Welcome back!
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Agenda for the afternoon

1.
2.
3.
-
5.
6.
/.

PDSA cycles — Trying it in action
Stakeholder mapping

Planning your project

Break (approx. 2.15 - 2.30)
Measuring and tracking your project
Sharing your projects

What'’s next and close




PDSA Cycles

hin



PDSA Cycles

®* Plan A proven QI framework and method for testing

Do
* Study

changes and improving processes in a structured,
iterative way

* A continuous loop of planning, testing, reviewing

O
Act and improving which allows for small-scale testing
before committing to large-scale changes

PLAN DO * Flexible and adaptable, helping teams learn from
data and experiences, making it easier to
implement improvements step by step

ACT || STUDY

* Let’s try out a PDSA cycle now! hm



PDSA

®* First please get into new groups of ~8 people - with
as many new people as possible

® Introduce yourselves quickly and produce a group
name

®* Write your group name on 1 coloured piece of paper

hun



PDSA

® You have 3 minutes as a group to plan and build
ONE paper airplane using the coloured paper —
the object is for it to fly as far as possible in @
straight line (no papercuts please...)

hun



PDSA

*Flying time (round 1)!
®* One person come forward from each group
D to fly their paper airplane

®*Everyone in the group to record how far the
plane flew (score 1 — 5)

hun



PDSA

* As a group reflect/note —

What worked well?
What didn't?
How can you improve/chcmge your paper airplane?

® Refine your paper airplane or build a new one — the
aim is for it to fly further

® You have 4 minutes in totall

hun



PDSA

®Flying time (round 2)!

®* One person come forward from each group

D to fly the plane

®*Have everyone in the group record how
far the plane flew (score 1 — 5)

hun



PDSA

* As a group reflect/note —

What worked well?
What didn't?
How can you improve your plane?

® Refine your paper airplane or build a new one —
again, the aim is for it to fly further

®* You have 4 minutes in total - This is your last
round!

hun



PDSA

*Flying time (round 3 /final round)!

®* One person come forward from each group
to fly the plane

®*Have everyone in the group record how
far the plane flew (score 1 — 5)

hun



PDSA summary

® Plan — Planned what you were going to do

* Do — Built / refined and flew the plane,
Collected data / observations

* Study — Looked at the data and how it
compared to previous flights / Compared result
to prediction / Googled improvements

®* Act — Decided what changes were needed to
improve



@fh\\/m

Plan - To invite patients to take a BP reading at home, or use the new BP
monitor you've placed in the waiting room

Do - Invite 20 patients to take a reading at home and submit it via text,
or come in for a reading

Study - Record how many submit readings and how; Observe no one
submitted via text - find out why (discover link didn't work)

Act - Refine text message; Fix texting/link issue

Repeat PDSA process
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Stakeholder Mapping

(be sure you are back with your
project table)

Jessica Gwynn

Project Manager
Health Innovation Network South London

hun



Health
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Metwaork
South London

HIN South London - 2025 Cardiometabolic Fellowship
Project Form

Speeding up the bestin
health and care, together

ldentifying

Problem statement

What ara you trying to address

our issue

have a_large number of patients aged 18 and over with GP recarded hypertension who have
had 2 blood pressure reading within the preceding 12 months

Target group

Who is your specific population for this project (s.g. from UCLP searchas)

People over 18 on the hypertension register who have not had a blood pressure reading within
the preceding 12 months

Baseline data

Understanding

What will you be using to measure your project § what your starting data is

our issue

2 500 people on our hypertension register who have not had a blood pressure reading
the preceding 12 months

SMART aim

Specific, meazurable, achisvable, rezlistic, timahy

Your name PCN
Practice Borough Progress of the Preject
Time peried Metric: Reflections and actions
Month 1 1
Clinical area Month 2 Measurlng and
Haart failure, hypertension, cholesteral, CKD, Diabetes MWonth 3
Hypertension Month 4

adjusting your
Final solution

Lsarnings from the project - Challanges / barriers faced
‘What was difficult and how did you try to overcome this?

1 ings from the project - Successes
What workad weall and why?

A Evaluation and

To reduce the number of patients on the hypertension register w/o a blood pressure reading in
the last 12 months at Springland practice by 10% (50 patients) by Movember 2025

£
9
=
E keholder mapping think about whe else nesds to ba invelved in your prej
- Why How Whan
Developing
T

our solution

s the best way to deliver the change? What will you do to deliver this project? When will you do thasa?

reflection

Summary of the results
what happened bacause of the projact - both the data and other changes

How will tha change be sustained

Patient or stakeholder story or feedback
Pleasa share a story of the impact on patients, and ¢ or share any feedback you received from patients or stakeholdars




Stakeholder Mapping ForYour Project —The Who

Helps to improve project delivery, gather insights, gain buy in, and manage expectations

Who is involved already?
Who else do you need to involve?
Who is or will be impacted?

Who could be influential?

Who do you need to inform?

Who else can help you?

® Practically?
® With information?
® Influencing others?

° 2 .
Support? hm




Why should you involve patients in your work?

Implement

Test it out and
changes/

problems and / design work to then study /
needs are address these needs) evaluate

Know what the Respond (co-develop

»

spread &
scale work

Guiding principles set out in:

UK standards for public involvement in research

NHS England guidance on patient and public participation in commissioning health and care.



https://www.rds-wm.nihr.ac.uk/uk-standards-for-public-involvement#:~:text=The%20Six%20UK%20Standards%201%20Inclusive%20Opportunities.%20Offer,4%20Communications%205%20Impact.%20...%206%20Governance.%20
https://www.england.nhs.uk/publication/patient-and-public-participation-in-commissioning-health-and-care-statutory-guidance-for-ccgs-and-nhs-england/

What is PPIE (Patient and Public Involvement and Engagement)?

Inform

Sharing information
about proposed changes
so people understand
what they mean.

Co-production Consult

An equal partnership Sta rt Asking for people’s
where people with lived with opinions on one or
and learnt experience more ideas or options
work together from People

start to finish %

o °

A &
08080
Co-design
Designing with people and

Incorporating their ideas
into the final approach

Engage

Listening to people to
understand issues and
discuss ideas for change

Diagram from: https://www.england.nhs.uk /publication /working-in-partnership-with-people-and-communities-statutory-guidance /

h
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https://www.england.nhs.uk/publication/working-in-partnership-with-people-and-communities-statutory-guidance/

Patient Engagement for your project — think about...

®* What value could engaging
patients bring to the project?

* What might be different if NOBODY HAS ALL THe ANSWeRs
patients were involved? THATS WHY We HAVE €ACH OTHeR.

®* How could you engage patients in
your project?

®* Do you have any concerns about
engagement?

®* Who could help you?




Stakeholder Mapping ForYour Project

* Asyou map stakeholders think about if there is
anyone you may struggle to engage.

What might be their worries?

Other priorities?

What are their wants [ needs?

What would success look like to them?
What matters to them?

How do you feel about them?

Who influences them?

What do you have in common?

Can you help them? (reciprocity)

Photos - Claudio Caridi

hun
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Stakeholder mapping think about who else needs to be involved in your project




Planning Your Project

Lewis Manning

Senior Programme Manager
Health Innovation Network South London

hin



h' Health HIN South London - 2025 Cardiometabolic Fellowship

Speeding up the bestin
u Eﬁrﬁ?ﬂ: Project Form health and care, together

Your name PCN
Practice Borough Progress of the Project
Time pariod Matric: Reflections and actions .
: Moreh Measuring and
Clinical araa Month 2

Heart failure, hypertension, cholestercl, CKD:, Diabetes

s adjusting your
solution
Problem statement

. What ara you trying to address Final
O u r | SS u e have z large number of patients aged 18 and over with GP recorded hypertension who have
Bt had a blood pressure reading within the preceding 12 manths

ldentifying

Learnings from the project - Challenges / barriers faced
‘What was difficult and how did vou try to overcome this?

Target group
Who is your specific population for this project (e.g. from UCLP ssarchas)
Feople over 18 an the hypertension register who have not had a blood pressure reading within
the precading 12 months

Understanding

Baseline data

. What will you be using to measure your project ¢ what your starting data is L i g8 frem the project - Successes .
our Issue 2 500 people on our hypertension register who have not had a blood pressure reading Sl el i Eva | uatlon and
he preceding 12 months

reflection

SMART aim

Spacific, measurable, achisvable, realistic, timaky

To reduce the number of patients on the hypertension register w/o a blood pressure reading in
the last 12 months at Springland. practice by 10% (30 patients) by Movember 2025

Summary of the results
= ‘What happened bacausa of the project - bath the data and other changes
[*]
-
whed
E Stakeholder mapping think abeut whe else needs to ba invelved in your project
[= Whe Why Heow When H 2 =
Q Clinical Director Oversees work Meeting Mext week will the change be d
E All staff Will need buy infhelp | Practice meeting Meaxt month
@

Patient Adv Group | Patient insights Extra meeting called, Mext week
plus emailsfcalls

Developing
our solution

Patient or stakeholder stery or feadback
Please share a story of the impact on patients, and ¢ or share any fesdback you received from patients or stakeholders

Plan

What is the best way to daliver tha change? What will you do to deliver this project? When will you do thesa?




Planning your project

By this point you have already...

|dentified what the problem is using data and other evidence (i.e. staff and patient feedback)
Gathered baseline data (i.e. from searches)

|dentified your target area / group for the project

Set a SMART aim

Looked at what is already happening, if anything

|dentified where changes could be made

Identified who the stakeholders are, including thinking through who in your practice needs to
be involved, who can help you, and who needs to be informed

Yoy s wNH

You may have used root cause analysis, processes maps and / or user journeys to understand your
problem in more detail

Now it is time to plan your project!




Example project plan

Your plan going forward might look like...

1. Text or call patients in target groups for an up-to-date BP reading, i.e. via test at
home, come in to use the machine in the waiting room, or make appt/invite them
in —10 per PDSA cycle (Admin team, July 2025)

2. Update records and coding for patients with up-to-date test results (???, July to

Aug 2025)

Where needed invite patients in for review — (Admin & Clinicians, Aug to Sept 2025)

4. Compare progress to aim - look at what is working well and what could be further
improved. (whole team, monthly)

5. Rerunthe cycle with next 10 patients making changes if needed i.e. change the
text language, call instead of texting, call at a new time of day, suggest Community
Pharmacy option etc. (PDSA cycle). .

6. Repeat hwn

W




Example Gantt

Task / Activity

Text/call 10 patients for
updated BP readings
(home/test in waiting
room/appointment)

Update records and
coding for patients with
results

Invite patients in for
review (where needed)

Compare progress to aim
(evaluate what's working
well)

Team

Admin Team

?7?7? (e.g., Admin/IT?)

Admin & Clinicians

Whole Team

Jul Aug Sept

Ongoing

Monthly

h

wn
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What is the best way to deliver the change? What will you do to deliver this project? When will you do these?
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Break time / Brownie time!




Measuring and tracking your
project

Nathan Beencke

Project Manager
Health Innovation Network South London
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. Health HIN South London - 2025 Cardiometabolic Fellowship : :
Innovation Speeding up the bestin
u Ede::tucdr_k Project Form health and care, together
| 3out Cinoon
Your name PCN =
Practice Borough Prograess of tha Project [+]
Metric: Reflactions and actions
Clinical area

Month 2
Manth 3
Month 4

Haart failure, hypertension, cholastercl, CKD. Diabetes

Measu - ing and
adjust.ng your

Hypertensicn

1 1 Problem statement 1
|dent|fylng What ara you trying to address SO|Utlon
. ave a largs number of patients aged 18 and over with GP recorded hypertension who have
our iIssue ad a blood pressure reading within the preceding 12 months S
Learnings frem the project - Challenges / barriers faced
What was difficult and how did you try to overcome this?
Target group

Who is your specific population for this project (e.g. from UCLP searchas)
FPeople over 18 on the hyperension register who have not had a blood pressure reading within
the preceding 12 months

1 Basseline data g : 1
UnderStand I ng What will you be using to measure your project / what your starting data is h-whmthlplqlﬂ'hmllﬂ Evaluatlon and
0 b 500 people on our hypertension register who have not had a blood pressure reading What workad wall and why? .
OUr issue  SestewsinieG reflection
SMART aim

Specific, measurable, achisvable, realistic, timakhy

To reduce the number of patients on the hypertension register wio a blood pressure reading in

the last 12 months at 3ppnglagd, practice by 10% (30 patients) by Movernber 2025

Summary of the results
c what happened becausa of tha project - both the data and other changes
[+]
-
wfel
E Stakeholder mapping think about who else nesds to be involved in your project
(= Who Why Howr When H = =
@ Clinical Director Owersees work Meeting Mext week el L -
E All staff Will need buy in/help [ Practice meeting Mext month
[\T] Patient Adv Group Patient insights Extra meeting called, Mext week
r— plus emails/calls
Developing

our so | u_ti on e Patient or stakehelder stery or fesdback

Please share a story of tha impact on patients, and ¢ or share any fesdback you received from patiants or stakeholdars

What is the best way to deliver tha change? What will you do to deliver this project® Whan will you do thesa?

1. Test of call patients in target groups for an up-to-date BP reading i.e. test at home, come in to use the
machine in the waiting room, or make an appt for them. 10 per PDSA cpdle (admin team, May-July

2025). °
2. Update records and coding for patients with up-to-date test results (2, July 2025}

3. Where needed, invite patients in for review [clinician, June-August 2024)

4. Compare pragress to aim, look atwhat is working well and what could be further improved (whale

team, monthly) <
5. Rerun the cycle with next 10 patients i.e. call instead of text, call different tme of day, (PDSA cycle)




Why measure

All improvement will require change, but not all change will result in improvement

Assess if there has been an improvement

PDSA — study the impact of the change

* Decide what works and what doesn't

|I|l|l|l '“I"""'I”' LTI Hll i m‘m'

a 7

Demonstrate a change has occurred

Share the success



Process Measures

Outcome Measures

Reflect the way the system
and processes work to deliver
the outcome

* The number of patients reviewed

* The number of appointments

* Number of patients contacted

Reflect the impact and demonstrate
the result of the improvement work

* The number of patients reaching
blood pressure control

* Number of new AF cases identified

* 0% improvement in 8 care process
achievement

hu




Process Measures Outcome Measures

Qutcome
metrics

Process

metrics }

N

You can only influence
Process metrics directly

You can not influence
Outcome metrics directly
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Balancing measures or counter measures

Metrics you can track to ensure an
improvement in one area isn’t negatively
impacting another area

* |s focusing on the highest QRisk patients
negatively impacting the middle risk
patients?

® s increasing home blood pressure
measurements reducing a group of patients
checking their blood sugar level?




Table activity - deciding your measures

®* In your groups, brainstorm possible process and outcome
measures that could be relevant to your project

Discuss which are realistic to measure as part of the project
and how you would track them

® Decide on which outcome measure would best determine how
successful your project had been

hu




Barriers to measurement

Time consuming

Can be difficult when completed
retrospectively

Association vs causation

Confounding




Collecting data

Things to consider:
- Existing targets
p - How you collect the information

- How you will track performance




Qualitative feedback

* Gives a patient voice to your project

* Useful in addition to quantitative
information to tell a story

®* You may use;
Surveys
Interviews

Feedback requests

Patient or stakeholder story or feedback

Please share a story of the impact on patients, and £ or share any feedback you received from patients or stakeholders

h
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Tracking your project

®* Spend some time setting up a system
®* Easiest to do as you go

* Different for every project

No. TeExXT yx€é ek No. TexT Uvh AL
L |8 | v |V \ |21 |ace| !L |
. gy [v | e jmEgl VIV
aiigilnl f [/ 8 | s
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14 o\ E | 49 | et v
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16 ’17-5’!!0 v } o ‘ q ‘-:‘ﬂn v v
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Tracking a project — spreadsheet option

Patient ID Date contacted Contact notes uACR Coding
663 298 5580

774271 2628
203 992 9304
449 390 6235
436 153 4462
976 610 7327
967 454 7207
425 021 8449
073 890 7928
389 789 4718
J. Gorski
K. Paulsen
T. Baptiste
H. Lee
D. Gray
B. Leigh

O NGO UV B WN=
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(=]

[y
=
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Tracking a project — spreadsheet option

#

Patient ID
663 298 5580

20/03/2024

Date contacted Contact notes

Text message

eGFR

uACR

Coding

Notes

774 271 2628

20/03/2024

text message, follow-up call

203 992 9304

20/03/2024

Text message

449 390 6235

20/03/2024

Text message

436 153 4462

20/03/2024

text message, follow-up call

976 610 7327

20/03/2024

Text message

967 454 7207

425 021 8449

O NGO UV H WNE

073 890 7928

[y
o

3897894718

[N
[y

J. Gorski

[y
N

K. Paulsen
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w

T. Baptiste
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Y

H. Lee
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D. Gray
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(<))
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Tracking a project — spreadsheet option

#  PatientID Date contacted Contact notes eGFR uACR Coding Notes
1/663 298 5580 20/03/2024|Text message 45|pending
2(774 271 2628 20/03/2024(text message, follow-up call 60|complete
3/203 992 9304 20/03/2024|Text message 25/complete
4449 390 6235 20/03/2024({Text message 23|complete
5/436 153 4462 20/03/2024|text message, follow-up call 50jcomplete
6/976 610 7327 20/03/2024|Text message 70/complete
7/967 454 7207 13/04/2024{Text message
8/425 021 8449 13/04/2024[text message, follow-up call
9/073 890 7928 13/04/2024{Text message

10389 789 4718 13/04/2024[text message, follow-up call
11| J. Gorski 13/04/2024(Text message

12| K. Paulsen 13/04/2024[text message, follow-up call
13| T. Baptiste

14 H. Lee

15| D. Gray

16| B. Leigh

h

v




Tracking a project — spreadsheet option

#  PatientID Date contacted Contact notes eGFR uACR Coding Notes
1/663 298 5580 20/03/2024|Text message 45|pending old
2(774 271 2628 20/03/2024(text message, follow-up call 60|complete updated
3| 203 992 9304 20/03/2024|Text message 25/complete updated
4(449 390 6235 20/03/2024(|Text message 23|complete updated
5(436 153 4462 20/03/2024(text message, follow-up call 50/complete updated
6/976 610 7327 20/03/2024|Text message 70/complete updated
7/967 454 7207 13/04/2024{Text message 40[complete
8/425 021 8449 13/04/2024[text message, follow-up call 45|complete
9073 890 7928 13/04/2024{Text message 60jcomplete

10/389 789 4718 13/04/2024{text message, follow-up call [awaiting pending
11| J. Gorski 13/04/2024{Text message 25|complete
12| K. Paulsen 13/04/2024{text message, follow-up call [awaiting pending
13| T. Baptiste 20/04/2024|Text message

14 H. Lee 20/04/2024|Text message

15 D. Gray 20/04/2024|Text message

16| B. Leigh 20/04/2024(text message, follow-up call

h
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Tracking a project — spreadsheet option

# PatientID Date contacted Contact notes eGFR uACR Coding Notes
1/663 298 5580 20/03/2024(Text message 45|pending old
2774 271 2628 20/03/2024text message, follow-up call 60/complete updated
3203 992 9304 20/03/2024[Text message 25/complete updated Referred to secondary care
4449 390 6235 20/03/2024[Text message 23|complete updated Referred to secondary care
5/436 153 4462 20/03/2024(text message, follow-up call 50/complete updated
6/976 610 7327 20/03/2024(Text message 70/complete updated Given lifestyle advice
7|967 454 7207 13/04/2024(Text message 40|complete updated
8425 021 8449 13/04/2024(text message, follow-up call 45|(complete updated
9/073 890 7928 13/04/2024(Text message 60|complete updated
text message x2, follow-up
10/389 789 4718 13/04/2024|call awaiting pending none May have moved
11| J. Gorski 13/04/2024(Text message 25|complete updated
text message x 3, follow-up
12| K. Paulsen 13/04/2024|call awaiting pending none
13| T. Baptiste 20/04/2024[Text message 23|complete updated
14 H. Lee 20/04/2024(Text message 50|complete updated
15| D. Gray 20/04/2024(Text message 38|pending none
16| B. Leigh 20/04/2024text message, follow-up call |awaiting pending none In hospital

h
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Home BP readings submitted

Simple Run Chart

35

30 ==
.-——
®* The constant will be on the X axis — 25
usually time 20
®* The Y axis is your variable — usually 15
the count o —
5
0
September October November December January February

=== BP measurements submitted

R i
messages sent submitted

September 0 10
October 15 12
November 15 12
December 40 28

January 30 28 1
February 30 30 hm



Home BP readings submitted

Simple Run Chart

45
40
35
30
25
20
15
10

® The constant will be on the X axis —
usually time

®* The Y axis is your variable — usually
the count

September October November December January February

=@== Number of text messages sent ==f==BP measurements submitted

R i
messages sent submitted

September 0 10
October 15 12
November 15 12
December 40 28

January 30 28 1
February 30 30 hm




Simple Run Chart Hypertension Project

®* Process measures shown as a bar graph

* Outcome measure displayed as a line graph

Number of patients
D o= N W R~ 00D

1 2 3 4 5 3]
Time (months)

s Appointments e Controlled BP

m Appointments Controlled BP

1 0 0
2 1 0
3 4 1
4 3 3
S 3 3
6 / S h.ln



Table activity - creating a run chart

®* In your groups use the results of your paper plane PDSA game to create
a run chart

®* Did your iterations improve or worsen the flight of the paper plane?

<4

hu




Example

10

Distance
N

—0—Distance

-0-Accuracy (1 - 5)

Paper Plane PDSA

3 4

Paper plane iterations

Accuracy (0-5)
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Take-away messages

®* Process measures are what you control

®* Outcome measures are what you are aiming to
change

® Setting up a system will make your life easier
®* The more information you provide, the more we are
able to showcase your good work
Results with data can form graphs
Patient feedback is powerful
* 'Learnings' are your insights that will help others

who want to do the same work — these are best
captured as you go

Aim

By the end of February 2024 we will have a 75% reduction in the number of the patients who have not had a recorded follow-up
eGFR test within 12 months of an initial eGFR result of <é0.

Problem statement

Prevalence of CKD within The Nelson Medical
Practice is lower than the national average,
indicating that there may be issues regarding
diagnosis or coding.

Under diagnosis as well as incorrect coding can
lead to lack of management of the disease -
which puts the patient at higher risk of resulting
sequelae, including cardiovascular disease.

77 patients were identified as having an eGFR
<40 within the last year with no repeat eGFR.
These patients require a second test to be
coded as CKD and receive

Summary of results

Baseline data

The above target group was searched using
Ardens searches and on the 19th of October
identified 77 patients - the baseline data.

To measure this project, | will monitor the
number of patients in the target group
identified above and | will also measure the
number of patients from that group who are
contacted.

Plan

Manual review of notes for each batch of
patients about to be texted.

Texts to small number of patients at a time (for
those with mobiles) with the ability for them to
reply to text with any questions.

Groups from list to be contacted weekly until
all have been contacted oncel

Of the 77 patients identified, 54 were contacted via text message or by phone. 35 were found to have CKD and were coded appropriately, and 25 were

found to not have CKD.

The data has enabled corract coding which means best management of their condition. Clinicians are already offering statins plus other suitable medication
to those coded with CKD - there is rising awareness within NHS about haw management of CKD can reduce CVD risk. Clinicians have acknowledged
usefulness of laminated poster re CKD in their rooms and highlighted my role in our January MDT clinical meeting.

Mext time | will use a ‘real time’ excel spread sheet to log results as this will be much less time consuming than the handwritten charts | had to produce!

Learnings

Wording of the original text message
appeared personal

Enabling patients to text back was
helpful and they were more likely to
complete the tests

Ceased renal damaging medications for
patients found to have CKD

Patients becoming aware of importance
of healthy kidneys and the role this plays
in reducing risk of CVD

For those without mobile phones (all age
groups) - finding time to phone them
takes longer. It can lead to conversations
about many other health aspects.

Time to do the project, | needed a
minimum of an hour a week to go
thraugh the list/send texts/check results
which was not always available
depending on timetabling.

Patient or
stakeholder
feedback

J withouwt CED

A patient in her 40s. who
rarely drinks any fluids had
an isolated GFR of 48 hence
needing repeat. Recognition
from her was that she needs
to maintain good fluid
balance to protect renal
function. Her GFR is now >

Fatients with CKD

60, a work in progress. This
has made a huge difference
to behaviours/medications)

Patients contacted graphed against new coding

=
an S
-

Patients contacte

Sustaining the change

It s fairly straightforward to run a two- or three-monthly

search for patients who need a repeat blood test and urine
sample to check for CKD. Text messages this time around
got a 70% success rate and | would like to continue this
project as it is beneficial to patients.




Sharing Your Projects

Perrii Kanu-Foncette

Project Support Assistant
Health Innovation Network South London
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Table Activity - Sharing your projects

®* Nominate someone to talk through your project
® Join up with another other table
® Share your project — you have 5 minutes

®* Other group you have 3 minutes to -
ask questions

share thoughts on what you think is fabulous about the project
note any challenges you foresee

* Swap over
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What’s nexte
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Improvement Collaborative Sessions

e,

1:1 session with HIN facilitator

Improvement Collaborative Session One

Improvement Collaborative Session Two

Improvement collaborative Session Three

Improvement collaborative Session Four

Improvement collaborative Session Five

May (please sign-up if you haven't already)

Wednesday 4th June
12.30 - 1.30pm

Wednesday 16th July
12.30 - 1.30pm

Wednesday 13th August
12.30 - 1.30pm

Wednesday 17th September
12.30 - 1.30pm

Wednesday 15th October
12.30 - 1.30pm
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Clinical webinars

Clinical Webinars
Chronic Kidney Disease and CVD Webinar

Dr Kathryn Griffiths

Tues 29" 12.30pm - 1.30pm
April

Heart Failure

Dr Susan Piper

Tues 15" May 12.15pm - 1.15pm

Lipid Management and Familial
Hypercholesterolemia Webinar

Prof Tony Wierzbicki

Tues 27" May 12.30pm - 1.30pm

Dr Neel Basudev

Hypertension Webinar Tues 10" 12.30 - 1.30pm

Dr Kevin O'Gallagher June

Diabetes Webinar Tues 24" 12.00pm - 1.00pm
June

Atrial Fibrillation Webinar
Dr John Whitaker

Tues 8" July  13:15pm - 14.15pm

Weight Management Webinar
Dr Mimi Chen

Mon 14" July 12.30 - 1.30pm




Feedback time!
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