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VBHC — part of a broader strategy

INHS |
England

London Strategic
Clinical Networks

* Used learning from social movements & systems thinking
e Listened to & partnered with patients & carers

 Aimed to motivate & enable clinical leaders

* Focused on building clinical collective leadership*®

* Paid attention to network principles
 Used Right Care & Value as frameworks

*Shared leadership Model:
Respiratory Clinician, GP & Programme Leader
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What ‘respiratory’ patients & families
told ..and still tell us.. about their needs?

‘ don’t want to die’

‘breathlessness is frightening and disabling’

‘hospitals & GP teams don’t talk to each other enough’

‘I want ‘better’ conversations with those involved in my
care’

https://www.blf.org.uk/your-stories/copd-affects-every-part-of-my-daily-living




London Respiratory Priorities 2010-16
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Right care, value & collective clinical leadership

Right Care i o s ety vl
Doing the ‘right things” and doing things right first time

Using Maps
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What Is Value in Health Care?

...................
ngl J Med 2010; 383:2477-2481 | December 23, 2010| DOI: 10.1056/NEJMp1011024

London Respiratory Team working RightCarE'
with Muir Gray 2010

Home | Our Programme

‘London Respiratory Team’ 2010-2013 — DH funded ‘SHA’” COPD leadership
‘London Respiratory Network” NHSE London funded ‘SCN’ 2013-2016
London Senate Helping Smokers Quit Programme 2014-2016
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Working out the ‘right’ things to do:
using a Value framework

Health
Outcomes

Patient defined
bundle of care

Value

Health
Outcomes

Cost of
delivering
outcomes

Porter ME; Lee TH
NEJM 2010;363:2477-2481; 2481-2483




Londoners’ dying from smoking

Legend

E Local authority area

Rate per 100,000 population
(directly age-standardised)
aged over 35 years, 2006-2008
by national quintiles

118.72 to 156.38 (best quintile)
156.39 to 177.27
177.28 to 203.48

I 203.49 to 243.13

243.14 to 360.28 (worst quintil
on Ordnance Survey material
1own Copynght. Al rights reserved

‘1 in 5 deaths due to smoking’

L and directly costing
the NHS £250 million.

*London Senate Helping Smokers Quit Programme Report 2016



What is High Value Respiratory Care?
LRN COPD ‘Value’ Pyramid 2011

Tiotropium
£7,000/QALY

Stop Smoking Support with
pharmacotherapy £2,000/QALY

*(not specific to COPD)




High value interventions in COPD

e riang it o

ohrvecther oy £ 1000GACH

Are we delivering them?

London Strategic
Clinical Networks

LABA 1.7%
LAMA 9.4%
QsT 10.8%

The value pyramid providing a representation of the proportion of people
who were receiving value-based interventions for COPD in Wales in 2014-15.
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e Changing how we think about NHS
usually starts in childhood; treating London Clinical Senate

it is the highest value intervention

for today’s NHS and Public Health S m O ki n g

system, saving and increasing

healthy lives at an affordable cost.

HELPING

NG

Moers QUIT
%ww’""""—'—'f—yfflffjr“”"«! by trear

‘Smoking’ is tobacco/nicotine dependence

Tobacco dependence is a relapsing, remitting long-term
condition that starts in childhood

We have evidence-based treatment - ‘smoking cessation’ T

As a clinician ....

My key roles and responsibilities are diagnosis and treatment
| diagnose and treat other addictions/dependence eg alcohol

| ‘look after’” many patients who are sick because of smoking and
are tobacco dependent

It is therefore my responsibility as a clinician to diagnose and
treat tobacco dependence in every patient | see

www.londonsenate.nhs.uk/helping-smokers-quit/
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smoers QUIT

NHS

London Clinical Senate
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Figure 2 Cumulative incidence of mortality (Part A) and all-cause rehospitalisation (Part B) from index hospitalisation to 2-year follow-up in the
control (n=641) and intervention (n=726) groups.
Effectiveness of a hospital-initiated smoking cessation programme: 2-year health and healthcare outcomes
Mullen et al Tob Control 2016;0:1-7. doi:10.1136/tobaccocontrol-2015-052728



Responsible Respiratory Prescribing:

the challenge in 2010

* NHS spend >£1 billion/yr on inhaled medications
* 4 of 5 most expensive medicines to NHS inhalers
e 2 of these 4 were high dose inhaled corticosteroids

* Limited evidence for increased value from higher dose
* Increasing evidence of harm from higher dose

 Concern that many diagnoses (& severity
assessments) of asthma & COPD not accurate
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Responsible Respiratory Prescribing: =

Influence and impact 2010-16

England

London Strategic
Clinical Networks

100 000 high dose LRN ICS safety card ordered

No. Responsible Respiratory Prescribing groups increased
High dose ICS prescribing reduced by Ql in many CCGs
High dose ICS prescribing in England reduced!

Estimated cost savings approx £20 million/yr 2015-16
Evidence for role and value of ‘virtual clinics’ published
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Responsible Oxygen Prescribing: —
Where we started in 2010 L,

Clinical Networks

LRT RO message 1. Oxygen is for treating hypoxia not

breathlessness, so have and use a
_ pulse oximeter. FO cuse d on
LRT RO message 2. A specialist team for oxygen d d d e SSi N g .
= : assessment should be part of a .

commissioned integrated respiratory M Isuse

service. This will improve effectiveness

of oxygen therapy, reduce waste Ove ruse

and reduce costs.

See http://tinyurl.com/4ye3nws U

nderuse

LRT RO message 3. Protect patients who are at risk from
excessive oxygen. ldentify at risk
patients and use a combination of
limiting oxygen to 28% in ambulance

transit (universal precautions), 02 alert & t h e nee d tO d d d 'ess

cards and/or patient specific

— =

protocols (PSPs) and report adverse b reath Iessness daS d
events through the local SUI system.
See http://tinyurl.com/4ye3nws for Sy m ptO m b ette I

a step-by-step guide to oxygen.
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LRN work on breathlessness and
Its impact

‘ don’t want to die’

‘breathlessness is frightening and disabling’

London Respiratory Network: Collective clinical leadership for respiratory health www.networks.nhs.uk/nhs-networks/london-lungs @LondonlLungs
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Why respiratory patients come to hospital

& keeping patients safe

‘Care at home’
provided correct
diagnosis made,

Breathlessness
(symptom)
Can be frightening ...

Respiratory Failure
(low oxygen saturation)

Respiratory
failure

diagnosis and
treatment in
hospital

correct
treatment
started Breathless
- ANfD o and low oxygen
patlen: ele : In saturation
control o

breathlessness

Breathless
with normal
oxygen
saturation

Ask and listen Measure




Collaborative work on reducing impact

of frightening disabling breathlessness

Patient-centred approach
* Talk about breathlessness (not ‘dyspnoea’)
Common & distressing symptom

The vaiy,

€ of psychol,
and "’P"“°fy¥eam:gy and psychologists |

n suppomng People with CopPD

* Work with psychologists
Could be managed better with same NHS resources

Many causes — diagnosis requires skilled assessment

* High quality history, examination, ‘tests’ & interpretation
Wrong diagnosis common & big impact: cost, experience, harm
Overuse & misuse: oxygen/inhalers/Ambulance/ED/admissions

Underuse: PR/oximeters/admissions/NIV/psych skills
Need pathways that start with breathlessness

COMPLEX — lots more to do
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Making the right thing todo

the easy thing to do.

Clinical
Effectiveness

QUAY ¢ INHS The
HEALTH Southwark Health

SOLUTIONS Glioical Commissioning Group Foundation

Breathlessness

A guide for Southwark General Practice®

Key Messages

1. Breathlessness can be complex and multifactorial; code the symptom, quantify the
burden and work through diagnostic algorithms

2. Identify and treat tobacco dependence early (measure exhaled CO, deliver very brief
advice and offer onward referral and quit smoking treatment)

3. Quality Assured Spirometry from Community Lung Function Clinics is an essential
component of diagnosis

Always work within your knowledge and competency




Managing Breathlessness Support Leaflets for Patients

Discuss the Adapted from Spathis et al.

(BTF) approach

with patients to help identify

strategies to manage their
breathlessness at the end of life. KT Jaabiot

British Lung Foundation Tips for managing
t on Breathlessness breathlessness
I usinga ! [

IRT Leaflet IRT Leaflet
Singing for breathlessness
(Breathe Easy Southwark
Choir) has shown to improve

_ sensations of breathlessness

IRT leaflet

Relaxation for
breathlessness can be
an important part of
support available |

IRT leaflet Leaflet

Sources of Support for Symptom Control and Palliative Care for Breathlessness

» Physiotherapy for breathing support can be accessed through Chest Clinic (eRS)
» Consider referral to IAPT for support around anxiety and breathlessness
« Consider referral to palliative care for breathlessness support at the end of life

« Consider adding patients to Coordinate my Care, discussion at next practice
palliative care visit and having advanced care planning discussions early



England

London Strategic
Clinical Networks

Collaborative work with Commissioners to

enable ‘Right’ Care: COPD Bundle CQIN
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RESEARCH UPDATE
Designing and implementing a COPD discharge
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Croydon Bromley Impact of a COPD Discharge Care Bundle on
Readmissions following Admission with Acute
Exacerbation: Interrupted Time Series
Analysis
Anthony A. Laverty' *, Sarah L. Elkin®, Hilary C. Watt", Christopher Millett’, Louise
J. Restrick’, Sian Williams®, Derek Belr*, Ni *
Source: - London Respiratory Team Surveys
Contains Ordnance Survey data ® Crown copyright and database right (2012). Contains Royal Mail data © Royal Mail copyright and database right (2012).
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So, today do we

commission with VBHC In
mind or as a focus In SEL?




The value of and need for palliative
care: an academic perspective

Dr Katherine Sleeman
NIHR Clinician Scientist, KCL

Honorary consultant, KCH



The demographics of dying are changing

=——
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Number of deaths

Figure |. Actual and projected deaths in 2014 and 2040 by
age and gender.

Bone et al, Palliative Medicine, 2017



Older deaths mean more complex deaths

Patients (%)
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The number of people who die each year is
going up

650000 Total deaths in
England and Wales

600000

550000 Projected number
£ / of people with
oo . 4.

5 900000 —— S T/ palliative care
=]

= needs

-E A50000

= |

=

400000

150000 h-ﬂ/‘.—

300000

LI TIPS TS &S

ames Al deaths as recorded in ONS death registry data, and as estimated in the 2014 ONS mortality projections

Etkind et al, BMC Medicine, 2016



Care for dying people takes resource

Inpatientand Social Care costs £m in months before death
40

35

30 —7Social care cost total

25 :
)

20 ’

15 '

10 /

Inpatient cost total

Total cost (Em) in month

Month before death

n=16,479 Nuffield Trust 2010



Ambitions for palliative and end of life care

Uy Each person is seen as an individual

iz) Each person gets fair access to care

i) Maximising comfort and wellbeing

W9 Care is coordinated

i) All staff are prepared to care

i Each community is prepared to help

Al

National Palliative and End of Life Care Partnership
www.endoflifecareambitions.org.uk

INHS |

England

NHS England

Specialist Level Palliative
Care:

Information for
commissioners

April 2016




How can we measure quality of dying?

Individual level Population level

Patient Reported Routine data
Outcome Measure
(PROM)



Hospital Deaths(%)

2004 2005 2006
T

2007 2008 2009
iy

2010 2011 2012
e

2013 2014 2015

Hospital deaths are falling in London
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Data Source: https://fingertips.phe.org.uk, figure produced by Dr Emeke Chukwusa
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Emergency department attendance is going up

2012-2013
2011-2012 ¢ <&

&

Year of death environmental

ref: 2008-2009 < 12010-2011 factors
<> 1 2009-2010
Care Home residence +—€@—
Time since last mental healthcare contact
MMSE
Living conditions
Other mental health problems i
Depression P illness related
Physical health—-¢— = factors
o, B = <& iLewy body dementia
Ref: Alzheimer’s _ —®—— Other dementia
Disease H—&——Unspecified dementia
- ——&——Vascular dementia -
[ IMD 5—————
Ref: IMD 1_ ——&—T— IMD 4
(most deprived) IMD 3——
L IMD 2 —@— . Ethnicity demographic
Ethnicity : * i Other ethnicity not known I factors
ref: White British 1 Afrl_can Caribbean
>—1—< Other white
- Age at death
—&— Male B
0.6 0.8 1 1.2 1.4 1.6 1.8 2
<€ >
Lower risk ED attendance Greater risk ED attendance

N=4,867 people with dementia Sleeman et al 2017






outcomes
cost

value =



Specialist palliative care is associated with
better outcomes

e Better quality of life and symptom burden

e Kavalieratos et al, 2017, Systematic Review



Specialist palliative care is associated with
better outcomes

e Better quality of life and symptom burden

e Kavalieratos et al, 2017, Systematic Review

* More home deaths

e Gomes et al, 2013, Cochrane Review

 Fewer Emergency Department admissions

* Henson et al, 2014, Systematic Review
* Bone et al, 2018, Systematic Review



Palliative care is better for patients...
...but what about the system?

outcomes?
cost

value =



Specialist palliative care is associated with
better outcomes

e Better quality of life and symptom burden

e Kavalieratos et al, 2017, Systematic Review

* More home deaths

e Gomes et al, 2013, Cochrane Review

 Fewer Emergency Department admissions

* Henson et al, 2014, Systematic Review
* Bone et al, 2018, Systematic Review

* Cost saving
* May et al, 2018, Systematic Review



Palliative care is a high value intervention

outcomes |

value =
f cost |



Thank you
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Sciences Centre for London

Value Based Healthcare . . . .
‘Capturing what matters’ Knowledge Exchange ‘ ‘ ‘ ‘
King’s Health Partners

Karin Nilsson // March 2019

ING'S NHS | NHS | INHS |

College Guy’s and St Thomas’ King’s College Hospital South London
LONDON NHS Foundation Trust NHS Foundation Trust and Mauds|ey
NHS Foundation Trust
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@ What is ‘Value Based Healthcare’?

A management model aiming to reform the nature of competition on the healthcare
market

 Developed by M. Porter and E. Teisberg at Harvard Business School

* Introduces the concept of “value”, a focal point around which to realign all players
participating in healthcare delivery

» This concept of value is often presented as a ‘Health outcomes’
mathematical equation, and defined as health Value = ’
outcomes in relation to dollars spent: Cost

How is this helpful, or even appropriate, for the NHS?

Induction Value Based Healthcare


Presenter
Presentation Notes
So what is it? 
Originally it is a management model –market competition – business school
Uses Value to align players, ensure transparency, achieve efficiencies
Value presented as a mathematical equation
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@ Let’s take a step back....

“Health care can adapt certain business concepts to fit its mission, but it
cannot adopt them” gni, 2018)

What 1s the fundamental

purpose of healthcare?

Induction Value Based Healthcare 3


Presenter
Presentation Notes
Leonard Berry Institute for healthcare improvement 
Take a moment and reflect Why do we provide healthcare in societies? What is our purpose?
Take a minute or two and discuss with your neighbours
Let people 4 ppl answer......
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@ The fundamental purpose of healthcare

.... are we achieving It?

Induction Value Based Healthcare 4


Presenter
Presentation Notes
We have heard different aspects seen as purpose of healthcare such as....
The follow up question becomes: Are we achieving it? 
Regardless of Yes / No / Maybe	Need a way to measure this
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‘Outcomes that matter to patients’™ — a way to measure
achievements

1. Have a accurate picture: Engagement

Which are the outcomes that matter? » Patient, family and carer
o Staff

2. Have meaningful picture: Segmentation
» Condition

Are the outcomes meaningful? ‘
* Population

3. Have a complete picture:

Which are the different outcomes?

Outcomes Hierarchy:

Survival

1. Health status
Degree of recovery

Time to recovery

Disutility of care

Sustainability of health

Tracking 3. Sustainability of health
Long term consequences

Induction Value Based Healthcare


Presenter
Presentation Notes
At KHP we believe that how well we achieve our purpose and the direction of travel of the healthcare system can be measured by tracking what we call ‘outcomes that matter to patients – family & carers’
Outcomes that matter should be:
Accuracy – what does actually matter – 
Meaningful – applicable to the patient group – 
Complete – full picture – Porters hierarchy – for palliative 
We may be aware of them but we are not always very good at measuring and documenting them
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@ ‘Outcomes that matter to patients™ — how are they
created?

Resources along the pathway:

* Healthcare needs are infinite
* Resources are finite — how should they be used?

» Where they have the most impact on outcomes!

‘Outcomes that matter to patients’
KHP Value =

‘Resources used over the whole pathway’


Presenter
Presentation Notes
One challenge with outcomes is that they are created as a result of a large number of activities – the full pathway
We need to think about all of them – I deliberately use resource as opposed to cost – not all resources are priced – time – 
Another challenge is our purpose is ever expanding – NHS 80 years ago – our ideas of healthcare change
PRACTICAL EXAMPLE OF PATHWAY – PALLIATIVE CARE – ALL RESOURCES INCLUDED – COMPLETE PERSPECTIVE – MIND & BODY 
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Do better outcomes cost more?

Improved outcomes Resource use

Fewer complications \
Sustained functionality V

Fewer readmissions

» Understand resources but focus on improving outcomes

Requires a system perspective

f-—lil_-

_ @
Earlier _zﬁ. Less intensive ;
palliative care — care (Guniur, 2015)

What about quality? — ensures adherence but not results

Induction Value Based Healthcare


Presenter
Presentation Notes
NO -Interesting Improved outcomes reduces resource use 
Whole system – reallocation of funds
Good outcomes are inherently dependent on good quality and good processes – more research to increase evidence base
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Making it work in practice for KHP: A collaborative
effort to navigating the way forward

Work force
Informed Patient
conversations segmentation :
Academic research
PROMS ~ Multi
disciplinary Technology
teams

Patient, family & T v
carer engagement

Outcome & Transparency
scorecard -

Induction Value Based Healthcare


Presenter
Presentation Notes
Hopefully this has raised a lot of thoughts and questions 
The concept of value based healthcare is still being adapted to suit the needs of our settings 
Looking at the concept of value based healthcare it appears to me that it is very much  in line with the work you are already doing within palliative care
THANK YOU
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