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What makes me ‘tick” as a (respiratory) clinician?

Motivation and Values

v" Delivering best outcomes possible for ‘my’ patients*
v Improving outcomes for ‘my’ patients*
v" Affirmation from patients and families

v' Peer opinion and respect Autonomy, mastery and
purpose ...

v Quality of days & being well

v" Learning and using (new) skills

treating tobacco dependence

evidence-based conversations:

shared decision making & behaviour change
v" New challenges?

* ‘Under my care’ ...local population/all patients ... with respiratory disease



What are the needs of Londoners admitted

to hospital with respiratory illnesses?

 Tobacco dependent

* Multi-morbidity and poly-pharmacy

* Mix of physical & mental ilinesses including
* Drug and alcohol dependence
* Diagnosed and undiagnosed dementia

«  Morbid obesity Low health literacy

e Difficult life situations including Low mastery & activation
 Alone, homeless & from prison

e Specific communication needs
* Learning Disabilities
* Not able to speak or understand English

e Not able to read

* High risk of premature mortality



What respiratory patients and families
in London tell us about their needs

‘I don’t want to die’

’

‘breathlessness is frightening and disabling

‘hospitals & GP teams don’t talk to each other enough’
S RO T |

— ‘' want ‘better’ conversations with
those involved in my care’

http://www.nationalvoices.org.uk/realising-value-person-centred-care

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



Addressing what patients want us to

change: key challenges & enablers

How are we going to:
* Delay death
* Improve the experience of living with breathlessness?
* Have conversations that ‘work’ better for patients
*  ‘Make’ care feel more joined up to those experiencing it
We need to work out what are the ‘right’ things to do
Co-design models of care with patients & families

Use systems to make doing the ‘right’ things easier

Integrated Care and Collective Clinical leadership



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




Why might using a ‘value-based’ approach

be useful in COPD?: ‘I don’t want to die”

Number of COPD deaths per million per year by country, 2001-10

Age-standardised mortality rate (per million of population)
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Why might using a ‘value-based’

approach be useful in COPD?

Common disease caused by smoking COPD increasingly

Patients die from it & often ‘young’ described as
High costs to patients & society young fraifty”..

Causes disabling breathlessness IR
Causes respiratory failure =
Frightening for patients & families Can Only Plan Daily
Variation in treatments offered

Variation in outcomes ...

1.2 million people in the UK living with diagnosed COPD

30,000 deaths due to COPD each year



What is High Value Respiratory Care?

COPD ‘Value’ Pyramid 2011-
f cditoria |

Figure 1 The pyramid of value for

COPD interventions developed by the
London Respiratory Network with The
London School of Economics (modified|
from'®) gives estimates of cost per
quality adjusted life year gained. LABA|
long-acting 2 agonist; QALY, quality
adjusted life year. LABA

£8,000/QALY

Thorax

Tiotropium
£7,000/QALY

Stop Smoking Support with
pharmacotherapy £2,000/QALY

*(not specific to COPD)



High value interventions in COPD
Are we delivering them?

The value pyramid providing a representation of the proportion of people
who were receiving value-based interventions for COPD in Wales in 2014-15.



Using the COPD ‘Value’ Pyramid to start to
think about relative value .... Flu vaccination

Now we:
‘Always’ ask about flu vaccination
Talk about & recommend flu vaccination
Provide flu vaccination in clinics & on ward
for patients who have ‘missed’ out

Tiotropium
£7,000/QALY

Stop Smoking Support with
pharmacotherapy £2,000/QALY

*(not specific to COPD)



Staff influenza vaccination:

Beliefs, behaviours and variation

Varies by staff group:
nurses lowest ...

3

workers vaccinated (%)
8

Proportion of healthcare

50
40
| | | |
2011-12 2012-13 2013-14 2014-15
Influenza season

Fig 1. Trends in influenza vaccine uptake across the 2011-12, 2012-13,
2013-14 and 2014-15 influenza seasons. Results represented for each

Respiratory epidemiology
T Influenza vaccination for NHS staff:
WAl attitudes and uptake
Research

Dinesh Shrikrishna," Sian Williams,? Louise Restrick,® Nicholas S Hopkinson®*

Varies by NHS Trust:

‘... recent publication* suggesting that a 10%

Increase in staff vaccination reduces healthcare
worker sickness absence by about 10%.’

Healthcare worker influenza vaccination and sickness absence — an ecological study
Pereira M, Williams S, Restrick L, Cullinan P, Hopkinson NS for London Respiratory Network

Clinical Medicine 2017 Vol 17, No 6: 484-9



Whittington staff flu vaccination leadership:
Sharing values and value ...

We expect all staff (& students) who work on our respiratory ward and all staff who
work with respiratory patients to have and have had flu vaccination every year
We ask new staff at interview ‘do you have flu vaccination every year?’

All medical students get ‘free’ flu vaccination.



Using the COPD ‘Value’ Pyramid to start to
think about ... smoking differently

Tiotropium
£7,000/QALY

S

Stop Smoking Support with
i pharmacotherapy £2,000/QALY i

*(not specific to COPD)
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smoers QUIT

What does smoking have to do

NHS

London Clinical Senate

with hospital admission?

Table 1  Smoking status by speciality, adjusted ORs relative to patients not treated, and estimated number of national FCEs for patients g
15+ in England in 2010/2011 in current and ex-smokers (ranked by % current smokers)

Number of

Number of Total number of episodes where Number of

patients in % current % ex Adjusted OR for current FCEs in patients patient current episodes wi
Speciality study dataset  smokers smokers  smoking, 95% Cl, p value* aged 15+t smoker# patient ex-s
Not admitted 469 971 14.7 19.8 Smok|ng respon5|b|e for
Admitted 80 007 17.0 30.2 ..
Adult menta | N G IR ~500 000 adult admissions
illness
e 435 232 280 >1 million smokers treated in hospital
Oral surgery 1501 22.3 20.7 - .
[Thoracic medicine 1178 21.9 37.4 26 m|”|0n epISOdeS Of care

40% people admitted with COPD in England remain tobacco dependent

Unchanged over 10 years

Known in only 74% of admitted patients - from GP data!

NB Smoking status:

Szatkowski L, Murray R, Hubbard R, et al.Thorax 2015;70:498-500.



Londoners’ dying from smoking E

1,125,000 smokers in London and smoking causes 8,175 deaths/year*
T T

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

[/ and direcﬂy cc-sting ‘1 in 5 deaths due to smoking’
the NHS £250 million.

*London Senate Helping Smokers Quit Programme Report 2016



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/



Treating tobacco dependence A
How effective are we as in-patient teams? ———
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Chart data is indicative status only - © Royal College of Physicians - Technology by Crown Informatics {ID: COPDSC-5M1)




-*_‘Changmg what we do:

~ Whittington Health m
Dlagnosmg & treating tobacco dependence 2004 2017

Consultant led - all team members responsibility
Quit smoking specialists key members of MDT
SKILL TRANSFER & trainino

Why doitasa clinician?
High value treatment
‘Works'’

us’ difference 1o patient O
kills, doesn’t take long

utcomes
Makes an ‘0bvio

Like using new s
‘Rewarding’

w~

Smoking

cessation A 4 - |

Specialists

*Ruiz J et al Nicotine and Tobacco Research 2011



. Treating tobacco dependence:

_ _ _Whittington Health NHS
Do.incentives help & does it work?

Document the smoking status of every adult inpatient ANNURL]  rea of
Offer Brief Advice to smokers AWARDS] Sl eam

Refer to Stop Smoking Services

v

v

v' Offer and prescribe NRT & varenicling ~ [remmam e
v e :
v’ Training front line medical staff

Smoking - WHT. Whittington Hospital " n
04 Referrals to Stop Smoking Service
-
. -]
o+ hhdie B
20 % ® National 75th percentile for prescription of smoking cessation pharmacotherapy to current smokers (34%] E 1]
. = e
m i ot :
Ky E T
A
i = o “
Adi 24
I} "y X
~# (Hospital ) % of ke it i
Rt v s et i oo e S sSSP Py
L4 o & F
Chart data is indicative status only - © Royal College of Physicians - Technology by Crown Informatics (ID: COPDSC-SM1)

Whittington Health Respiratory Ward Outcomes

50% 6 month quit rates
with varenicline and intensive support*

*Ainley A, Pang E, Coleman B, Stern M, Restrick L) Thorax 2014;69 (Suppl 2):A199 10.1136/thoraxjnl-2014 206260.404
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mﬁ;ﬁqun Treating tobacco dependence in hospitals:

Change at scale and pace in Canada

2-group effectiveness study - Ontario, Canada.
Impact of ‘Ottawa Model’ for Smoking Cessation cf ‘usual care’
Adult smokers admitted to hospital

Systematic approach to tobacco dependence treatment in healthcare
v identify and document the smoking status of all patients

v’ provide brief counselling and

v’ in-hospital pharmacotherapy

v’ offer follow-up support post-hospitalisation to all ‘smokers’

Effectiveness of a hospital-initiated smoking
cessation programme: 2-year health and healthcare

OPEN ACCESS
outcomes

Kerri A Mullen,” Douglas G Manuel,? Steven J Hawken,? Andrew L Pipe,’
Douglas Coyle,® Laura A Hobler," Jaime Younger,? George A Wells," Robert D Reid’
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smoers QUIT

A
ceeceees Control Adjusted HR, 0.60; 95% CI, 0.42 to 0.85; p<0.001
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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



Coming back to what patients want us to

change: key challenges & enablers

How are we going to:
* Delay death
* Improve the experience of living with breathlessness?
* Have conversations that ‘work’ better for patients
*  ‘Make’ care feel more joined up to those experiencing it
We need to work out what are the ‘right’ things to do
Co-design models of care with patients & families

Use systems to make doing the ‘right’ things easier

Integrated Care and Collective Clinical leadership



High value care for breathlessness:

keeping patients safe

Care at home : : Respiratory
ded N Respiratory Failure fail
Proviged corree Breathlessness (low oxygen saturation) anure
diagnosis made, (symptom) YE =
correct diagnosis and
treatment treatment in
started AND Breathless hospital
patient feels in and low oxygen
control of saturation
breathlessness
Low oxygen

saturation but
not breathless

Breathless
with normal
oxygen
saturation

Ask and listen Measure




Enabling safe care in all settings:
Clinicians who have & use oximeters to
assess breathless patients
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Breathlessness complicated & frightening

, 30, didn’t go the GP because I'd
(@ ERS\ngWP" tting t " the ot used to being breathless”

we Care "

- pallial isease

Respiraty

| Chapter 11

Service planning and delivery for
chronic adult breathlessness

Sian Williams' and Chiara De Poli?

“They looked at my lungs not

who they belonged to”
Should the patient be admitted?

Reletive hyyretrmancs bor S potaent v ves < WVS0 (hrare
rmal NF e hat persese

The diagnosis and management of the symptom and underlying causes of ch Check blood pressure

breathlessness challenge current health service organisation and delivery, as evidenced b
diagnosis or misdiagnosis, underuse of effective treatments and resource waste in tim
health service austerity. A new approach that builds on the evidence and experien.. ..

Measure oxygen saturation and RN A

. e . P s « 00 e e st () ov > 108 per
2 . ! . - = pulse using a digital pulse OXIMETET s (ot o the syt b g s irrgbes
managing complexity in healthcare is needed. This chapter summarises where we are now in whilst manually confirming the rate
terms of the scope and scale of the problem and offers some options to tackle it. It describes and rhythm
how to improve diagnosis and treatment in all settings by using a decision support tool
derived from multidisciplinary case-based discussion and the literature on heart failure,
COPD, asthma, obesity and anxiety interventions. It also describes how to set up specific
cardiorespiratory services, and how to extend the learning from the best palliative care services

for breathless patients. For the longer term, it offers the vision of a population-based approach,

describing aims, objectives and criteria to evaluate the impact of a breathlessness system. LI Ste n to, & d e S I g n

breathlessness pathways with,
It sounded an excellent plan, no doubt, and very neatly and simply arranged. The only difficulty was, she had e e e -

patients & families?

Measure Peak Expiratory Flow
(PEF) using a peak flow meter




Breathlessness pathways: what works?
Pulmonary Rehabilitation

LABA

Tiotropium
£7,000/QALY

Stop Smoking Support with
pharmacotherapy £2,000/QALY

*(not specific to COPD)

PR in Denmark; photo courtesy of Margrethe Smidth



Breathlessness pathways:

Skills to enable mastery ...

‘Better conversations’
‘vlan my care with people who work together to understand me and my
carer(s), allow me control, and bring together services to achieve the

outcomes important to me.”

Figure 1: continuum strategies to support self-management D O W e t h i ] k We N e e d t h e S e

Focus on self-efficacy Ski”S?HOW are we gOing to Iearn
Motivationalinter@' . e e .
: ° these skills as clinicians?

Telephone coaclTTTm

1
Care.p vy 1 Goal setting
Patient held records Active group education
Information provision [ ] G . ( ) ?
Online courses Group education Behavi;ur change oin g on courses :
[ ] [ ] : . .
Electronici.nformation Self—m(zlitoring Le arnin g fro m ; an d WOr kl N g W |t h ’
itten inf ) . .
Written informatioy psychologists in teams

Shared decision making &

motivational interviewing skills

www.health.org.uk/publications/evidence-helping-people-help-themselves



Psychologists in respiratory teams

One enabler of higher value COPD care?

Res p/lratqu an

Homo / Knawloedge portal / Loncon Respiratory Network /

The value of psychology and
psychologists in supporting
people with COPD and
respiratory teams

Published by: London Respiratory Network
Publication date: September 2016

Authors on behalf of London Respiratory Network: Jane Hutton, Daniel|
OToole, Sian Williams.

LABA
£8,000/QALY

Tiotropium
£7,000/QALY

Stop Smoking Support with
pharmacotherapy £2,000/QALY

heific to COPD)

Ie -
R@ o onje
I)I.S'lg,i Irat(}ry

Potential psychologist role in:

v Increasing flu vaccination rates

v Delivering evidence-based support as treatment
for tobacco dependence

v Enabling patients to benefit from pulmonary
rehabilitation

Reducing waste in NHS inhaler spend
v Supporting patients to live better with disabling

http://www.respiratoryfutures.org.uk/knowledge-portal/london-respiratory-network/the-value-of-psychology-and-psychologists-in-

supporting-people-with-copd-and-respiratory-teams/



http://www.respiratoryfutures.org.uk/knowledge-portal/london-respiratory-network/the-value-of-psychology-and-psychologists-in-supporting-people-with-copd-and-respiratory-teams/

‘COPD Discharge Bundle’: :
One enabler of higher value COPD care?

g g L D
EPIEP LSS LEL 6
Figure 2 The 30-day readmission rates before and after the initiation of
Ihe chronic obstructive pulmenary disease discharge care bundle.

COPD Discharge Bundle to be completed by Ward Staff

Infommn the COPD CHS or Reaplratory Physlotheraplst of all COPD g
discharged from the ward. CHS: (NPH only) Extension 2508 or Bleep 4

e RE BUNDLE STEPS .. Pre Bundle % With Bundle %

1. If patiant is 2 smoker offer smoking cessafion assistancs

—# Refer 02089661008 {Hamow) Camyiaa 18 100
Refer 02087956669 (Brent) []

2. Pubmonary rehabilitilion: soreened for sutabiity Comptated
|| CMS and Physibtherapist will idertily sutabie palienks, 14 68
and fallow appmpriate rdaral patvaays ke aach PCT [ ]

|| Wit cosase inkuamation guen T 55 98

Resae padks recommendsd by HCP: O O
Indiidualised =af management plans supplied O O

4_Safsfactory use of inhalers demonst sted and undersinod
Please s difing medcalion munds Ohsarve he paiants using the de 59 91
¥ and decument adequate lechnigue demonstmited fnat (Refer o CNS, Pha

ar Physiotherapie if suppof needed)

5 Approgriate follow up amangemant made R
Respiratory OPD comsidamon for LTOT, after M /! firs presangstion O
—p| Respirafory Community Serdoss § severs COPD (follow guidanca) and saen b
F aready under community respiratory fmam, inform tam of dichage OPD
I above nat applicable, Bllow up with GP

PRIOR TO DISCHARGE
]

Designing and implementing a COPD discharge care bundle Hopkinson et al Thorax 2012: 67:90-92



COPD Discharge Bundle: Does it work?

Incentivised London experience 2011-14

< y o B I | Tl b Gl T 2 U COPD Discharge Bundle
MAP 1 - Acute London Hospital Sites with COPD Discharge Bundle {COPD DISCHARGE BUNDLE } 1w ot s e b ot st ﬁ Whittington Health [7EY
° Lo o o
® Enfield. @ Discharge Bundie with CQUIN or Commissioned e
\ > ; @ Discharge Bundie Hiready vecin; At
hsral A Bamet L e S @ No Discharge Bundle ik 5 g e
e : Sy oue {1 /06 2012
{ waitham
Hingdon o e S G ‘ Recoridge v
~ i ® ® e -~ ®
e Ealng o Comdan | oo, ackrey i ot Core bundle component based upon:- NICE COPD Guide nes 2004 (1-5) Patients Survey CLA HRC Aprl 2009
. ariets - Dmben
Sesenll N @ ;
utton L ] @
Croydon Bromiey
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).

Hospitals introducing the bundle had increasing
readmission rates pre-implementation & falling post

Impact of a COPD Discharge Care Bundle on
Readmissions following Admission with Acute
Exacerbation: Interrupted Time Series

Analysis Readmissions < 28 days perannum %
Rtk Sam Wiiame>Dero Bl Mereias . Hopkian® Pre-Bundle +2.13

Post-Bundle -5.32

p for difference in trends = 0.012
Laverty et al PLOS ONE 2015

DOI:10.1371/journal.pone.0116187



Addressing what patients want us to

change: key challenges & enablers

How are we going to:
v Delay death
v Improve the experience of living with breathlessness?
v Have conversations that ‘work’ better for patients
*  ‘Make’ care feel more joined up to those experiencing it
We need to work out what are the ‘right’ things to do
Co-design models of care with patients & families

Use systems to make doing the ‘right’ things easier

Integrated Care and Collective Clinical leadership
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What do we mean by ‘integrated care’?

Specialists in

out-of-hospital
settings

- —
ThekmgsFund? ==

Not where it happens but what ...
Person-centred " en
oy

Evidence-based e
High ‘Value’ |
Feels ‘joined up’ to the person experiencing it
Inpatient Respiratory MDT Home Community Respiratory MDT Primary Care Teams

et

e Collective clinical leadership

collective . . . .
teadership for Colleagues with shared values and priorities
Effective communication and shared information

Focus on ‘transitions’

health care
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‘Integrated Care’:

One enabler of higher value COPD?

25% increase in diagnosed COPD prevalence;

93% increase in referrals to pulmonary COMMENDED
rehabilitation; 2010-12
/2% of people on COPD register with self
management plan
16% decrease in COPD emergency admissions

S

L
o~
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Improving case finding, diagnosis
and management of COPD in
Islington through a Local
Enhanced Service

Person-centred, evidence-based, high ‘value’

Feels ‘joined up’ to the person experiencing it
Collective clinical leadership & shared values & priorities
Effective communication & shared information

Focus on ‘transitions’

Marta Calonge Contreras

Read More )’




