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Background: North West Lond@ra complex landscape — wewwesioner

A 4 acute providers (3 on multiple sites)
A 5 community providers
Aoy A 1 tertiary

Now worklng across aII 8

H|II|ngd0r]7 Ealing k\

Initial work across 5 CCGs (CWHHE)



Background: NWL data ot e oo

148000patients In NWL with diabetes
41%of all NWL admissions
@ 63%0f bed days (36% have a coded complication)

)

ﬂ ) 377additional beds by 2028 a medium size hospital




Hospital admissions for diabetes patients ~ notwestionsen

@ 6 623adm|55|ons U,V Vadmissionswithangina
O
O

#L 1,606admissions withastoke
€L 10, /4 Saamissions with acute kidney injury
(# 1 9,405 admissions with foot compiications |
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Future state modelling North st Lonon

Predicted Diabetes Prevalence
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Mission Statement

Our mission is:

A to create a patiententred seamless diabetes service in which
patients are seen by the right person at the right time in the right
place.

A to achieve better patient experience, better outcomes, better value
and better staff satisfaction.

AdG2 RNAOGS Ayy20F A2y T dzaAy3d |- GRA:
care through information and education and to support new ways of
communicating with patients.

A to maximise support for lifestyle change, prevention of type 2
diabetes and achievement of type 2 diabetes remission.
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Ag Networksand MDTs
il Dashboards

f CIEE
=2 Clinical system optimisation
‘=] Clinical guidelines




Pathway(faceto-face and digital) /website /|
contact centre / Behaviour change appgoptions of

Clinical transformation / staff education (PITSTOP /
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Learning and insights
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MEASURE IMPROVEME

DEVELOP DIGITAL CAPABILIT
WRITE THE BUSINESS CASE

BUILD THE TEAM

ENGAGE STAKEHOLDERS

Acknowledgement to Dr Tony Willig




Local incentive scheme existed in 5 of the NWL CCGs since-2046

Key standards included:
A 9 key care processes

A NICE 3 treatment targets
(cholesterol¢ 4)

A Care planning
A Structured education

A Hypoglycaemia monitoring

= (9% Diabetes prevalence

A Non-diabetic hyperglycaemia 3

2837 280

; % 9 key care processes in 15m

@06 HbAlc, BP, Lipids to target

Py

Nz 16! MmO X

=1% patients on Atorvastatin 20mg+

69.5 63.2 64.9
77.7 46.6 70.5
73.3 47.3 70.6

% Care planning in 15m
906 Hypoglycaemia monitoring

00.6 9
76.6 79.8
72.0 87.8
79.7 94.7

68.1 51.1 515 939 97.1

77.0 41.6 46.2 76.8 86.3

84.3 40.0

57.7

© 1% Structured education in newly diagnose




NICE 3 Treatment Targets
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jilll= For every 34% annual improvement in the 3 Treat

Central Total

Targets, there is a reduction in the complications
Diabetes Mellitus which releases financial saving;

Ealing Total
H&F
——— Sorod o2 443
1868 0.78 33.5 North 17530470 56.5
H&F Total . . . Clell South d g 2442 0.94 40.9 42.3
Hounslow 43.977.7 945 79.5 5919 1.06 47.6 HaF Toml 8.0 REr 7768 0.86 46.0 50.5
Brentford - -9 63. 40.cE e 730 3283 Hounslow  |HoH 55.1 83.7 96.8 86.9 6899 1.16 62.1 63.6
Feltham -1 21.2 65. 40.CE N /9-1 3086.0.71 33.6 Brentford 46.3 73.7 90.8 76.1 3493 1.05 45.3 49.8
Chiswick 183340 384 Feltham 49.9 79.4 94.9 83.9 3697 0.78 52.9 52.7
Great West . = e 43760 512 Chiswick 49.4 76.6 93.7 78.9 1975/1.22 49.0 45.8
Hounslow Total 1969561.6 41.375.2 89.1 75.8 18497.0.94 39.7 Groat West 24 -REREEE - 1 s00-REEREE .. o

West LondonZNorth
North Central

42.4 70.6 83.9 74.4 3261 0.80 42.7 49.5 78.9 94.4 82.0 20956 1.01 52.4 53.3

44.6 74.2 91.96815 4486/1.01 50.6 55.6

Hounslow Total
West LondonZNorth

South East
South West North Central 40.8 74.1 92.3 72.2 2170 1.01 34.4]
South East 42.7 71.2 94.1 72.5 1019 0.72 47.3 49.2
West London2 Total - - - - South West 42.075.0 92.5 2371 0.93 51.4 62.0
Grand Total 41.3 70.8 83.5 70.3 58879 0.78 34.3 ou es| : : - : : :
West London2 Total 43.0 73.9 92.4 10046 0.95 46.9 52.9

Grand Total 45.5 77.4 91.9 76.1 74540 0.95 49.4 51.6
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View costs

View time period

Lest 2 yesrs v | ves

Patient 477080
477 080 7080
60, female

ABE

Non-elective inpatient (Acute)
Elective inpatient (Acute)
Outpatient (Acute)
Qutpatient - DNA (SUS)
Direct Access (Acute)
Community intervention
Primary care - care planning
Primary care - flu vaccination
Primary care - ouiward referral
Primary care prescribing
Primary care visit

1 Aug 15

B =rergency supsort

@ W B U & W x

OASGY

Long term condition{s):

CHD Depression Diabstes
t Disease Obesity

1 Nov 15

B =izrred scute hospitsl care

LY RAOGARdzE £ |

Latest available data ranges from 31/05/2017 to 22/0872017
Hover over the “i" button below for more detail.

Key outcomes
Days not in hospital- 718 1 730
Total spend: £11,066

HasCarePlan @
CarePFlanuptodate @
Community Care User (@
Mental Health User (@
©F¢FI: 0.47 (Severe Frailty)

Sncial Care | lear a |
Click om & traflic light 1o wiew the trend of that indicstor for the selected patiet
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Integrated Service Specification

Service Specification Key Performance Indicators

am told

1.1 Effort is putin &

services that

avallable 19 someone in my circumztanc:
and minimise any for Non- &) Non-Diabetic Hyperglycaemia prevalence vs diabeles prevalence

ety
North West London Integrated Diabetes Service Diabetic Hyperglycaemia and Diabetes b) Diabetes actual prevalence vs expected
1. I have the information and support | need in order to make decisions and choices
24, Patients: i upportand i a) % Patients with NDH offered referral to NDPP

b) % Patients with existing diabetes aitendng siructured education in last 5 years
- . " . )% Patients with NDH or diabeles referred {o NWL Know Diabeles informalion hub
For people at high risk of type 2 diabetes or with a d) % Patients achieving remission from Type 2 diabetes

diagnosis of diabetes mellitus €) % Patients provided with peer support, coaching or mentaring
R erworker,a % Patients with newly diagnosed diabetes allending structured education within 1 year of diagnosis

Care Pathway/Service

treatmy physical and emotional health separately. My contacts with professionals should be opportunities to identify other mental

Lesley Robertson / Tony Willis (1 North West London  sssedfor 1 % Patients with PHQ-4 / DDS-2 and PAM score
CCGs) Collaboration of . B
. Clinical Commissioning Groups plications and live 4 lfe that's normal for me
Jonathan Mclnerny / Charis Cro: uldworkin )0 key care processes
N b) Hife <86
Ber‘ Smith (NHS CEntr-aI London €)HbA1c <53 in newly diagnosed (first 2 years)
Commissioner Leads Raj Chandok (NHS Ealing CCG) d)Achieving all 3 NOA Treatment Targets (HbA1c <68, BP £140/80, Cholesteral <5)
£ == =rl=Ein e Angela Cauld (NHS H €) Achieving all 3 Treatment Targets (HoAtc £58, B £140/80, Cholesterol £4)
ngela Caulder S EE T ST hospital data) a) Reduction in cardiovascuiar compiications (M), Angina, Ischaemic heart disease, Heart failure, Stroke, TIA)

Jason Parker (NHS Harrow CCG) ————
b > 1 i
Katrina Watson (NHS Hillinedon T .

Programme support for

A Commissioning intentions

A Diabetes Structured
Education Contracting
Options

Integrated Diabetes Care Pathway
Service Specification

July 2018

NHS

North West London
1 7 Collaboration of
Clinical Commissioning Groups



Stakeholder mapping, vigilance and anah/&Gist them on board!

@ mprove patient experience
P> Improve patient outcomes (9 key care processes,

NICE treatment targets)
@ Support patient self management

@ Reducehypoglycaemia episodes

@ Reduce complications

@ Prevention of T2DM (and now remission)

0 Upskillthe workforce and improving their experience
@ Save costs
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Digital Initiatives North West Long

@ Clinical System Optimisation

@ Integrated Records

@ Digital Structured Educationapps

o knowdiabetes |
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Digital Programme AlignmenfActivities North et ondon

Strategic wSingle unified approach to diabetes treatment across the NWL STP
Programme wSpecify and Realign models of commissioning and provision
Vision & wRedefining good practice, educating staff, changing health professional focus

Deli wChanging population behaviours, achievingstale Diabetes
elivery avoidance/remission

ACtiVity wEmbedding evaluation at programme, population and patient levels

Digital wBuilding a portfolio of enabling projects
winfluencing NWL Informatics & Bl decision making
wCollaborating with internal and external stakeholders
wDirecting virtual teams to build/adapt service infrastructure and systems
wBuilding strong and transparent integrated project controls & governance

Transformation
Activity

know
diabetes



Diabetes Information and Support Service will drive scalemvvest%

CIIb
Clinical Com gG ups

X wSOSA0S NBTSNNIfa FTNRY IXONRNWIFES LI GASyGa G2 Y

At scale on boarding know Face to face course
_ diabetes - .
Primary care referral Digital structured education

ii eLearning
Diabetu% ion and

Support Service

Self referral
Other referral

. . . SMS Website
Social medial Emails :
messaqing management

Proactive lifelong personalised support

mywa . [ | | : BEHAVIOURAL
digiza,lhealt)l: @ Dynam|C Health Systems [ ] Microsoft INSIGHTS TEAM .

X B5NARAGSa |G aol t-ardng Bypassnyg Begdifor individualxeferral
by primary care. Similar to retinal screening

know
diabetes
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Contact Centre Concept

b Single point of referral for all lifestyle change interventions in patients with diabetes
and nondiabetic hyperglycaemia

b Assess suitability and refer for different options including face to face, digital
behaviour change interventions, mentoring / coaching, eLearning

LOYUNRE 2yi2 KSIf (K F20dza SR & Odza (i 2B NE
may be automated via GP system as part of the original referral

b Tracking of patient progress and activity with seauatomated messaging to patient

know
diabetes



Team working: RelationMarketing, CRM and Internal Marketing

Creating a sense of urgency for change
Clarityofvision, Mission & Goals

Listen tgtakeholdetbey are your critical
friends!

Listerto teanmemberghey are trying to
help you!

Regulareanmfeedbaciquality circles,
TOM, lean philosophy



Integrated records

@ North West London

Whole Systems Integrated Care

Sources Capabilities

Clinical record
Integrated S oo
ReCOrd LTC dashboards
Population health

Over 2 million patient records: linked by NHS number



Clinical model: Intelligent proactive case management and MDT working

Proactive disease management capability through upscaled primary care
Risk stratification and monitoring of patients at ACS, locality or federation level based on:
1) Current health status (e.g. poor diabetes control)

2) Engagement (attendance at clinics, PAM score)

3) Mental health barriers
4) Social barriers to health

Generalism Virtual MDT
Coaching / Care navigators
Social prescribing

Mental health

Registered population — :
Specialist suppor
Holistic Cocreation of goals Pharmacy

Patient Care model

Continuity of care

On diabetes register
Good diabeteontrol Routine care
Engaging with services

Off target (dependent on disease duration, fraikyc) Active case management:

AND/OR i
. Care coordinator
Not seen in last-® months
Regular phone support
AND/OR .
. . Health coaching
At least one diabetes related admission Psvchological support
AND/OR yeholog PP

=== PSychological / social issues interfering with ability to cope VMC T Rl 2T

NHS

2 North West London
Collaboration of
Clinical Commissioning Groups
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Big team A Bigger Responsibility

Digital developments
Integrated service specification
Programme management

Support primary care improvement
Focus on practices achieving lowest scores on dashboards




NWL MDFT - MODEL OF CARE

NW London DiabetefootcareNetwork

Harmonise Footcare Referral & Management Pathway

STP Podiatrists working with NWL MDFT an
FPT Clinics

Weekend Clinics at Vascular Hul

‘ Reduce
Amputations

Align MDFT support with
Vascular Hubs

ijpcf Plan

ST Ut oo
across MDFT clinics NHS |

29 North West London

= e Collaboration of
Clinica | Commissionin g Groups




THE TEAM: NWL Multidisciplinary Foot team o e e

A Diabetes Specialist Podiatrists recruited
i Band 8A x &, Lead podiatrist
I Band 7 x £ Specialist Podiatrists
I Band 6 x X Podiatrist
A Placements / Rotation across NW London
Outer NWL
i Central London Communitgare (community)
i CentralMiddlesex Hospital
i Hillingdon hospital
i Ealinghospital (& community)
I Northwick Park Hospitaj Outer NWL Vascular hub
i Central North West London Health Care (Community)
Inner NWL
i Imperial College hospitats{ 1 ® al NEQa 9 | I YYSNBYAGK K22aLAGl f
i Central London Community Care (inner NWL)
i Chelsea and Westminster Hospital
I Hounslow and Richmond Community Trust
I West Middlesex hospital
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Case study 1: Southall, Ealing

12,07 7patients with diabetes
43%born outside UK48%Asian
Support from community diabetes team and federation
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Case study 1: Community team and GP federation, South@hes e

March 2018

January 2017
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=North Southall 2452 209 85 79.9 1.7 =North Southall 222 9.9 70.7 50.0 62.6 70.7 89.6 685 79.3 932 98.9

27.4 429 60.9 79.7 500 41.0 835 94.4
5 26.6 43.3 58.5 747 491 561 93 go.j

4.8%increase in NICE 3TT.  FEFEEF EE
For every 31% annual improvement irEEdE: s~

20.4 39.0 56.9 814 409 56.1 813 90.8
19.8 46.8 59.4 75. 91.4 97.7

the 3 Treatment Targets, there is a s F

reduction in the complications of " erars g

= South Southall 53.7 741 43.

Diabetes Mellitus which releases B =

57.6 63.1 46.7 61.2

financial savings s oo 0 %) o

813 554 6. -3 b 40 50.9
South Southall Total 50760 4703 9.3
117653 11493 9.8

L ! 4449.4 319
38.4 62.6 68.0 |South Southall Total 4905 9.6 60.9 19.0 36.2 54.5 65.7 41.8
39.1 56.4 64.9 1205z 10.1 60.8 20.8 38.0 57.2 69.0 42.7 46.8 815 922
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Case study 2: Hounsl North Wee ondon

linical Commissioning Groups

Deciles of deprivation

OOddfdEEE e

i o N s

20,612people with diabete
46.7%from BME backgrounds

What happenedi.ocality meetings, whole CCG learning events, u
of patientlevel dashboards, large increase in structured educatior
uptake



Case study 2: Whole CCG transformation, Hounslow ot e oo

Clinical Commissioning Groups

ent
D N
oo

N WH Ol
oNoNe

o
!

m 2017
m 2018

% achievem

[EEN
oo
I

3TT (Chol 4) NDA 3TT Early
intensification
616! MmO X po
first 2 years)

4% improvement in NICE (NDA) 3TT
For every 31% annual improvement in the 3 Treatment Targets, there is a

reduction in the complications of Diabetes Mellitus which releases financial s&
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Impact: Significant improvements since November 2016 norn west tondon

Q\ 28 905more receiving 9 key care processes
., 4 ; 884more with HbAldt 58
' 3 y 790more achieving 3TT

y 11 ; 148more on NICE recommended statin
., 26 ; 171more monitored for hypoglycaemia
., > 55 : OOOnore with collaborative care plan




