



Decision support tools: long-term
conditions

Raza Toozy



l South West
London

Using to improve delivery of care: LTCs ;| Integrated

Care System

What is a Clinical Decision Support Tool (CDS)?
A digital tool that helps you map the patient onto a clinical pathway helping you decide if they are in the right place & and what to give next

Online Consultation (eg Anima) —

Emis Popups and Scriptswitch

Ardens and DXS

DS Improve §afety
Improve Patient Care
Google Improve Efficiency
) Offline ) Outside t'he NICE and SWL Links
Reference Consultation

Online During the
“Live” Consultation

Al Tools (in the future) —

A A

47



{ South West

) . . Lond
Using to improve delivery of care: LTCs /| ntegrated

Care System
Barriers Enablers

Clinician
Access

Reluctance to No Time Familiarity with EMIS Right Type of Clinician
Change to Learn

Forum for Discussion
Visual | Happy for Change Clinical Groups | Meetings

48



[ South West
. . . London
Using to improve delivery of care: LTCs Integrated

Care System
How to Implement CDS Tool in your Surgery

. » {pm—
N " ‘1‘ 1 5 "
S Sl e ' M

' Get Clinical Champions Start with One Aspect See the difference Recurrent Reminders
To implement Change Pharmacists! One area whichis liked With or without using the Tool By PMs and In Clinical Forums
and build up

Allocate Time

49



{ South West
London

Using to improve delivery of care: LTCs Integrated

Care System

Whatis in the Future?
Al Tools will help us to make better clinical decisions in the context of the patient’s history

Chat GPT

Only goes back to 2021. No patient-identifiable information please. Useful to give you direction.

Example

| am a GP in the UK and have just encountered a 45 year old female with new onset Diabetes. She has a high cholesterol (LDL over 4) and a Blood
Pressure of 150/90. Her Qrisk is 25%. She is currently no medication. Can you create a clinical plan for me suggesting medications to give?

Glass.Al (Glass Al | Glass Health) © GLASS

Uses ChatGPT but specific for Clinicians
However is US only!

I I ——
50


https://glass.health/ai/

Decision support tools: horizon
scan

Nathan Beencke



Abtrace




Patient View

- Abtrace Proactive Monitoning

|
l ABTRACE | Proactive™

& Patient 222 Population 24 Optimisation

GET EMIS PATIENT OPEN PATIENT IN EMIS

Anne Daly (57 years)

NHS Number 4517148941 Date of Birth: 27-Jan-1966

Show All Tasks

Biometrics Blood Test
’ [ﬂ Blood Pressure mmHg Renal Profile
’ I Body Mass Index ko'm?

Lipid / Cholesterol

HbA1c

Lithium Level

Bone Profile

|
’ I Thyroid Function Test
d
d

Last data update 19-Apr-2023 21.10 @

Disease Care

Alcohol Intake (Mental

0

! Condition Review

O

» ' Smoking Status

0




Population view

B Abtrace Proactive Mondoning - [« ] X

Proactive™Monitonr Last data update: 19-Apr-2023 2110 Q

& Patient :2: Population 2 Optimisation

NHS Number Age Status Days overdue Most Overdue Detaids

[ Medications [[] Conditions 78516668 7 Never done Foot Check - Diabetes
) at - 59 -346 Cervical Screening - Cervical Screening Eigibie
[0 Complete (121) - - LD FhisaR

O

0 0|0 008|010 geN G| 0

97052456 81 346 Target BP <=140/9

CLEARALL FILTERS LGN 00t Check - Diabetes
1 56 347 Conaition Review - Heart Failure
104739691 345 8 g Elgitie
106831 2 Never done Foot Check - Diabetes

4 -
10 8% 347 nation
CLEAR GROUPS 0 rows selected 1-60 of 819 >

[REF] Abtrace COSS [LOT] 18 8-dev-85903ek [ Ti] ¥5 C€

U




Optimisation view

n Abtrace Proactive Monitoring - (] X

ABTRACE | ProactiveMonitoring Last data update: 19-Apr-2023 21:10 @

& Patient  :as Population 2 Optimisation

eeky A NHS Number Age Status Recommendations Points
o -
A | VD€ -
3169025686 59 Complete 1 32
[ Complete (9)
O 3376745615 78 Complete 1 32
O Pending (34) 4957770508 76 Complete 1 32
CLEARALL FILTERS
3303323984 63 @ 1 32
Peter Coates - Date of Birth 18/06/1959
Consider adding to QOF Atrial Fibrillation register
Reason This patient has had an oral anticoagulation prescription Edoxaban 30mg tablets (29903311000001108) on 14-O¢t-2022 No codes s of PE nor thrombosis nor
jetected g 32 pts

thrombophilia have bee
Consider Consi

ode on '14-0ct-2022

rillation diagr

| Accept | | Reject |

3411890944 103 Pending 1 32

1-45 of 45

REF| Abtrace CDSS [LOT] 1.8.8-dev-86909efc [[i] ¥X C€

v




Abtrace

What this patient requires in Risk stratification
this appointment

Biometrics, blood tests, disease QOF targets
reviews

Uses local and national
guidelines

All long term conditions
together

www.abtrace.co/

Population view Optimisation view

Are there medications that can
be improved

Have they been coded
appropriately

Are they at risk of this disease?

h

v



http://www.abtrace.co/
http://www.abtrace.co/




Bespoke solutions

o1

Design

your data workflow to suit your

needs in a shareable workspace.

This can be as simple or as
complex as you require. Jiva
simplifies the entire process
through its user interface.

02

Create

your Al solution automatically.

Jiva figures out what works best
for your data. Prefer to deep
dive into Al engineering? No
problem! Jiva gives you full
access to Al mechanics.

o3

Deploy

and maintain your Al solutions in
production environments.
Improve your models over time
with redeployments and build
more complex Als by integrating
new ones together.

h

U




Integrated
Care System

Session evaluation

) South West
London

59



South West
London
Integrated
Care System

How do you ensure consistency
between members of the team
and ensure guidelines are

followed?

How do you know
that your agreed

approach is being
followed?

60



' South West
London

Next steps and close e e

The slides and recording of the session will be
uploaded onto our website

Diabetes QI Programme - Health Innovation Network 40ct * Engaging Patients and the 90 mins
12.30-2pm ommunity

Webinar Looking at building links with the wider health
and social care systems and communities

Please allow a few days for the slides and recording to including:

V' Tackling thorny issues
v Digital platforms
be formatted and uploaded v To%ls a}:d ideas to work with
communities

* Next domain session Engaging Patients & the SoaaEn o B s 90 min
. . .30-2pm morbidities webinar
Community is Wednesday 4th October, 12.30 - 2pm. (dateTBC) | An additional webinar to discuss how
. . . Webinar practices can apply the tools and principles of
A link will be sent closer to the time. o g

* Any questions, please email: hin.diabetes@nhs.net

61


https://healthinnovationnetwork.com/diabetes-qi-programme/
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