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Background e e

* SWL ICB Diabetes programme have developed an approach for the
systematic improvement of achievement of the 3 treatment
targets (3TTs) for diabetes in primary care

* The SWL team have developed a framework for practices to use to
help them to improve their achievement of 3TTs through a quality
improvement (Ql) approach, focusing on 7 key domains;
organisation and process, data foundations, consistency,
consultation style, engaging the community, leadership, and
training and competencies.

* The SWL team have managed to successfully deploy this
framework to a small number of practices in SWL and are seeking
to scale this to reduce variation across their geography.

* The programme also includes a series of 6 clinical refresher
sessions to support practices.
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Why is engaging patients and the
community helpful?

with Faith Smith and Aurora Todisco
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How important do you
think it is to engage
members of your
community when you

plan and design diabetes
care?
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Why do think it’s e System
important to involve Have you got any examples of
members of your successfully involving

community in diabetes

members of your
& other care?

community?



What can you do?

|deas:

map out hyper local services

closer links with social prescriber

look beyond the usual — homeless shelters,
foodbanks, District Nursing, fire brigade
actively invite patients to PPGs

set aside senior leadership time to engage
with local community groups — a little goes a
long way and builds trust

take healthcare delivery out of the practice

)
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HEAL-D



Case study

Dr Sharon Raymond






Social risk stratification

Grace Neal



South West London ICS

Patient and community engagement
domain

Grace Neal



The Argument for Why

* A sample of 40 cases were categorised, using a bespoke tool, by senior

practice clinicians in order to understand the characteristics and themes
of demand.

* The 40 cases were all patients with Type 2 diabetes (PWD). Selected at
random from three groups (of escalating HBA1c).

* 1/3 HBA1c >=75 (working high to low ),
 1/3 <75 >59 and
e 1/3 <=58.

* This provided a ‘sample’ of patients with varying degrees of clinical
complexity with regards to their diabetes.



Resource Committed

People with Type 2 Diabetes:

. But 10% of those Account for 16% of Rising to 30% + for
Make up 7% of your who actually consults — all types those over 70
list..... come in years old

Your top 20% of T2 DM Pts account for 47% of all your appts with T2 DM Pts...



Demand Increase

For just over half of the cohort, the workload of the
practice was judged to increase in the future.

For >20% of those patients, the workload increase
would be substantial as patients were judged to be
approaching ‘cliff edge’ episodes.

0%

0%

In your opinion, are demands likely to increase?

20%

NO

40%

60%

YES

80%

54%

100%

In your opinion, is this person approaching a
rapid increase in demands (e.g. a cliff edge)

20%

NO

40%

60%

80%

22%
YES

100%



Is diabetes the most prominent conditions (the
condition driving the person's health)

Most Prominent Condition..

For 80% of patients, T2 DM was the condition
that is most prominently driving the person’s
health.

% 20% 40% 60% 80% 100%
Of those 20% that were not listed as T2 DM as the primary
condition, the other primary conditions listed were Cancer,
Asthma, Cardiovascular (in hypertension), Dementia, MSK, MH
d nd Other Breakdown of non T2 Diabetes primary conditions

Asthma, 1 Dementia, 1

Cardiovascular (inc
Hypertension), 1 Other, 1
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Response Required to Fundamentally help...

For just under 50% of the cohort, the ‘answer’ does not lie in a
greater or further clinical response to helping someone.

The type of response required to fundamentally help this person:

BIO-MEDICAL (a largely process
driven bio-medical response.

Such as a test in secondary care,

an onward referral to clinical
specialist or medical
assessment) , 53%

0% 10% 20% 30%

RELATIONAL (a response that
may include the bio-medical,

but it is largely reliant on factors
outside the bio-medical. Such as
the person's life style, social
circumstances and
environment), 48%

40% 50% 60% 70% 80% 90%

48%

100%

The needs centre
around the person’s
life, social context
and environment.



37% of the
cohort were
categorised as
being under
contextual (life)
pressure.

This is likely to lessen the
effectiveness of certain
interventions e.g. those
based on an educational
model (professional to pt
advice or taught) or
unsupported self-
management.

Life Context (5table if not known)

33%

Under Pressure

Social & environmental
stressors: Precarious
employment or
Unemployment, money,
housing, work pressures,
carer duties, loneliness,
relationship pressures

UMNDER PRESSURE (social and environmental stressors e.g.
with housing, unemployment [ precarious employment,
work pressures (impacted by diabetes status), money,
relationships, carer duties and loneliness), 33%
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Demand is more
likely to increase,
across all levels
of DM medical
complexity, when
social complexity
Increases

Is demand likey to increase from these patients?

HIGH (Insulin and / or 3 agents) / STABLE (coping, stable life context but can still have a health condition.

Default to thisis not sure)

HIGH (Insulin and / or 3 agents) / UNDER PRESSURE (social and environmental stressors e.g. with housing,
unemployment / precarious employment, work pressures (impacted by diabetes status), money, relationships,
carer duties and loneliness)

LOW (Diet and / or Metformin) / STABLE (coping, stable life context but can still have a health condition.
Default to thisis not sure)

LOW (Diet and / or Metformin) / UNDER PRESSURE (social and environmental stressors e.g. with housing,
unemployment / precarious employment, work pressures (impacted by diabetes status), money, relations hips,
carer duties and loneliness)

MEDIUM (1 or 2 agents) /STABLE (coping, stable life context but can still have a health condition. Default to
this is not sure)

MEDIUM (1 or 2 agents) / TURBULENT (e.g. severe mental health issues, severe social stressors, crisis, multiple
frequent intensive service use - health, social services, justice, police)

MEDIUM (1 or 2 agents) / UNDER PRESSURE (social and environmental stressors e.g. with housing,
unemployment / precarious employment, work pressures (impacted by diabetes status), money, relations hips,
carer duties and loneliness)

Demand Increase No Demand Increase Yes

Diabetes medical complexity:

Low: Diet & / or Metformin / Med: 1 or 2 agents / High: Insulin & / or 3 agents

0%

10%

20%

30%

40%

50%
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70%

80%

90%

100%



DM complexity / context
segmentation:

Which segments does
our current model suit?

DM medical complexity increases (as a proportion of
column) as social complexity increases to the right.

Context

Complexity

The relationship
between context and
complexity
Cressbrook Ltd 2021

STABLE

UNDER PRESSURE

TURBULENT
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context but can still have
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(Social and environmental
stressors eg. with
housing, unemployment /
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work pressures (impacted
by diabetes status),
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Summary

Demand will increase:
* Just over 50% are likely increase in demands on the practice in the next 6 months....
e 20% are likely increase in a ‘cliff edge’ fashion

For 80% of T2 DM pts, T2 DM is the primary condition driving the person’s health.

For nearly 50%, the fundamental response required to help someone is Relational in nature — e.g. it may
include the biomedical but is largely reliant on factors outside the biomedical such as the person’s lifestyle,

social context and environment.
37% patients are under life contextual pressure.
Life context pressure seems to drive increase in demands — rather than just clinical complexity.

Segmentation of the sample cohort helps us understand the different types of improvements to be
considered against the different types of need.



Case study

Nick Downham



Today:

1. Summarise and position

2. Making sure what we are currently doing is not creating
dependence...

3. Helping communities stay well and support itself in
wellbeing



“The future of health and care is
In living well, not treating
disease accelerated by poor
social norms (poverty,
iInvestment in education...).”

Marmot, M., Allen, J., Boyce,T., Goldblatt, P., Morrison, J.
(2020) Health Equity in England: The Marmot Review 10
years on. London: Institute of Health Equity.

Courtesy of Malby B.


https://www.health.org.uk/sites/default/files/upload/publications/2020/Health%20Equity%20in%20England_The%20Marmot%20Review%2010%20Years%20On_full%20report.pdf
https://www.health.org.uk/sites/default/files/upload/publications/2020/Health%20Equity%20in%20England_The%20Marmot%20Review%2010%20Years%20On_full%20report.pdf
https://www.health.org.uk/sites/default/files/upload/publications/2020/Health%20Equity%20in%20England_The%20Marmot%20Review%2010%20Years%20On_full%20report.pdf

Who controls outcomes?
Can we, should we, influence the green part?

Source: SWL Diabetes 3TT
Treatment Ql Guide, N Downham,
Grace Neal



Social Prescribing:
What it is and what it isn't

Itis: Independence creating Itisn't: Dependence creating

Local knowledge A service

Increasing connections so people have good
friends and people to call on and gift too

A conversation where you listen to people's needs Apad Make S ure Wh a t yo u

A commitment to meet need not shift the burden

What you already do

or pass the buck. ‘Zero tolerance for flailing around’ A database .
(e Arcgor already do Is not
Open access (not just GP referral but self referral) A referrall .
Seap noniodae o e e comny dependence making...
the things going on and how to connect them An asset map
too that

A community builder that has a home base

L . ignposting to overburdened services with no
(organisation) that facilitates local volunteers to Signposting

connect people with needs and their community et
A long term relationship A short term post
A way of addressing inequality Provision for those that generate the most demand
Part of a new way of delivering alll An addition to the traditional model
of primary care of general practice

Source: Asset Based Health Enquiry: HSIL
LSBU



Who Came?
60 local people

3 GPs, Practice Manager,
Receptionist

Courtesy of Malby B.



« Family and Friends
« Hobbies

« Managing finances
« Learning

« Exercise

« Eating Well

* Positive Attitude

Courtesy of Malby B.



How to do this work

WE KNEW that the most important thing is to start, to get
going. From there, the road takes surprising turns as the
system reacts to what is happening and everyone gets

involved. This is a good thing as it brings new ideas, new
people, and new solutions.

Courtesy of Malby B.



1) Be humble. Ask for help in keeping people well. (as opposed to giving them
a solution)

2) Strategic priority — this is the work (not extra). Thrash this out.

3) Plan long term (in multiple years). As not following through with
commitments is damaging.

4) You cannot ‘outsource’ this work to junior staff. Consider the social capital
you have in a community by being a GP.

5) It is surprising who you do have connections with

6) Be conscious of what you are trying to achieve - do for (dependence
making), re nudge and connecting (independence making)

7) Let the community solve problems (they are very effective and
knowledgeable re community groups).

8) Be careful with the implicit hierarchy and power in the room.



Horizon scan

Kristina Leonnet



Healum Software and App

Personalised self-management

support for patients with diabetes
and at risk of CVD

hun



What is Healum?

A mobile app that supports and empowers patients living with or at risk of
multiple long term conditions, by helping them to:

1. identify their health risks with high-low risk rated test results
(automatically pulled from care record)

2. self-manage and improve those outcomes in a sustainable way using:
a. an educational resource library (including other language and easy
read options)

b. personalised and realistic goal setting, including setting medication
reminders

c. self-monitoring and progress tracking of health outcomes and
healthy habits.



Healum software and app overview
Personalised self-care support to empower patients identified at risk of
CVD to proactively manage their health

DIO2D202)
LKL

[ PCN Patient Management Software ] [ Self-Management App for Patients ]




The main things the product will help HCPs to do
What has it been desighed to enable multidisciplinary teams of
healthcare professionals in primary care to do?

Recommend multilingual educational health content to patients, including articles and trusted local services

Provide patients with app access to view test results, educational content and self management tools

Quickly create care plans that can be shared to patients with access to the Healum Self-Management App

Gain insights into patient action and health progress through remote monitoring, such as blood pressure

Set up automated reminders and notifications of new relevant information to keep patients engaged with their

health



RCT Results for Type 2 Diabetes

Control

group
(usual care)

Active
treatment
group (app

+ usual

care)

S

Age

participants

participants

average age

average age

average
change in
HbA1c

average
change in
HbA1c

of

participants
reduced
HbA1c

of

participants
reduced
HbA1lc

average
change in
BMI

average
change in
BMI

of
participants
reduced
BMI

of
participants
reduced
BMI



Joy

hun



Social Prescribing Software

Joy enables health and social care professionals to link clients to local
services and demonstrate outcomes

p * Richmond and Wandsworth have extended use of Joy
* Croydon, Kingston, & Sutton are piloting for 12 months
* (Merton currently use Elemental)

hu



Social Prescribing Software

hu



Social Prescribing Software

hu



Social Prescribing Software

hu



Social Prescribing Software

hu



Social Prescribing Software

hu



Simply Connect London

hun



Local activities / resources directory

hu



Simply Connect London

Link workers can
Register to access the secure referral port
Refer patients directly to community services

Be kept up to date of outcomes of referals

Simply Connect London - connecting you to your local community

h

v


https://london.simplyconnect.uk/

Questions?

hun
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Session evaluation
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Next steps and close e e

* The slides and recording of the session will be
uploaded onto our website
Diabetes Ql Programme - Health Innovation Network

* Please allow a few days for the slides and recording to
be formatted and uploaded

e Next domain session How to transition to multi-
morbidities will held in Q4 in 2024. More information

will be sent closer to the time.

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

50


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

