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Page 2Value Based Health Care

KHP believes that the way to improve clinical quality and health outcomes, 
reduce health inequalities and build a sustainable healthcare system is to deliver
Value based health and healthcare (VBHC).

Our mission is to strive to increase value; ensuring that the “value proposition”
is built into mind-set of all staff, informing our culture and decision making.

KHP Value Based Healthcare Strategy 2016

Outcomes and costs over the complete pathway of care.

Michael Porter and Thomas Lee. Harvard Business Review October 2013



Outcomes and costs over the complete pathway of care.

Page 3Costs

Improving outcomes is a powerful way of reducing whole pathway costs.
(prevention, early and correct diagnosis and treatment, 
fewer complications, faster and sustained recovery).

We all know costs are important – but value must trump costs.



KHP strongly believes that identifying , 
 measuring, feeding back on and publishing 

 outcomes drives a culture of improvement 
 and increased value.  This is why we are 

 publishing Outcome Books for all 21 of our 
 CAGs.



• Measuring outcomes.

• High value programmes.

• Integrated care covering pathways (Southwark and Lambeth 
Strategic Partnership, Children and Young Peoples Health 
Partnership).

• Mind and Body Programme – treating the whole person.  One of the 
greatest value propositions.

• IT programme/Local Care Record.

• Prevention – KHP Tobacco strategy implementation; KHP Alcohol 
Strategy implementation;  but much less progress on obesity.

We are making progress Page 5



“Obesity is the new smoking”, said Simon 
Stevens Chief Executive of NHS England. “It 
is a slow–motion car crash in terms of 
avoidable illness and rising healthcare costs”.

Nuffield Trust March 2015

Can the NHS help tackle the UK’s obesity epidemic? Page 6



• southwark.gov.uk • Page•

Southwark Obesity data 
Figure 1: Rates of Overweight & Obesity in Southwark 

* 2014/2015 Southwark NCMP results 
** Health Survey for England, 2014 

Priority Groups most at risk: 
-low socioeconomic groups – Walworth, Rotherhithe & Peckham 
-BME groups – Black African, Black Caribbean & mixed race 
-those with limiting disability 

Age group Southwark London England

Reception year
(4-5yr olds)

26.4% 22.2% 21%

Year 6
(10-11yr olds)*

42.7% 37.2% 33.2%

Adults 
(16+)**

55.7% 58.4% 64.6%
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• KHP should develop an Obesity Strategy, led by the diabetes CAG and in 
collaboration with Southwark and Lambeth.

• Clinical staff of KHP should systematically document BMI and monitor 
trends in all patients.

• Staff should support overweight/obese patients to reduce BMI.

• Front line clinical staff should receive training to enable them to address 
obesity in a consultation (KHP Learning hub. “Addressing obesity on a 
consultation”).

Obesity – Actions for KHP? Page 8
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Improving health and wellbeing
Locally and globally 2014 – 2019
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Addressing Obesity in a Consultation

These interactive tutorials show how to broach weight-loss sensitively 
and effectively with patients and devise a patient-centred action plan to 
improve their dietary or exercise habits. 

They were created by Dr Kathleen Leedham-Green, Lead for Years 1 
and 2, King’s Undergraduate Medical Education in the Community 
(KUMEC), with Amandeep Cheema in King's College London's Virtual 
Campus and Technology Enhanced Learning Unit.

How to use these resources:

•Please start by completing the quick KCL record If you are a teacher or 
student at KCL and would like your completion of this module to be 
recorded by the college.
•Each module will open in a new window.
•Your responses to the activities in the modules will not be saved. 
•If you view all tree modules and complete the final assessment and brief 
feedback, a personalised course certificate will become available for you 
to print. 
•Your first score on the assessment will be shown on the certificate, but 
you are free to repeat the assessment for additional practice if you wish. 
All your attempts will be saved for you to review at any time.

Learning Hub



Turning Patient Safety on its 
Head: Moving from Safety-I to 

Safety-II
Date: June 16, 2016
London: KHP Safety Connections

Jeffrey Braithwaite, PhD
Professor and Director

Australian Institute of Health Innovation
Director

Centre for Healthcare Resilience and 
Implementation Science 

Question 1: what’s 
your definition of 
resilience, 
please?



Australian Institute of Health Innovation



Australian Institute of 
Health Innovation

•Professor Jeffrey Braithwaite
•

 

Foundation Director, AIHI; 
•

 

Director, Centre for Healthcare Resilience 
•

 

and Implementation Science

•Professor Enrico Coiera
Director, Centre for Health Informatics

•Professor Johanna Westbrook
Director, Centre for Health Systems and Safety Research



Australian Institute of Health Innovation



Australian Institute 
of Health Innovation’s mission 

www.aihi.mq.edu.au

Our mission is to enhance local, institutional and 
international health system decision-making 
through evidence; and use systems sciences 

and translational approaches to provide 
innovative, evidence-based solutions to 

specified health care delivery problems.

http://www.aihi.mq.edu.au/
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Background - the 
Centre

The Centre for Healthcare Resilience and 
Implementation Science (CHRIS) undertakes 

strategic research, evaluations and 
research-based projects of national and 

international standing with a core interest to 
investigate health sector issues of policy, 

culture, systems, governance and 
leadership.

www.aihi.mq.edu.au/chris

http://www.aihi.mq.edu.au/chris
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Safety in Patient Care

“After decades of 
improving the health care 
system, patients still 
receive care that is highly 
variable, frequently 
inappropriate, and too 
often, unsafe.”1

Runciman WB, Hunt TD, Hannaford NA, Hibbert PD, Westbrook JI, Coiera EW, Day RO, Hindmarsh DM, McGlynn EA, 
Braithwaite J: CareTrack: assessing the appropriateness of health care delivery in Australia. Medical Journal of Australia 
2012, 197:549.
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How do organisations work?
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If your mental model is this …
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Then this is how you will deal with error …
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But healthcare really looks like this …
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So we need new ways of thinking
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Beyond linear reductionism
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Health care as a complex adaptive system

•

 

Agents 
•

 

Inter-relating
•

 

Rich relationships
•

 

Non-linearity
•

 

Self-organising
•

 

Hierarchical
•

 

Path-dependent

•

 

Emergent behaviours
•

 

Feedback occurs
•

 

Fractal, nested
•

 

Heterarchical
•

 

Individuals only know local 
elements

[Braithwaite et al. 2014]
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Safety Perspectives in RHC

Safety I Safety II

[Hollnagel et al. Resilient Health Care, 2013]

•

 

The (relative) absence 
of adverse events

•

 

Reactive

•

 

Assumes safety can 
be achieved by finding, 
and eliminating the 
causes of adverse 
events  

•

 

The ability to succeed under 
varying conditions

•

 

Proactive

•

 

Focuses on what goes right, 
so that the number of 
intended and acceptable 
outcomes is as high as 
possible every day
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Typical understanding of Safety

[Hollnagel et al. Resilient Health Care, 2013]

The ‘find and fix’

 

principle

Let’s tackle things that go wrong

A focus on what goes right receives little 
encouragement

There is little demand from authorities and 
regulators to look at what works well, and if 
someone should, there is little help to be found
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A Different Perspective – Safety II

[Hollnagel et al. Resilient Health Care, 2013]

A different way of looking at safety

A different way of applying many familiar methods and techniques

Asks us to identify things that go right and analyse why they work 
well

Requires proactive management of performance variability, not just 
constraints and avoidance
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Safety II: When Things Go Right

[Hollnagel et al. Resilient Health Care, 2013]

What if we changed the definition of safety from ‘avoiding 
something that goes wrong’

 

to ‘ensuring that everything 
goes right’?

More precisely ‘ensuring that the number of intended and 
acceptable outcomes is as high as possible’

This requires a deep understanding of everyday 
activities
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The 10% or the 90%?
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What on earth were we thinking!

• We know a lot about when things go wrong
• But have made little progress
• We know little about when things go right
•

 

And this everyday clinical behaviour, relying on 
expertise and tacit knowledge, creates safe effective 
care
• We call this Resilient Health Care
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So … we need to develop 
more system resilience
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Resilient Health Care

Another way of thinking about resilience:

“resilience is the intrinsic ability of a system to adjust 
its functioning prior to, during

 

or following changes/ 
disturbances in order to sustain required operations 
under expected or unexpected conditions”

Here are some ideas from RHC thinking...

[Hollnagel et al. Resilient Health Care, 2013]
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Work-as-imagined 
vs. 
Work-as-done
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Work-as-imagined vs. Work-as-done

Work-as-imagined: The rules 
and standards outlining the way 
things should work—proposed by 
higher authorities and 
management at the blunt end. 

Work-as-done: The work carried 
out by frontline employees at the 
sharp end e.g., clinicians, 
paramedics, nurses.  

[Hollnagel, 2015]
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The secret second handover

Problem: Ambulance queues in Emergency Departments (EDs). The 
longer paramedics spend handing over patients, the longer their response 
time to other emergencies.

W-A-I: The NHS, UK, created 30 minute targets, in which ambulance crews

 

have 15 minutes from arriving to hand over patients, and 15 minutes to 
finalise paperwork. There should be one single handover to nurse

 

coordinators.

W-A-D: Paramedics engaged in a “second secret handover”

 

(SSH) in which 
they spoke to the cubicle nurse who would be directly responsible for the 
patient. This was against standardised protocols.

[Sujan, MA., Spurgeon, P. and Matthew, CO. 2015]
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Managerial staff (blunt end)
Nurse Coordinators: Disapproving of the SSH. They are concerned with 
the department’s workload, patient work-flow and availability of resources. 
They see the SSH as an unnecessary process which slows down the 
handover.

Front-line staff (sharp end)
Cubicle Nurses: Appreciative of the SSH. They want to ensure they have 
all the relevant information as they are directly responsible for the patient.
Paramedics: The best source for background information. Concerned with 
patient’s psychological and social needs. They want to tell the whole story 
and make sure nothing is missed in the paperwork.

[Sujan, MA., Spurgeon, P. and Matthew, CO. 2015]

The secret second handover
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We tend to figure out solutions 
and ‘fix’ work-as-imagined 
rather than work-as-done
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First story, second story 
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First story: linear thinking

Things have gone wrong

Find out what happened

Attribute actions to people

Uncover the root causes

Fix the systems so this doesn’t happen again
[Hollnagel, Dekker, Nemeth and Fujita. Resilient Health Care. P19, 22.]
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But healthcare really looks like this …
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Second story: complexity thinking
It’s more complex than the first story

It’s not linear at all

Multiple interacting variables

Uncover how come we did this many times 
previously and things went right
Strengthen the systems so we do more things well
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Resilience and the Second Story

Resilience: 
−

 

is a property of systems
−

 

confers on systems the ability to remain 
intact and functional despite the presence 
of threats to their integrity and function

−

 

is the opposite of brittleness and aspires to 
be a theory of systemic function
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Implications of these alternative 
ways of thinking 
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So:

Can we shift the emphasis to a more 
positive approach? 

To make sure things will go right more 
often?
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Discussion: comments, 
questions, observations?



Thank you for listening
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Patients for 
Patient Safety
Margaret Murphy, 
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Patients for Patient Safety
WHO Patient Safety

KINGS HEALTH PARTNERS
Safety Connections Conference

LONDON 16th June 2016

- THE PATIENT EXPERIENCE AS A CATALYST FOR CHANGE -

In honour of 
those who have died, 

those who have been left disabled, 
our loved  ones today,

we will strive for excellence, 
so that all people receiving healthcare 

are as safe as possible, 
as soon as possible. 

This is our pledge of partnership



INTRODUCTION


 

The heart of the matter –
 

the patient and family experience of 
care


 

Potential to drive improvement in policy making, education, 
research, standard setting, regulation


 

Personal background and motivation –
 

providing insights and 
engaging in partnership


 

The patient experience as a learning tool and catalyst for change


 
Empowerment of patients and families by enablers within the 
system


 

‘Making the status quo uncomfortable, while making the future attractive’
 –

 
J Conway, IHI



PATIENT EXPECTATION


 

Results of Irish Medical Council Survey –
 

90% trust 
doctors to tell the truth


 

Expectation of a culture of openness, transparency 
and open disclosure


 

Assuring confidence in individuals and system


 
Deserving of the trust of vulnerable patients and 
concerned carers


 

Recognising the patient as the individual with the 
greatest vested interest in the outome



CULTURE AND SAFETY

“No one is ever hesitant to speak up regarding the well being of a 
patient and everyone has a high degree of confidence that their 

concern will be heard respectfully and acted upon”
Michael Leonard, Physician Leader for PS at Kaiser Permanente

“Knowledgeable patients, receiving safe and effective care, from 
skilled professionals, in appropriate environments and with 

assessed outcomes”
Irish Commission on PS & QA



THE DATA – THE RECORD

Persistent back pain –

 
GP Visits, X-Rays

Orthopaedic Surgeon –

 
Bone Scan, Blood Tests

1997

 
1999

•Calcium 3.51mmol (2.05-2.75)

 
5.73 mmol(6.1)

Described as ‘inconsistent with life’.
•Creatinine 141 (60-120)

 
214

•Urate

 
551 (120-480)

 
685

•Bilirubin Direct

 
9.9 (0-6)

•Alk Phosphate

 
489 (90-300)



Every Point of Contact Failed Him...

“All the evidence indicates that the 
patient was suffering from a solitary 
parathyroid adenoma at the time, 
removal would have been curative with 
a normal life expectancy”

Research
96% Success Rate;  

1% Complication Rate

“Kevin would have had surgery to 
remove the over-active parathyroid 
gland.  He would have been cured 
and would still have been alive 
today.”

Peer Review



THE SHORTCOMINGS


 

Inability to recognise seriousness of Kevin’s condition


 
Appropriate interventions not taken


 

Selective and incomplete transmission of information.


 
Non receipting of vital information


 

Absence of integrated pathways


 
Link between behaviour and test results not made


 

Developing neurological problems ignored


 
No evidence of tracking of his deteriorating condition

ABSENCE OF DIRECT COMMUNICATION 
WITH THE PATIENT



THE SHORTCOMINGS Contd...


 

Treatment at Registrar level


 
The team dynamic


 

The impact of a weekend admission


 
Patient asked to accommodate system


 

Expectations of a Tertiary Training Hospital



ACHIEVING THE GOAL
Synchronising Culture and Expectation


 

Initial honest and humane reactions


 
Corporate damage limitation

Disclosure ≠ BLAME
Disclosure = INTEGRITY, DEMONSTRATION OF 

TRUE PROFESSIONALISM



An Adverse Event – The Aftermath

Confidence in 
ascertaining the 
truth shattered

Forced to 
reluctantly 
pursue the 
litigation route

Damage 
Limitation

Reluctance to 
be open and 
transparent

Closing ranks 
Lame excuses
Muddying 
waters



“It is very clear to me that Kevin
 

Murphy should not have died.”
 

Judge Roderick Murphy at High Court Ruling
 May 2004

Court Ruling



ADVERSE EVENTS AND HEALTHCARE STAFF??



The Swiss 
Cheese Model

A Better Way
Sir Liam Donaldson, Chair, WHO World Alliance for Patient Safety



A Wish List : Do it Right!


 
Observe existing guidelines, best practice and SOP’s.   
Be prepared to challenge each other in that regard


 

Following adverse outcomes undertake “root cause analysis”
 

"system 
failure analysis"/"critical incident investigation”.


 

Communicate effectively within the medical community 
and with patients


 

Keep impeccable records and refer constantly to those records


 

Listen to and respect patients and families


 

Know your personal limitations


 

Replicate what is good and be always vigilant for opportunities to 
improve.

ACKNOWLEDGE ERROR AND ALLOW LEARNING TO OCCUR



A Wish List Contd


 
Learn and disseminate that learning


 

Practice dialogue and collaboration – meaningful 
engagement with patients and families


 

Create a coalition of healthcare professionals 
and patients


 

Be honest and open and seize the opportunity to give some 
meaning to tragedy


 

It could not happen here 
– 5 most dangerous words

ACKNOWLEDGE ERROR 
AND ALLOW LEARNING TO OCCUR



Tell me a fact 
...and I’ll learn

Tell me a truth
…and I’ll believe

Tell me a story             
…and it will live in my heart forever

(Indian Proverb)

“Facts do not change feelings and feelings are what influence 
behaviours.  The accuracy, the clarity with which we absorb 
information has little effect on us; it is how we feel about the 
information that determines whether we will use it or not”.   

- Vera Keane, 1967



Where’s the Patients’
 

Voice in Health Professional 
Education? 

Christine Farrell, Angela Towle, William Godolphin
Division of Healthcare Communication, University of British Columbia

A Research Perspective and 
the WHO Curriculum Guide



INTERACTIONS WITH STUDENTS 
FEEDBACK from Faculty & Students


 

Acquiring appreciation of the value of the patient 
experience


 

Recognising the connection –
 

acquiring knowledge, 
mastering skills & appreciation patient perspective.


 

Assembling core values


 
Preserving the relationship of trust


 

Providing care that is compassionate, quality assured 
and safe.


 

Alignment with didactic course material



IDENTIFIED PATIENT SAFETY ISSUES


 

Communication


 
Viewing Patient holistically


 
Family Advocacy


 
Experience vs. Tunnel Vision


 
Patient as Partner


 
Danger times in patient journey


 
Care Team


 
Professionalism and Integrity


 
Supports for Patients and Family – adverse events


 
Supports for Clinicians – adverse events



More than anything, 
what distinguishes 

the great from the mediocre, 
is not so much that they fail less, 

it is that they rescue more.
- Atul Gawande

“To err is human, 
to cover up is unforgivable 

but to fail to learn is inexcusable.”
-Sir Liam Donaldson, Chair, WHO Patient Safety

Responding to the Deteriorating Patient 
- A Resolution Going Forward -



Welcome back

Safety  nnections
2 16
C

Harm Free
Care

Education Leadership

CommunicationTeamwork

@KHPSafety #SafetyConnections



Value Based Healthcare
Introduced by Professor John Moxham
Director of Clinical Strategy, King’s Health Partners



Integrated working and respiratory virtual clinics as a 
means of delivering high value care for a population
Dr Irem Patel, Consultant Respiratory Physician, Integrated Care

King’s Health Partners

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 



Integrated care 



Integrated care for long term respiratory conditions Page 4

https://www.brit-thoracic.org.uk/document-library/delivery-of-respiratory-care/integrated-care/
bts-integrated-care-position-statement-october-2014

Community TB provision

Home mechanical ventilation 

Admission avoidance and 
Early Supported Discharge for 
COPD

Home Oxygen review

https://www.brit-thoracic.org.uk/document-library/delivery-of-respiratory-care/integrated-care/bts-integrated-care-position-statement-october-2014


Case for change Page 5



Vision:

King’s Health Partners/Lambeth 
and Southwark Integrated 

Respiratory Service

For people with chronic respiratory 
disease in Lambeth and Southwark 
(and their carers) to experience care 
that is:

•High value

•Consistent

•Coordinated

•Supported

For healthcare professionals looking 
after them to have confidence and a 
clear pathway to deliver care

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

http://www.google.co.uk/url?sa=i&rct=j&q=kings+college+hospital+london&source=images&cd=&docid=7DKHi1Cq8lzITM&tbnid=AhALPVsiVY8GgM:&ved=0CAUQjRw&url=http%3A%2F%2Fshelfordgroup.org%2Fmembers%2Fkings-college-hospital-nhs-foundation-trust&ei=GWSrUfHLL8mU0QXj0YHIDg&bvm=bv.47244034,d.d2k&psig=AFQjCNGHNoaD_XiTjAwFvwlHhh6ZyjMrdQ&ust=1370273133032907


Context: health care provision in Lambeth and Southwark Page 7

• 2 teaching hospitals (AHSC)

• 2 respiratory teams, > 2 consultants

• One integrated community provider

• 2 CCGs

• 2 GP respiratory leads

• 600,000 population

• 100 GP practices

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 



Context: Lambeth and Southwark

‘1 in 5 deaths due to smoking’

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 



Context: COPD mortality in Lambeth and Southwark

4 8

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 



A story with no beginning… 
COPD diagnosis in Lambeth and Southwark

LAMBETH SOUTHWARK
POPULATION 300,000 300,000

COPD Prevalence 0.88% 1.17%

TOTAL 2448 3216 5664

Estimated COPD 
Prevalence

2.9% 3%

UNDIAGNOSED 5619 3215 8834

8067 8246



Harm and waste due to high dose ICS in Lambeth and Southwark

98 practices in Lambeth and Southwark

41 practices agreed

310,775 patients

3537 patients with COPD diagnosis (1.14%)

IMD score in most deprived quintile of UK

PLoS One. 2013; 8(10): e75221



35% of patients on COPD register
did not meet criteria by spirometry



Results

Spirometry and exacerbation frequency in 
previous 12 months

38% over treated 
with inhaled steroids (ICS)

469 patients without 
spirometry confirmed 
COPD or asthma
= 51% on ICS

12 additional cases of 
pneumonia per year?

Cost:
£500,000 per year in L&S



Page 14

Price et al. Prim Care Respir J 2013; 22(1): 92-100



Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

High value (“right care”) approaches: COPD value pyramid

Porter. NEJM 2010; 363: 2477-2481

IMPRESS guide to the relative value of COPD interventions 2012



The Team Page 16

KCH
8a physio lead

GSTT
8a physio lead

B7 RNS - ED
B7 RNS - AA/ESD/comm
B6 physio - AA/ESD/comm
B7 RNS - oxygen
B7 RNS - wards
B6 physio - wards

plus community
PR team 

B7 physio – Ambu O2
B7 RNS – Oxygen
B7 physio – AA/ESD/comm
B6 RNS – AA/ESD/comm
B7 physio – PR/wards
B6 physio – PR/wards
B6 physio - wards
B6 physio - wards

Pharmacist

Consultant

GP GP

Admin

7 day hospital team  +    7 day telephone advice line (9-5pm)
7 Hospital and Community Pulmonary Rehabilitation sites  



Primary 
prevention 

Health 
promotion 
and 
education

Secondary 
Prevention:
Accurate 
diagnosis

Spirometry 
screening of high 
risk patients in 
community and 
general practice

Accurate 
performance and 
interpretation of 
spirometry 
(ongoing 
assessment of 
competencies with 
support)

COPD register
(Ongoing 
validation with 
support)

Stratification of 
registers by 
disease severity: 
mild, moderate, 
severe

Enhanced referral 
pathways to 
specialist support 
for diagnostic 
difficulty

General Practice

Tertiary 
Prevention:
Treatment and 
management of 
stable disease

Expanded Templates 
to guide NICE 
guideline based
management

Vaccination

Named specialist 
respiratory nurse for 
practice clusters

Specialist medication 
reviews by community 
pharmacists

Self management 
education and written 
individualised action 
plans

Anticipatory care
Knowledge and 
support for carers

Enhanced General 
Practice and community 
specialist services

Complex / severe 
disease

Case management by 
appropriate case manager 
(respiratory nurse specialist 
or Community Matron)

Evidence based oxygen 
prescribing and follow-up

Consultant and nurse led 
clinics with MDT support 
(including physiotherapy, 
psychology, dietetics)

Non Invasive Ventilation

Planned hospital admission 
for those who need it

Specialist and 
generalist community, 
hospital and OOH 
services

Unscheduled care

Admission avoidance 
through intermediate care

Hospital admission

Supported discharge to 
reduce LOS via EDS 
programme or intermediate 
care

Post admission review in 
consultant and nurse led 
clinics

Specialist and 
generalist 
community and 
hospital 

End of life care 

Gold Standards 
Framework

Prognostic indicators for 
primary and secondary 
care

Specialist support

Referral pathways

Treatment and 
management 

Community Pulmonary Rehabilitation 

Admission avoidance

Smoking cessation, health promotion and self care

Co-ordinated social care

Supportive and palliative care

Education and clinical support

Information and Clinical Audit

Optimal Service Model: COPD Pathway 

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 



Optimal Service Model for COPD:  Tiers of Care 

TIER 1:

Essential Care

‐Accurate timely 

 
diagnosis

 ‐Case finding

‐Disease register

‐Annual review

‐Disease specific 

 
education

 ‐Immunisation

‐Smoking cessation

‐Diet and exercise

‐Responsible  resp 

 
prescribing

 ‐Self management 

 
advice

 ‐Specialist advice as 

 
needed

 

TIER 1:

Essential Care

‐Accurate timely 

 
diagnosis

‐Case finding

‐Disease register

‐Annual review

‐Disease specific 

 
education

‐Immunisation

‐Smoking cessation

‐Diet and exercise

‐Responsible  resp 

 
prescribing

‐Self management 

 
advice

‐Specialist advice as 

 
needed

TIER 2:

Enhanced Essential Care

‐Annual review

‐Pulmonary rehab

‐Escalation of therapy

‐Exacerbations in community

‐Post exac reviews

‐Post discharge reviews

‐Self management plans and 

 
rescue Rx

 ‐Bone protection

‐Care Planning

‐Dietetics

‐Psychology input

‐Social input

‐Case management

TIER 2:

Enhanced Essential Care
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TIER 3:

Specialist Care in Community

Admission avoidance

Early Supported D/C

Oxygen assessment

MDT r/v

IRT clinics

IRT domiciliary r/v

Complex psychological input

Complex social input

Advanced care planning 

Telephone support

Triage referrals (SPR)

Education for community HCPS

TIER 3:

Specialist Care in Community

Admission avoidance

Early Supported D/C

Oxygen assessment

MDT r/v

IRT clinics

IRT domiciliary r/v

Complex psychological input

Complex social input

Advanced care planning 

Telephone support

Triage referrals (SPR)

Education for community HCPS

TIER 4:

Hospital Care

Acute admission

NIV

Complex disease

Complex comorbidity

Age <50

Rapid deterioration

Surgical Rx

Lung Transplant

VIRTUAL CLINICS



Early specialist input, structured admission and enhanced 
recovery 7 days a week: COPD Discharge Bundle

•Admission an opportunity for 
high value interventions

•Specialist review

•Structured admission

•Supported discharge and 
enhanced recovery

•Admission avoidance

•Early Supported discharge/
Hospital at Home

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

Hopkinson NS et al Thorax doi:10.1136/thoraxjnl-2011-200-233 



Multidisciplinary integrated care: Supported discharge 

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

Team NAMES, email and 
7 day telephone no

Hospital data READ coded
For GP records



Multidisciplinary integrated care: Care Planning Page 21

COLLABORATIVE 
CARE PLANNING
Agreed goals with patient
to be followed up with GP



Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

Home oxygen assessments and reviews 



Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

Getting the diagnosis right and getting the right care by 
the right person at the right time



Supporting local respiratory skills: integrated delivery of 
respiratory education

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

“it has changed my practice
forever”

“understand about importance
of flu jab and smoking in
COPD”

“will remember to step patients
steroid inhalers down”

“very useful to understand
about pulmonary rehab so I can
explain to my patients”



Respiratory Virtual Clinics Page 25

Practice 
nurse

Respiratory 
pharmacist

GP Practice 
pharmacist

Respiratory
Consultant



Respiratory Virtual Clinics Page 26

Review high value messages

Reiterate referral pathways

Reinforce respiratory
prescribing messages

Review pre-selected caseload
of patients: 20-40

Accurate diagnosis

Appropriate long term management

Complex patients

Relationship building 



2014-2015: 94% of practices in Lambeth and Southwark hosted a VC

Evaluation = 4/5 or 5/5

Data from 25 VCs:
• 372 patients on COPD registers reviewed

• 321 (86%) patients had their diagnosis of COPD confirmed 

• 279/321 (87%) patients had a recommendation made

• Recommendations included: 
64 (23%) referrals to PR

45 (16%) referrals for smoking cessation support

41 (15%) patients to initiate a LAMA

16 (6%) patients to initiate a LABA

198 (71%) patients to step down/withdraw the ICS

Respiratory Virtual Clinics: snapshot data Page 27

D’Ancona GM,, Patel I, Saleem A et al. Thorax 2014;69:A90 doi:10.1136/thoraxjnl-2014-206260.179 



Outcomes: reduction in high dose inhaled steroid prescribingPage 28

VIRTUAL CLINICS





Outcomes:  cumulative savings of £350,000 over 7 quarters



Outcomes: shift to higher value intervention for a populationPage 31

50% increase in PR referral 
from primary care



Outcomes: COPD admissions Page 32

KCH – COPD Acute Admissions
HRG Codes 2012‐13 2013‐14 %change 2014‐15 %change

COMPLEX COPD ADMISSIONS

Dz21A  164 164 0.00 192 17.07

DZ21B 1 4 300.00 4 0.00

DZ21E 14 20 42.86 28 40.00
DZ21F 5 4 ‐20.00 4 0.00

DZ21G 1 4 300.00 0 ‐100.00

UNCOMPLICATED 

 

COPD 

 
ADMISSIONS

DZ21H 124 116 ‐6.45 96 ‐17.24

DZ21J 132 120 ‐9.09 92 ‐23.33

DZ21K 40 28 ‐30.00 8 ‐71.43

Total admissions 481 460 ‐4.37 424 ‐7.83

DZ21K Length of stay 2012‐13 2013‐14
%chang

 
e 2014‐15 %change

DZ21K LOS 4.45 3.41 ‐23.37 3.7 8.50

DZ21K Admissions 40 28 ‐30.00 8 ‐71.43

Total COPD admissions
reduced by 8% 

34% reduction in COPD
admissions (without cc)

LOS reduced by 17%



Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

People who make this happen 



Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 

Resources 

NHSE London Respiratory Strategic Clinical Network
http://www.networks.nhs.uk/nhs-networks/london-lungs/

Repository for London Respiratory Team 2010-13 
http://www.networks.nhs.uk/nhs-networks/london-respiratory- 

network/key-documents

Impress  – Breathlessness, COPD value work & more…
http://www.impressresp.com/index.php?view=category&id=11%3Aimpres 

sions&option=com_content&Itemid=3

http://www.networks.nhs.uk/nhs-networks/london-lungs/
http://www.networks.nhs.uk/nhs-networks/london-respiratory-network/key-documents
http://www.networks.nhs.uk/nhs-networks/london-respiratory-network/key-documents
http://www.impressresp.com/index.php?view=category&id=11:impressions&option=com_content&Itemid=3
http://www.impressresp.com/index.php?view=category&id=11:impressions&option=com_content&Itemid=3


Improving the value of care for patients with neck of 
femur fractures
Dr Toby Colegate-Stone, Consultant Orthopaedic & Trauma Surgeon, 
King’s College Hospital

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 
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Improving the Value of care 
for patients with hip fractures 

T Colegate-Stone 
J Sinha



How big is this problem?
• Upward trajectory of our ageing population 

• Population aged 65 and over is predicted to increase from 17% to 23% by 
2035

• UK annual number of patients with neck of femur (NOF) fractures is 
projected to rise to 101,000 by 2020

• Health and social care information centre (HSCIC) data indicates fracture 
NOF patients to have the second highest 30-day mortality rates following 
emergency admissions, just after stroke patients

• It has significant fiscal consequences. The approximate annual expenditure 
relating to fracture NOF alone is £2.2 billion by 2020
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IN-PATIENT FLOW
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WHO IS THE AVERAGE PATIENT?

• Has a fragility #
• Most likely a #NOF
• Is in their 80’s
• Has multiple chronic medical co-morbidities

– i.e. someone with complex chronic medical & social 
needs that also has a #NOF

– Acutely physiologically vulnerable due to both the # 
& surgery

• Is admitted to an outlier ward
• Has to wait for a bed on the specialist T&O/ Ortho-geri 

ward



30 DAY MORTALITY COMPARISONS

Rank Diagnosis Mortality rate 
per 100,000

circa

Admission location

1st Stroke 18,000 Acute Stroke Unit
2nd #NOF 7,000 ?

67% ADMITTED TO OUTLIER 
WARDS

3rd MI 5,000 Coronary Care/ Acute medical 
unit

HSCIC HOSPITAL EPISODE STATISTICS 30 DAY MORTALITY
SECONDARY TO EMERGENCY ADMISSIONS
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ACUTE RECOVERY

REHAB

PROCESS MAP OVERVIEW
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Engaging with our patients
• What do our patients deserve?

– Deserve to be placed first & at the centre of 
their care

– Deserve integrated multidisciplinary care
– Deserve good outcomes
– Deserve organised care



Health OutcomesHealth Outcomes

Can we afford better health?

Cost of delivering the outcomesCost of delivering the outcomes
ValueValue ==

The most powerful way to increase value 
is to improve outcomes 

in ways that reduce costs

Shorter cycle time often reduces stress, cost, acuity





Aim
• VBHC re-orientation of service about the condition

• Formation of an integrated practice unit for patients 
with #NOF

• Managing this cohort on a condition rather than 
departmental basis and wrap the complex 
multidisciplinary care that they require about them
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Admission Year & Month
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%
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Overall Performance ‐ BRO. Princess Royal University Hospital (Bromley)
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PRUH time to ward



PRUH crude length of stay



PRUH NOF outcomes as compared to 
London peers- source HED

50



Conclusions
• Re-orientating the service towards the needs of patients with # NOF is seen 

to enact a positive & amplified impact on outcomes

• Old pathway
– Backend impeded the front
– Unresolved frontend pathway issues can be amplified later

• New pathway & IPU has improved outcomes 
– Lower indices regarding mortality rates, average length of stay & cost
– Higher value care being delivered 

• Better care can be more cost effective

• Main challenge now is sustainability 
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Joining up clinical information systems to improve quality 
and safety
Dr Cormac Breen: Chief Clinical Information Officer, Guy’s and St Thomas’

Southwark Clinical Commissioning Group 
Lambeth Clinical Commissioning Group 



Adrian McLachlan Lambeth GP 
 and CCG Chair

Cormac Breen GSTT Consultant 
 and CCIO

The Local Care Record
Sharing Patient Records between primary care and hospital in 

 
Southwark and Lambeth

KHP Annual Conference 
 10/5/16 





Utilisation rates (as at April 
 2016)

There were over 39,088 lookups performed in total across all users in April 

 
2016.

There were 19,823 unique patient records viewed in April, with primary 

 
care accounting for 53%

There are now over  1,000 primary care and 1,969 KHP users.



What does the Local Care Record look like ?

Subject Tabs

Users simply select a subject tab and then an organisation to expand the information they require i.e.  Results at 

 
Kings College Hospital 

Patient Records that exist 

 
for the patient



Results Example



Primary Care Benefits Work stage 1

Based on an average size GP practice of 7,000 registered patients

Our early benefits work is reporting:

o

 
60‐75% reduction in GP practice calls to hospitals chasing patient information

o

 
Reduction of approximately 25 

 
unnecessary / duplicate test requests per practice 

 monthly

o

 
Avoidance of one referral, per GP, per month



Next Steps

Community Health Integration and Social Care Integration
Assess the requirements and plan necessary development, testing,

 
assurance and 

 implementation

Patient Access to health records
Assess the requirements in conjunction with existing solutions (EMIS access) and 

 South East London work

Linking to other Strategic Partners
Assess the requirements and plan information Integration with other strategic 

 partners i.e. Neighbouring boroughs, London Ambulance Service / 111 / Out of Hours

Product Developments
Gather, consolidate and assess requirements for new system functionality and 

 enhancements



Now people are live  ………

 

this is what people had to say

GP: A patient told me their scan 

 
was fine but after checking the 

 
LCR in the appointment I found 

 
it wasn’t …. improving safety

GP: No more waiting for 

 
letters and test results, I 

 
can now see them in the 

 
consultation 

 
appointment

Nurse: This is 

 
fantastic and is 

 
improving 

 
continuity of care

GP: It’s so intuitive 

 
and has become 

 
second nature so 

 
quickly …

GP: I’m not sure I 

 
could live without it 

 
now I have it 

GP: It has already 

 
improved my 

 
prescribing by giving 

 
me access to allergies 

 
at the hospitals 

Consultant: I was able to see the 

 
patients diagnoses and their 

 
medications from the GP record. 

 
It improved my onward referral 

 
information and treatment plan

Admin: My Stress 

 
levels have already 

 
fallen significantly 

Patient: This is 

 
great but surely 

 
you already 

 
have this ? 



Safety  nnections
2 16
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Harm Free
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Patient Safety Connections 2016
Health Innovation Network: Safety Programmes

Thursday 16th June 2016

Dr Adrian Hopper &  Zoe Lelliott



• The Health Innovation Network is one of 15 Academic Health Science 

Networks across England in 2013, covering  South London. 

• We have 4 objectives which are nationally mandated by NHS England, 
as part of a 5 year licence:

Health Innovation Network is one of 15 AHSNs

• We connect academics, NHS commissioners and providers, local 

authorities, patients and patient groups, and industry – supporting and 

speeding up the spread and adoption of evidence-based innovations and 

best practice, across large populations



We have 56 members across 12 South London boroughs

Population 

3.5million

Healthcare 

workforce 

60,000+



Clinical Themes Innovation themes

Patient & 

Public 

Involvement

With prioritised clinical themes and innovation themes  

Wealth Creation

Technology & Information

DigitalHealth.London

Patient Experience

Capacity Building 

Diabetes

Dementia

Musculoskeletal

Patient Safety

Strong Membership involvement and Partnership relationships underpin our work 

Alcohol



Areas of focus within our projects and programmes

Leading healthier lives
•Healthier staff (e.g. ESCAPE-work)

•Alcohol (intervention and brief advice) 

•Osteoarthritis advisor role

•Supporting diabetes prevention 

Supporting better self-care
•Diabetes- increasing insulin pump use and 

structured education 

•Musculoskeletal – ESCAPE programme

•MyBrainBook tool for people with dementia 

Improving diagnosis & care
•AF - Stroke prevention

•Dementia – DeAR-GP in care homes

•Alcohol-related frequent attenders

•Managing hypo/hyperglycaemia

Making care safer
•Catheter care - reducing infection

•Communities of practice 

•Reducing falls in dementia

•Diabetes – medicines safety and discharge

Creating improvement capacity
•New talent into non-clinical roles in 

healthcare: NHS Internships

•Board leadership development

•The Fellows Network

Driving digital healthcare
•Getting the best digital tech into healthcare 

•Helping NHS staff and patients maximise the 

opportunity

•Enabling London health tech companies



Patient Safety Collaborative

Communities of Practice

Is working together across the whole healthcare system – from 

hospitals to patients own homes – to codesign interventions and initiatives 

to reduce avoidable harm, save lives and embed a patient safety culture.

We will:

·

� Identify evidence-based and reliable practice, 

and to scale up and spread this in a sustainable way

� Develop improvement capability within organisations and leaders

� Embed a safety culture for safer care through staff involvement

� Help staff analyse, monitor and learn from safety and quality information

� Ensure that patients and carers are actively involved in 

both design and delivery of projects

Our priority projects…

IHI improvement 
collaborative - scale 
up and spread of a 
bundle of 
interventions to 

reduce catheter 
associated urinary 
tract infections by 
30%

Patient-led 

co-design

Medications 
safety
(initial focus on 

insulin)

Patient Safety 
Handbook
(South London 
projects, resources 

and expertise)

Dementia falls
(screening, 

access, referrals)No Catheter, 
No CAUTI

Research –

Inter-

professional 
Interventions 

Supporting 
Patient Safety

Duty of CandourDuty of Candour

SepsisSepsis

MaternityMaternity#hinstopcauti

#patientsafetysouthlondon

For more information: http://www.hin-southlondon.org/

DeliriumDelirium

Medications 

Safety

Medications 

Safety

Deteriorating 

Patient

Deteriorating 

PatientPressure 

Ulcers

Pressure 

Ulcers

Medicines 

Optimisation

Medicines 

Optimisation



• Groups of people who share a common 
passion for something

• All welcome! Individuals from different 
organisations, professions and levels of 
seniority participate as equals

• Communities identify issues faced within 
their field and work together to design 
and implement solutions

• Opportunity to learn, share and reflect

What are Communities 

of Practice?



Current Communities of Practice

• Sepsis

• Maternity

• Duty of Candor

• Delirium

• Medicines Safety

• Medicines Optimisation

• Acute Deterioration

• Pressure Ulcers

• Culture Change

New communities are 

encouraged



Communities of Practice: Pecha Kucha
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• IHI Breakthrough 

Collaborative 
Series

• Age UK 

Educational 
Materials

• Catheter Care 
Week

Catheter Care
…If in doubt, take it out



• HIN is working with partners across South London to deliver a Breakthrough 

Collaborative at scale – Phase I will be 5 Trusts, then scale up to include all providers in 

South London (linking with commissioners)

• Partnership with AgeUK and major continence charities to deliver patient and 

carer-led co-design for the programme

No Catheter, No CAUTI ‘Care Bundle’

Avoiding 

unnecessary 

placement

Avoiding 

unnecessary 

placement

Prompt 

removal

Prompt 

removal

Rapid review 

of incidents 

(CAUTIs or 

bloodstream 

infections 

associated 

with CAUTIs) 

for learning 

and 

improvement

Rapid review 

of incidents 

(CAUTIs or 

bloodstream 

infections 

associated 

with CAUTIs) 

for learning 

and 

improvement

Quality and 

improvement 

about the 

management 

of catheters 

out of 

hospital

Quality and 

improvement 

about the 

management 

of catheters 

out of 

hospital
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https://vimeo.com/156234954



•Plan a catheter activity for your patients, clinicians or service

•Publish information on your service newsletters, information 

board, intranet page

•Join HIN activities or activities of other services or organisations 

•Join our social media activity:

•Follow and use the hashtag #cathetercare when promoting your 

activities during Catheter Care week

•Tweet and retweet campaign support

What can you do during Catheter Care 

Week 20-24 June 2016?
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Organisations Involved:



Further Information

16

• Come to one of our workshops

• Make a catheter care pledge at our stall in the lobby

• Tweet using the hashtag #cathetercare

Contact Details:

•For Communities of Practice: Katherine Joel. 
Katherine.joel1@nhs.net

•For Catheter Care: Sally Lawton. Sally.lawton2@nhs.net



Questions?
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Patient Safety Insights
Dr Priya Singh

Non-Executive Director, Guy’s and St Thomas’

Director of Clinical Strategy KHP



Reason’s “Swiss cheese” 
model of accident 
causation

Some holes due
to active failures

Other holes due to
latent conditions

Successive layers of defences, barriers and safeguards

Hazards

Losses

System defences



Before and after the holes line up

Some holes due
to active failures

Other holes due to
latent conditions

Successive layers of defences, barriers and safeguards

Hazards

Losses

System defences



Factors decreasing the risk of error

• How do I compare with 
the best me 

• I was able to tell my 
story



The aftermath

• Hypotheses
• Speculation 
• Change of story
• What can I trust

• Support



Crosses cultures

• Saying sorry

• Maintaining contact

• Showing learning



Thank you
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