NHS

North West London

. Collaboration of
Clinical Commissioning Groups

NWL Diabetes- A Transformational Learning

Dr Buchi Reddy, Deputy Programme Director

NWL Diabetes Transformation Programme

diabetes



e Background

e The North West London Diabetes Transformation
Programme

* Digital Initiatives

* Case Studies

* Results North West London
* Learning & Insights






NHS|

Background: North West London —a complex landscape North West London

Clinical Commissioning Groups

e 4 acute providers (3 on multiple sites)
* 5 community providers
e 1 tertiary

‘Harrow

Now working across all 8

Hillingdon

Initial work across 5 CCGs (CWHHE)



Background: NWL data




Hospital admissions for diabetes patients ~ nomnwestionaon

@ 6 623 admissions with angma
@
O

0L 10,745 asmissions with acute icney miury____
(#L 9,405 amissions with foot comlications |
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Future state modelling North West London

" Collaboration of
Clinical Commissioning Groups

Predicted Diabetes Prevalence
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Mission Statement North West London

Clinical Commissioning Groups

Our mission is:

* to create a patient-centred seamless diabetes service in which
patients are seen by the right person at the right time in the right
place.

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

* todrive innovation, using a “digital first” approach to encourage self-
care through information and education and to support new ways of
communicating with patients.

* to maximise support for lifestyle change, prevention of type 2
diabetes and achievement of type 2 diabetes remission.
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[ atient empowerment: collaborative care planning
#% Clinician education
S Networks and MDTs
Y Dashboards

HContracts
=N Clinical system optimisation
@. Clinical guidelines




Programme Management through Products (deliverables)

Pathway (face-to-face and digital) / website
o contact centre / Behaviour change apps / Toptions of
Clinical transformation / staff education (PITSTOP /

D10pt) - Virtual clinics=>»eConsultations -»Dashboards
- Unified Service Specification

Network—> MDfT Podiatrists—>Pathway >Weekend MDFT
& Clinics>Dashboard—>NHS E metrics / surveillance

NDH register-> Annual reviews— referral NDPP-
Uptake - reduce number NDH to type 2 diabetes




Learning and insights

ETNT:



MEASURE IMPROVEMENT

DEVELOP DIGITAL CAPABILITY
WRITE THE BUSINESS CASE
BUILD THE TEAM

ENGAGE STAKEHOLDERS

Acknowledgement to Dr Tony Willis




-
Local incentive scheme existed in 5 of the NWL CCGs since 2016  nornwest London

Clinical Commission

Key standards included:
* 9 key care processes

* NICE 3 treatment targets
(cholesterol < 4)

Care planning
Structured education

= 1% Structured education in newly diagnosed
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% 9 key care processes in 15m
1% HbAlc, BP, Lipids to target
1% Hypoglycaemia monitoring

= |% Diabetes prevalence
=% Care planning in 15m

Hypoglycaemia monitoring
Non-diabetic hyperglycaemia

280




CCG

Central

Central Total

NICE 3 Treatment Targets

HbA1c <58 mmol/mol, Cholesterol <5 mmol/L, BP < 140/80

care processes in 15m

Ealing

Ealing Total

H&F

H&F Total

Hounslow HoH 5602
Brentford 3258
Feltham
Chiswick 1624
Great West 4838

Hounslow Total

West London2 [North

North Central
South East
South West

West London2 Total

Grand Total

=
3B

rolled NICE targets (HbA1c, BP,

1c <53 in newly diagnosed

annual review and referral

planning in 15m

ctured education in newly diagnosed

abetic hyperglycaemia register

43.9 77.7 945 79.5 5919 1.06 47.6
40.6 71.9 82.1 73.0 3283/1.01 43.3
40.6 79.9 90.2 79.1 3086 0.71 33.6

H&F Total
Hounslow

HoH
Brentford
Feltham
Chiswick
Great West

3334

75.8 18497

care processes in 15m

4715 59.6/25.8 70.9
1616/61.6 26.9 74.0 64.8
5076 62.4 21.3

rolled NICE targets (HbA1c, BP, lipids)

Lc < 53 in newly diagnosed

5948 69.7 29.9 689 61.1 72.7

23.4 73.8 62.2

74.4 3261
Hounslow Total

20689 62.6 25.6 69.0 60.0

For every 3-4% annual improvement in the 3 Treatment
Targets, there is a reduction in the complications of
Diabetes Mellitus which releases financial savings

planning in 15m

bglycaemia monitoring
ured education in newly diagnosed
betic hyperglycaemia register

diabetes ratio

% NDH annual review

NDH

y
3% NDH referral to NDPP

s
@
N

46.0

89.7
86.9

89.1

96.8 86.9
73.7 90.8 76.1
79.4 949 83.9
76.6 93.7 78.9
77.1 93.7 77.4 4892 0.96 44.7 44.8

6899 1.16 62.1 63.6

78.9 94.4 82.0 20956 1.01 52.4 53.3

4437 59.1 22.8 69.8

2539 61.8 22.8 67.5

66.8
22.6 71.3 629

74.2 91.9 4486 1.01 50.6 55.6
74.1 923 72.2 2170/ 1.01 34.4

71.2 94.1 72.5 1019 0.72 47.3 49.2
2371 0.93 51.4 62.0

1056
West London2 |North
North Central 2149 56.4
South East 1422
70.3 58879 South West
West London2 Total

10547 58.2 22.1 68.9

75.0 92.5
73.9 92.4 10046 0.95 46.9 52.9

Grand Total

78479 60.2 22.9 68.7 60.1

77.4 91.9 76.1 74540 0.95 494 51.6

NHS

North West London
Collaboration of
Clinical Commissioning Groups
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GP’s view: Individual and population dashboards North West London

View time period View costs Latest available data ranges from 31/05/2017 to 22/08/2017
Last2 years v | ves - Hover over the “i” button below for more detail.
f?;i%gtDATTD?FFIDBU Long term condition(s): Key outcomes HasCare Plan @@

3 A ot il TR
60, female CHD Depression Dizbstes Days not in hospital: 718 1 730 CarePlanuptodale @

t Disease Obesty Total spend: £11,066

Community Care User (@
Mental Health User (@
©¢Fl: 0.47 (Severe Frailty) SncialCamlicn i
Click om & traflic light 1o wiew the trend of that indicstor for the selected patiet

1 Aug 15 1 Nov 15 1Feb 16 1 May 16 1Aug 16 1Nov 16 1Fep 17 pre— sprmp— .
ARE | | | Lt L) = || Lt Ecexd Posnsurn = | | hano sclecied -
Non-elective inpatient (Acute) I
Elective inpatient (Acute) | | | s Care ““""a . el Came
#ol Cane F - ? = -
e ) [ ] [ [ | I bor Diabewes % promaes 5 & F: & o 2 §E Eg p s gg L
utsaten - ONA 5L | | | Ly e R e T G pemie 803 4 £ R if 185 Bf o B
Direct Access (Acute) | | | — s - = ﬂ
Community intervention | | e = i ? B
Primary care - care planning | | Pationl Hame Bl 3 Trpa 2 a g
Primary care - flu vaccination | | — " '.' Tyoa2 & 4 . . @ ' . . . O ' .. .
Primary care - outward referral | | ‘ ” ‘ : = ~
Prmarcarerseong N TR TR T s L pasant Hane, 3 )
Pationi K 72 Tyea 3 Staus Nomamaker
FUEPCDUED (1010 VAT T 1 YUY RN = oo N @ TH5ep S
1 Aug 15 1 Nov 15 1Feb 16 1 May 16 1Aug 16 1Nov 16 1Feb 17 Pation Hame ] 5 Typa 2 a 3 7 Bractice: NWL Bedlesl Cantre
Gare Type Pation Hame 8 1 Twe?! a [ T N
B =rergency supsort B =izrred scute hospitsl care B Piznned core outside scutz hospitst [ Potentisl warming signs
Padiori N i 4 Type 2 o 7 :I
W B G &€ W Dbx i
I vt scavaty i pant 47 et 2013 FoTE] 2014 Pt A6 27
Last woily in pasd §7-15 maeslis =
I sl vty = 15 msnita ol E‘é-"’"” 159
m 2 Wae 1003
Fedanamss Sufnamse, 19 [F) - 580 wa

NHE B NHS Humbed

Lasng Berm conditices: %0 /-__——————-_.._—-—————" wa
Aripty Asttena CKID Dopresgion Disboles
Hyperieesion Otasiy ; 300

W Spmicir [ Dt B9 LR Tdan 13 LE R L Tdan 15 1.dan 15 LR R



Integrated Service Specification

Service Specification Key Performance Indicators

am told iatarea o oy circumztanc:
1.1 Effort is putin to andmininise any for Non- &) Non-Diabetic Hyperglycaemia prevalence vs diabeles prevalence
North West London Integrated Diabetes Service Diabetic Hyperglycaemia md Diabetes b) Diabetes actual prevalence vs expected
| have the information and support | need in rder to make decisions and choices
21, Patients upport and a) % Patients with NDH offered referral to NP
thway/Service b) % Patients with existing diabetes aitending siructured educaion in last 5 years

. . " . )% Patients wih NDH or diabetes referred (o NWL Know Diabetes information hub
For people at high risk of type 2 diabetes or with a d)% Patients achieving remissionirom Type 2 diabeles

diagnosis of diabetes mellitus €) % Patients provided with peer support, coaching or mentaring
- : " erworker,a % Patients with newly diagnosed dizbetes aflending structured education within 1 year of diagnosis

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

Lesley Robertson / Tony Willis (f North West London  sessedfor 1. % Patents wih PHQ-4/ DDS-2and PAN score
CCGs) Collaboration of . B
. Clinical Commissioning Groups plications and live a i that's normal for me

Jonathan Mclnerny / Charis Cro uldworkin  a) 0 key care processes

N b) Hife <86
BeuGmith (NHS Cegizal London, c)HoAC <53 n newly dagnosed (Trst 2 years)
Raj Chandok (NHS Ealing CCG) ) Achieving all 3 NDA Treatment Targets (HbATc <58, BP 140/80, Cholesterol 5)
Angela Caulder (NHS Hammersn ) Achieving all 3 Treatment Targets (HoA1c <58, BP £140180, Cholesterol <4}

hospital data) a) Reduction in cardiovascuiar compications (M), Angina, Ischaemic heart disease, Heart faiure, Stroke, TIA)

JasogRarkegiiFISRlagow CCG) ) Reduction in foot amputation rates
Katrina Watson (NHS Hillinedon Rt = e

Rachurtion in ranal e mnle afinne fand etana ranal failie. acsda bidnay il

Programme support for

-
| — Mg, * Commissioning intentions

* 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 analysis- Get them on board!

Improve patient experience
e Improve patient outcomes (9 key care processes,

NICE treatment targets)
e Support patient self management

a Reduce hypoglycaemia episodes
e Reduce complications
G Prevention of T2DM (and now remission)

a Upskill the workforce and improving their experience

e Save costs
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D. .t I I .t. t. North West London
I g I a n I I a Ive S Clinical Commisggz?r?graéi&tg;

@ Clinical System Optimisation

@ Integrated Records

@ Digital Structured Education - apps

o knowdiabetes |
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Digital Programme Alignment - Activities North West London

__ Collaboration of
Clinical Commissioning Groups

Strategic * Single unified approach to diabetes treatment across the NWL STP
Programme e Specify and Realign models of commissioning and provision
Vision & » Redefining good practice, educating staff, changing health professional focus

e Changing population behaviours, achieving at-scale Diabetes
avoidance/remission

ACtiVitY e Embedding evaluation at programme, population and patient levels

Delivery

Digital ¢ Building a portfolio of enabling projects

¢ Influencing NWL Informatics & Bl decision making

e Collaborating with internal and external stakeholders

* Directing virtual teams to build/adapt service infrastructure and systems
e Building strong and transparent integrated project controls & governance

Transformation
Activity

know
diabetes



NHS

Diabetes Information and Support Service will drive scale North West London

" Collaboration of
Clinical Commissioning Groups

... Receive referrals from across NWL ... Triage patients to most appropriate intervention

At scale on boarding know
diabetes - _
Primary care referral i Digital structured education
Self referral MI elLearning
Diabeté on and
Other referral Support Service

. . : Website
Social media Emails .
messaging management

Face to face course

Proactive life-long personalised support

aana¥ & Dynamic Health Systems 2= Microsoft e,

THE

... Drives at scale engagement and on-boarding, bypassing need for individual referral
by primary care. Similar to retinal screening

know
diabetes



NHS

Contact Centre Concept North West London

" Collaboration of
Clinical Commissioning Groups

- Single point of referral for all lifestyle change interventions in patients with diabetes
and non-diabetic hyperglycaemia

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

— Entry onto health focused “customer” relationship management system (CRM) — this
may be automated via GP system as part of the original referral

— Tracking of patient progress and activity with semi-automated messaging to patient

know
diabetes



Team working: Relational Marketing, CRM and Internal Marketing

Creating a sense of urgency for change
Clarity of vision, Mission & Goals

Listen to stakeholders-they are your critical
friends!

_isten to team members- they are trying to
nelp you!

Reqgular team feedback- quality circles,
TQM, lean philosophy
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Integrated records o st ono

Hospitals l T

@ North West London

Whole Systems Integrated Care

Local N L il
Authorities J N | | | il

An integrated care record including primary, secondary and social care data: NHS owned

Community

Sources Capabilities

Clinical record
Integrated
Community
Mental health RECO rd LTC dashboards
Social care Population health

Primary care

Secondary care

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
el sy e Gl Social prescribing
Mental health

Registered population v
| patient | Specialist support
Co-creation of goals Pharmacy

Patient Care model

On diabetes register
Good diabetes control Routine care
Engaging with services

Off target (dependent on disease duration, frailty, etc) G G TR 3

AND/OR .
. Care coordinator
Not seen in last 3-6 months
Regular phone support
GLIE o Health coachin
At least one diabetes related admission psvchological si o
AND/OR ycholog pp

. L . . . - Virtual Multi Discipli T i
=== Psychological / social issues interfering with ability to cope irtual Viulti Disciplinary Team review

NHS

North West London
2 Collaboration of
Clinical Commissioning Groups



Programme Management through Products (deliverables)

Pathway (face-to-face and digital) / website
o contact centre / Behaviour change apps / Toptions of
Clinical transformation / staff education (PITSTOP /

D10pt) - Virtual clinics=>»eConsultations -»Dashboards
- Unified Service Specification

Network—> MDfT Podiatrists—>Pathway >Weekend MDFT
& Clinics>Dashboard—>NHS E metrics / surveillance

NDH register-> Annual reviews— referral NDPP-
Uptake - reduce number NDH to type 2 diabetes




.
Big team- A Bigger Responsibility

Digital developments
Integrated service specification
Programme management

NWL-DTP

Project

Nurse Nurse Nurse
Consultant Consultant Consultant Consultant Consultant Consultant Consultant Consultant

Project Project Project Project Project Project Project Project

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




NWL MDFT - MODEL OF CARE

NW London Diabetes Footcare Network

Harmonise Footcare Referral & Management Pathway

STP Podiatrists working with NWL MDFT and
FPT Clinics

Weekend Clinics at Vascular Hubs

‘ Reduce
Amputations

Align MDFT support with
Proiect Plan Vascular Hubs

STP POUTAtIISTS rotations.. |

across MDFT clinics NHS |
29 North West London

= e Collaboration of
Clinica | Commissionin g Groups




THE TEAM: NWL Multidisciplinary Foot team ort e o

Clinical Commissionin a

. Diabetes Specialist Podiatrists recruited
— Band 8A x 1 — Lead podiatrist
— Band 7 x 4 — Specialist Podiatrists
— Band 6 x 1 — Podiatrist
. Placements / Rotation across NW London
Outer NWL
— Central London Community Care (community)
— Central Middlesex Hospital
— Hillingdon hospital
— Ealing hospital (& community)
— Northwick Park Hospital — Outer NWL Vascular hub
— Central North West London Health Care (Community)
Inner NWL
— Imperial College hospitals — St. Mary’s & Hammersmith hospital
— Central London Community Care (inner NWL)
— Chelsea and Westminster Hospital
— Hounslow and Richmond Community Trust
— West Middlesex hospital
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Case study 1: Southall, Ealing

Collaboration of

12,077 patients with diabetes
43% born outside UK, 48% Asian
Support from community diabetes team and federation
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Case study 1: Community team and GP federation, Southall  womwestionsen

" Collaboration of
Clinical Commissioning Groups

January 2017 March 2018
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266 433 585 747 491 561l 93 903
9.5

4.8% increase in NICE 3TT. e =

217 398 668 66.1 43.0_& 99.3

0 . . 213 354 557/ 704 441 50.0 50.0|

For every 3-4% annual improvement in SRS s

355 618 432 407 811 944

56.2) 669 415 404 823 955

48.1 78.7 90.6

=South Southall 537) 741 43400880 860 983

the 3 Treatment Targets, there is a > ol A
T reduction in the complications of T emm
Diabetes Mellitus which releases T e

financial savings L

8132 554 6.8 473 " 40.1
South Southall Total 50760 4709 9.3 431 y b 38.4
117653 11493 9.8 422 332 525 64.1

53.4 60.8 65.8 83.0
62.6 68.0 |South Southall Total 4905 9.6 60.9 19.0 54.5| 65.7 41.8 448 855 947
39.1 564 64.9 12052 10.1 60.8 20.8 380 57.2 69.0 42.7 468 815 92.2




NS
Case study 2: Hounslow o st ono

Collabol

Map legend

Deciles of deprivation

. 109% most deprived

OO0 n

10°% least deprived

(HUT il ,L-:JB ,l"

20,612 people with diabetes
46.7% from BME backgrounds

What happened? Locality meetings, whole CCG learning events, use
of patient-level dashboards, large increase in structured education
uptake



) NHS
Case study 2: Whole CCG transformation, Hounslow North West London

Clinical Commissioning Groups

m 2017
W 2018

3TT (Chol 4) NDA 3TT Early
intensification
(HbA1lc <53 in
first 2 years)

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

reduction in the complications of Diabetes Mellitus which releases financial savings
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Impact: Significant improvements since November 2016~ vornwest ondon

Q\ 28 905 more receiving 9 key care processes
, 4, 884 more with HbAlc < 58
@, 3,790 more achieving 3TT

IRB. 1 1, 148 more on NICE recommended statin
=0, 26, 17 1 more monitored for hypoglycaemia
%” > 55,000 more with collaborative care plan
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Impact: Improvements in key parameters North West London

" Collaboration of
Clinical Commissioning Groups
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Strategic case

 Scale of problem
 Impact of transformation vs do nothing on health economy
 Impact of transformation vs do nothing on people’s lives



Impact on new diabetes diagnoses

Mumber of Records

NHS

North West London

" Collaboration of
Clinical Commissioning Groups

Numbers of new diagnoses per quarter since 2005 had been steadily rising until end of
2015. Peak at the point primary care diabetes contract introduced in 5 CCGs followed by
National Diabetes Prevention Programme

900
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400

300

200

100

2005 Q2 2006 Q2 2007 Q2 2008 Q2 2009 Q2 2010Q2 2011Q2 2012Q2 2013 Q2 2014Q2 2015Q2 2016 Q2 2017 Q2 2018 Q2
Quarter of Event date

-1000.00 "

-1500.00

X-chart

2000.00

1500.00 *

1000.00 I\
e ﬁw&\?
0.00 T T T 1

-500.00

—e—\alue

Mean ———UNPL ———LNPL

Statistical process control chart
shows that reduction in new
diagnoses hit statistical
significance this year



U Kmt of more intensive blood pressure Impact of metformin or more intensive

achievement on all diabetes-related end glycaemia reduction on risk of myocardial
points infarction
0% — Less tight blood pressure control (390) 0.47 — Conventional (411)

— Intensive (951)
0.3{ — Metformin (342)

— Tight blood pressure control (758)
40%-

30%-
20%-
0.11

10% /
0.0 -L;_’Q;

0%- 4 =M

% of patients with events
Proportion of patients with events
o
e

S 3 & % o 3 6 9 12 15
Years from randomisation Years from randomisation




Patient Journey to Lifestyle management and Support

General practice about intensive lifestyle

Self 12 months Intensive
Management Lifestyle support
L Know Diabetes L
Contact Centre Discuss options
| |
Remote SupportjiGeneral Practice Face to Face
Service Group Session intervention

P I I ) O stsdtes REWINEGY




NWL REWIND Type 2 Diabetes Pathwa

PRIMARY CARE informs Patient by Text
Fatient CONTIrT

diet start date and informed to
make deprescribing appointment
Nith GP

Provider Notified
Primary care team Primary care team rimar e 11T patient arog e '
contact patient, issue contact patient, issue lose weight in order to restart medication.
glucometer and stop glucometer and stop Patient is communicated to by ICS as a reminder to
repeat diabetes and BP  repeat diabetes notify GP of this. ICS will send quarterly GP reports
medication on clinical medication on clinical with [;()atients_ajc different stages.
system according to system according to Weeks 1 Initial Assessment
guidelines, arrange guidelines, arrange Week 2-12

PRIMARY CARE Monitoring

1 & 2 week; 1 and 2 month primary care follow up: Weeks 13-24

Blood pressure, Check glucometer reading

3, 6, 12month primary care follow up: Weeks 25-52
HbAlc, Blood pressure, Body mass index

P I I ) O stsdtes REWINEGY




NWL REWIND Programme Service Model WS

Wellbeing

SU SU Discharged
booked referred from
on  byGP service

AN

1-2-1 3 group 2 group 4 group Performe
phone call, sessions, sessions, sessions, 5 d by DT
1 group 3 calls, 2 calls, phone calls, e b
introducti 6 online 6 online 14 online phone a4

on modules modules modules



NHS

North West London

" Collaboration of
Clinical Commissioning Groups

e Unsustainable budget
e Reduction in services
e Rationing of resources

* Overwhelmed
e Overworked
® Poor morale
e Low retention

e Increased mortality

* Increased
complications

* Bad experience



NHS

Investment opportunity North West London

" Collaboration of
Clinical Commissioning Groups

e Sustainable budget
e Capacity in services
e Adequate resources

e Thriving

* Appropriate workload
® Good morale

e High retention

e Reduced mortality

e Reduced
complications

* Good experience
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Gain share total diabetes patient costs North West Londen

" Collaboration of
Clinical Commissioning Groups

Projected do

nothing cost: EXAMPLE
fFuture ~6.38% annual cost

growth 50-60-50% share to
providers dependent on
achieving quality measures

50-40-50% share to CCG

Cost

Transformation cost
trajectory

fBaselin
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Prof Ed Greggs, Look Ahead Trial & his experience (I
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Any qUEStiOnS ? North West London

" Collaboration of
Clinical Commissioning Groups




