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What is ‘Realistic Medicine’?

NHS

BUILD APERSONALISED
APPROACHTO CARE?

CHANGEOUR STYLETO
SHARED DECISION-MAKING?

V'S
@ REDUCE UNWARRANTED

VARIATION IN PRACTICE
AN WASTE?|AND OUTCONES?

MANAGE RISK BETTER?

BECOME IMPROVERS
AND INNOVATORS?
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As healthcare professionals we must:

Listen to our patients - find out what matters most to

them - and help them make an informed choice;
Address over-treatment (not just under-treatment)

Challenge variationin clinical practice; and

Offer higher value care

REALISTIC
MEDICINE



REAL‘SIN(J
REALIS TIC
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ish Health Council ang the
ALLIANCE will eXplore with Scottish People
what Realistjc Medicine Means 1, them during
2017, and how best it can be CO-produced.

N The Nationg) health literacy plan ’Making
it €asy’ wil Support Realistjc Medicine
by helping €veryone jn Scotlang to have the
confidence, knowledge, understanding and skills +o
live wel| with any condition they have,

N The Professjq
Medicine Action Plan wj
aligning ang prioritising high
Support Clinicians with Realistic Medicine,

NA Scottish Atlas of Variation will be
Publisheq and 3 coiiaborative training
Programme for clinicians initiateq to create
better understanding and aid identification of
Unwarranteq Variation and promote high valye Care,

and Specialty training Programmes and through
continuing Professiona deveiopment.

Scottish
(-EQSernment



Making it Easier

A Health Literacy Action Plan

gl It’s about:

Good communication

Care & Support

‘gg Eg Planning
. . 835 Conversation
Asking the right |+
questions Gt e

both uncommissioned and those sustained by responsive
commissioning

07205 () Neicne

How comfortable would you feel
, asking your doctor...?
Cltl Ze n S Pa n el While 92% would Over 9 Similarly, 87% feel
feel comfortable W in 10 respondents comfortable
a n d J u r asking their (91%) feel asking about how
y doctor about comfortable asking likely the
their about the possible B benefits and risks
treatment/care benefits and of each option
options, only 67% risks of those would be to
said they have options, with only happen to them
V he althl er actually 64% stating they compared to 54%
REALISTIC \ d asked their have asked their who have asked

MEDICINE 4 éogrl(s?cgvgﬂgg doctor this. d&‘i‘:’" their doctor this.



citizens’ jury
a new direction

REALISTIC

“What should shared
decision-making look like
and what needs to be
done for this to happen?”
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Asking the Right Questions Matters

To help ensure you have all the information you need to make the
right decisions about your care, please ask your doctor or nurse:

IS this test, treatment or procedure really needed?

What are the potential benefits and risks?

What are the possible side effects?

Are there simpler, safer or alternative treatment options?
What would happen if | did nothing?

ChoasingWisely REALISTIC S Healthier
UK @ MEDICINE "‘ Scotland

N /




High quality care that
isn’t appropriate is
still low value care

REALISTIC
MEDICINE



ﬁ%%'&ﬂ% Scottish Atlas of Healthcare Variation

https://www.isdscotland.org/Products-and-Services/Scottish-Atlas-of-Variation/

Surgical Procedures Same Day Surgery Prescribing

*Hip replacement *Inguinal Hernia fﬁf *Heart Failure

* Knee replacement *Lap Cholecystectomy ‘ “*’gfv *Statins 45+

e Cataracts >65 *Tonsillectomy (adult) , *Stroke

* Cholecystectomy *Tonsillectomy (<16) %wf *Triple Whammy 65+
* Hernia i

* Tonsillectomy

“This is excellent. T would be
happy to help with any future
development to look at provision sit behind the variations
for cardiovascular disease in - good fo have the
Scotland.” nhumbers fo support

) . . opening those
Great start - hope it expands fo awider  {iscussions.”

range of indicators."

“Very interesting to
explore the reasons that



https://www.isdscotland.org/Products-and-Services/Scottish-Atlas-of-Variation/

ﬁ%%'&ﬂ% Scottish Atlas of Healthcare Variation

https://www.isdscotland.org/Products-and-Services/Scottish-Atlas-of-Variation/

Rate of tonsillectomy procedures per 100,000 population by Local Authority; 2017/18 Exple

Published: 29 January 2019 (
L]
Select Procedure: Select Financial Year: View by: .
v 2017118 « ¥ Local Authomty of Residence O I l S I e C O I I Iy — .

fold variation in use
across Scotland

Context

Tonsillectomy is a very commor cedure performed by ENT (Ear
Nose & Throat) surgeo
tonsélitis. A small percentage of patients require tonsilectomy for suspicion of
erall rate of tonsilectomy n the UK h en dechning in recent
n some areas of the UK it is considered a procedure of imited

my is recurrent

The current guidelines (SIGN, see fink) for tonsillectomy in
rent sore throat highlight frequency. duration and impact on lifestyle as the "
main factors fo consider 1
Click an area on the map to highlight

Complication: tonsillectomy can be severe, the most common is secondary location across all charts

N * Deliberation within
clinical community
about reasons

and antibiotics, particulary if bacterial infection is suspected

s of tonsdlitis can be severe. The Most common is @ pertonsils

abscess (quinsy) which typically requires readmission 1o hospital

Within Scotland there exists a wide variation in the rates of tonsillectomy
performed in adults (¢

or 16 years) In addition, there Is a wide range of
10 perform the procedure. All ENT depariments are
encouraged to audi i own peactice of
ery. Most tonsillectomy patie

lechniques employ:

naillectomy, including the complication

rates after

® well enough to go home the

same day

v
Distribution chart 7
Funne! v ) b . .
‘ ¢ entitication o
Standardised rates; 2017/18 I \

drivers of
unwarranted variation
Consensus statement

per 1

Poputaton

Variation

In 201718, there was a 2 5-1okd variation in the rate of all lonsilectomy procedures across Local Authorities, ranging from 47 8 10 121 1 per 100,000 population . adjust
for age and sex. The commesponding figure for Scotland as & whole was 76.4 per 100,000 population

The box plot (below, nght) shows the distribution of the standardised rates for the Local Authorities, ranked from low 10 high. Each data point represents a Local Author
and the grey boxes represent the middie 50% of values. The whiskers extend 1o the minimum and maximum standardised rates, highlighting the range of values


https://www.isdscotland.org/Products-and-Services/Scottish-Atlas-of-Variation/

Burden of disease in Scotland, 2015

Alcohaol dependance 27,900

Anxiety disorders Schizophrenia 16,400
30,100 Ischaemic heart

disease 104,400

Dy s
disorders 46,900
Suicide and
self-harm-related
injuries 12,300

Self-harm and Interpersonal
inmmermm| violence 5,700
violence
28,100
iable and
Depression 76,000 Y 5
4
Other diseases 4 tubarculosis 1 760
Alibokmer's and causes 5,700 . and tuberculosis 1,700
and other Other causes 1,200

dementias 56,300
Lung 59,200

igraine 175
Migraine 17,500 Motor neurone

disease 5,100

Parkinson's disease
Medication oversse 6,000

headacha 17,800 Multiple my=foma 3,200

Multiple sclerosis

2 1,200
Pepitic ubcer - = ’ Leukazemia 5,900
disease 3,500 By 100 Brain 10,000
'ﬁs i Chronic liver diseases T Other malignant cancers B, 600
i I — (including cirrhosis) i -
Gallbladder Digestive "n'_.:.‘ 5 f‘ Owvarian &400
disease 3,500 30,800 - 28,200 Non-Hodgkin lymphoma 8,500
Bladder 5,500
Pancreatitis Stomach  Liver 8,500
3,700 Bowel inflammation 7.000

(non-infectious) 7,200

Circulatory problems

Dther digesti
of bowel 4,000 e e

diseasas £ G0

Sudden infant death
syndrome 1,500
Other non-communicable

diseases 80,200 Chronic

respiratory
diseasas

Anomalies at
b

irth 11,800

Sense organ diseases 34,300
b diseases 600

Dral disorders 15,600

Skin disaases 16,900
the nearost 100. = Sco

Stroke 56,900

. Lung disease

@ Preumoconiosis 1,000

1 chronic respiratory

Oither cardiovasoular!
ciroulatory diseases 11,100

Atrial fibriflation 13,900

Heart masde
disorders 5400

Colorectal 25,500
Breast cancer 19,900

Oesophageal 12,800

Prostate 11,500

Pamcreatic 11,300

Falls 20,500

forces 7,700

Adverse effects of Foreign bady 3,200

medical treatment 1,800

Sepsis and other infections @&
disorders of the newborn baby 1,100

Exposure to mechanical

B Lower respiratory
)| infactions 21,000
Diarrhoea, lower il
Diamrhoea and other

respiratory and
other common commion infections
infectious diseases Ao NI
26,100 Diabetes 25,700
] ﬁ.f:c b’*f?.
Diabetes, urogenital, i )
blood and endocrine -

diseases 64,900

4 Chronic kidney

N disaases 12,800
s

Gwamhgi{alf":"“‘, {;3;;

disaases 5,700 > Endocrine, metabolic, blood
and immune disorders 10,000

\ Urinary diseases and
mazle infertility 10,100

Other peonatal disorders 4,500

Preterm birth complications 4,000

Neonatal disorders ' £
13,500 - % Birth asphyxia and birth trauma 2,500

] Haemalytic (rhesus) disease 1,500

Road injuries 11,700

Iron-deficiency anaemia 3,200

Mutritional .
deficiencies —. 3
3,700

Other deficiencies 400

ish burden of disease study * www.scotpho.org.uk/comparative-healthiburden-of-disease/overview

Mote: Disability-adjusted life years rounded



Keeping in touch or Questions

@ cmo@gov.scot

@DrGregorSmith

REALISTIC
MEDICINE



Muir Gray

Director
Better Healthcare; England



If we do nothing, need and demand wiill
increase by about 20% in the next decade
and resources will not

Need + Demand
...Resources:
[ ]

Need vvorkforge
*|leadership

Resources bandWIdth
ecarbon
* capacity to change
*money

2019 2024 2029

All of these are finite



There are three main causes for the
increase in need and demand

1. Population ageing
2. Development of new expensive but effective interventions

3. The ‘increasing volume and intensity of clinical practice’

Test type
M Laboratory Imaging M Miscellaneous

years (000s)
H w
(=] o

w
o

Tests ordered per 10 000
person

N
o

—_
o

Y

o

2000 2003 2006 2009 2012 2015
Year



But they exist in the culture of 2D Healthcare

1. Prevent disease, disability,

dementia and frailty to reduce
need SELF CARE
2. Provide only cost-effective, INFORMAL CARE
. . . e.g family
evidence based interventions
b . . GENERALIST
3. Improve outcome by increasing (primary)
quality and safety of process SPECIALIST
o (secondary)
4. Increase productivity SUPER
SPECIALIST

ICS
cQcC

Local Authority

NHSE Specialist
Charitable sector



The Aim is triple value

* Personal value, determined by how well
the outcome relates to the values of
each individual and, from the
population’s perspective, two different
types of value

e Population value , determined by how
well the assets are allocated to different
sub groups in the population

* Technical value , determined by how well
resources are used for all the people in
need in the population



Wherethe impactis

A

Where efforts are focused




INCREASING VALUE FOR POPULATIONS AND
INDIVIDUALS IS BY

* Ensuring that every individual receives high personal
value by providing people with full information
about the risks and benefits of the intervention
being offered

e Shifting resource from budgets where there is
evidence of overuse or lower value to budgets for
populations in which there is evidence of underuse
and inequity

* Develop population based systems delivered by
networks

e CREATE THE CULTURE OF STEWARDSHIP



Is the service for people with epilepsy
better in Wien than the service in Milano?

Which network for frail elderly people in
London, Barcelona or Rotterdam provides
the best value?

Do women with pelvic pain getter better
value care in Stockholm or Madrid or
Berlin?

Do people with asthma getter better value
care in Leuven or Paris or London?



ALLOCATE RESOURCES OPTIMALLY
This might be a typical spend per annum for a
geography. How much for mental health?

Cardio £100M
Respiratory £78M
Gastro-

vision
£30M




Who is responsible for allocative
efficiency?

Mental Health

vision
£30M



Who makes these decisions?

Asthma

COPD
(Chronic
Obstructive \ Apnoea
Pulmonary
Disease)

Cancers

Respiratory

Triple Dru
Therapy /stop Smoking

]J fmaging
02
Rel} ®ilitatio

Gastro-
instestinal




USE THE ALLOCATED RESOURCES OPTIMALLY

Is the service for people with liver disease in Tayside better than the service
in Grampians?

Which service for frail elderly people in the Scotland provides the best value?

Which service for children with mental health problems improved mostin
the last year ?

Who is responsible for the quality outcome and value of the service for
people with Bipolar disorder in the Borders?

Who is responsible for the service for women with pelvic pain in Dumfries
and galloway?

How many services are there for people with MusculoSkeletal Disease in the
Lothians and which gives best value?

Is the variation in outcome for COPD increasing or decreasing?

Who is responsible for publishing the Annual Report on care for people with
Parkinson’s Disease in Tayside and the Lothians?



Mental health problems

Frailty

PEOPLE
Cancer

WITH :
Back pain

SELF CARE

INFORMAL CARE
e.g family

LOCALITY

PLACE

SUPER
SPECIALIST

Bureaucracies & Jurisdictions




USE THE ALLOCATED RESOURCES OPTIMALLY
What has Donabedian taught us on value?

4 BENEFIT

Effect
Size

>
Resources



What has Donabedian taught us on
value?

Effect
Size

>
Resources



What has Donabedian taught us on
value?

Effect
Size

/ ﬁ \ BENEFIT -HARM

>
Resources

UNDERUSE POINT

OVERUSE OF
OPTIMALITY






All people with
the condition who do
not need to see the

The right

People specialist service practice
receiving healthcare supported by
the specialist generalists who are

service themselves supported

by specialists



We need to create networks alongside
hierarchies... Communities of Value

Hierarchies and
population-
centred networks -
Communities of

Populatio
n with a
common

Hierarchies Community of Value



Create the culture of stewardship 300
acres of grazing given to the freeman
of Oxford by Alfred the Great
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The new implantable device for CHF
IS on its way




ACADEMY OF
MEDICAL ROYAL
COLLEGES

Protecting resources,
promoting value:

a doctor’s guide

to cutting waste In
clinical care

November 2014




ACADEMY OF
MEDICAL ROYAL
COLLEGES

Protecting resources,
promoting value:

for whole
populations

A core duty for
everyone workingin
the NHS

November 2019




Population and Personal value
improvementis n one-off process




The Triple Aim?
Hit the sweet spot:
Outcomes Based Accountability

Hugh McCaughey,

Chief Executive, South Eastern Health & Social Care Trust

Celine McStravick,
Director, National Children’s Bureau

Emma Hannaway,
Head of Performance, South Eastern Health & Social Care Trust

m South Eastern Health @ im paCt
/,

and Social Care Trust Woriing withchren, delivering transformation y_s.,;;‘-,



Using evidence to improve
outcomes for children, families
and communities

POLICY | PROOF|PARTNERSHIP | PRACTICE | PARTICIPATION @

uuuuuu



Trying Hard
Is Not

(:00d Enough

How to Produce Measurable Improvements

for Customers and Communities

Mark Friedman

National Children’s
Bureau



...a disciplined way of thinking, taking
action and demonstrating impact

iiiiiiiiiiiiiiiiii
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e Start with the outcome

« How do we know if we are achieving
that outcome?¢ (indicator)

* The story behind the data — Whye

« Embed collaboration and evidence of
what works to “turn the curve’

« Use the data to monitor progress @

iiiiiiiiiiiiiiiiii
uuuuuu



 Embed performance management

—How much did we do?¢
—How well did we do it¢

—IS ANYONE BETTER OFF?

iiiiiiiiiiiiiiiiii
uuuuuu



* The approach taken in this Framework
draws on the technigues set out by
Mark Friedman in his book "Trying Hard
IS Not Good Enough’, which describes
a range of practical tfechnigues
supporting an increased outcome
focus in public policy.

iiiiiiiiiiiiiiiiii
uuuuuu



Programme for Government Framework

Programme for Government Framework Programme for Government Framework
Our purpase: Improving welibeing for all - by tackling disadvantage and driving economic growth Our purpose: improving wellbeing for all — by tackling disadvantage and driving economic growth
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Putting OBA into Practice

“OBA helps to
simplify our
language so it is
a better platform
for intra
governmental and
interagency
working”

“NCB was
excellent at
adapting it to our
circumstances and
trying to simplify
the process”

How NCB is helping the South Eastern Health
and Soclal Care Trust fo deliver better outcomes

June 2018

Ao Lartaen Hewrth
et Sctal Care Tt

“OBA is simple but
it is not simple to
do as it is about
cultural change and
organisational
change”

&,

National Children’s
Bureau



Moving to Outcomes
South Eastern Health &
Socilal Care Trust

Emma Hannaway,
Head of Performance & Information

29 March 2019

m South Eastern Health
/J and Social Care Trust



Traditional Performance

o TARGET: 95% of patients attending any Type 1, 2 or 3 Emergency
Department are either treated and discharged home, or admitted, within 4
hours of their arrival in the department.

o TARGET: No patient should wait longer than 12 hours in an Emergency
Department to be treated, discharged home or admitted

o TARGET: 90% of complex discharges should take place within 48 hours.

BUT — DOES THIS MEASURE PERFORMANCE?
IS THIS WHAT GOOD LOOKS LIKE?

m South Eastern Health A great place to Live; A great place to Work;
// and Social Care Trust  Agreat place for Care & Support



Record numbers of patients wait more
than four hours at A&E

NHS England figures show just 76.1% of patients were treated
within target time last month

Science | Money |\

February was the 'toughest month

A New dsta from NHS England shows that | rLac st 84 4% of patie

S ol Ay “"" EVER for the NHS': A&E waits spiral to
record low AGAIN as cancer treatment
targets are missed for 37th month
running, 'shameful’ statistics show

More patients than ever before had to wait more th:
treatment last month as winter put unprecedented

. . 2 2 2 + More people than ever are waiting more than four hours to be treated in A&E
Hospital A&E units in England dealt with just 76.1%  J ™=t ==iee — BRI o

hours last month. statistics released on Thursday sl . Record numbers of people have to wait two months or more for cancer therapy
+ Experts warn the NHS is crippling under pressure despite a ‘mild’ winter




Programme for Government

e 12 strategic outcomes

e Clear direction of travel -continuous improvement on
the essential components of societal wellbeing

e Every aspect of government
attainment of good health
education,
economic success
confident and peaceful communities.

e Target those things that make real improvements to
the quality of life for the citizen

m South Eastern Health
/J and Social Care Trust



Programme for Government
Framework — g

through a

STRONG sustainably —
COMPETITIVE protecting the

regionally environment
balanced

We live and
work

We are an
We have a INNOVATIVE,
MORE EQUAL CREATIVE
SOCIETY SOCIETY, where
people can fulfil
their potential

We have We have a SAFE

more people LA LTy
where we

respect the lanw

working in
better jobs and each other

) We have
WE CARE We are a shared, created a place
FOR welcoming and where people
OTHERS TR want to live &
AND WE S work, to visit
neersity .
HELP and invest

We connect We give our

people and children and
opportunities young

through our people the

infrastructure BEST START
IN 1 IFF

HSC South Eastern Health
/J and Social Care Trust



Ageing Population

e Over 75 year-olds account for:

- c20% ED Attendances
- 45% admissions
- Length of stay 3 days longer

o 25% of all admissions will die within next year
o 48% of all deaths in NI are in Hospital

o Hospital admissions in old age may indicate a shift
from a healthy life to a life of compromised health

m South Eastern Health
/J and Social Care Trust



“We’ve been wrong about
what our job Is In medicine.
We think our job Is to ensure
health and survival.

But really it is larger than that.
It Is to enable well-being”

Atul Gawande, Being Mortal:
lliness, Medicine and What Matters in the End

m South Eastern Health
4 and Social Care Trust



SET Journey

e Move towards outcomes over last 3 years
e Redefining what good performance looks like
e Focus on impact for patients’ lives

e Start with outcome - people aged 65+ living in SET
experience physical and psychological well-being
and live well until the end of life

e Listen to patients
— want to be treated in their own home / local community

m South Eastern Health
JW/J and Social Care Trust
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OUTCOME4: We enjoy long healthy activelives
OUTCOMES8: We carefor others and help thosein need
PCOP OUTCOME: Peopleaged 65+ living in SET experiencephysicaland
psychological well-being and live well until end of life

Enhanced Care at Home Service (ECAH) Report Card:

The Enhanced Care at Home (ECAH) service has been developed through an Integrated Care Partnership (ICP) to
provide person centred care for individuals presenting with acute needs in their own home. This is a multi-
professional team which includes GP and Consultant Geriatrician input, delivering a higher acuity level of care,
closer to home for our older population. This is a time limited alternative to hospital admission thus reducing hospital
admissions, or facilitating an earlier hospital discharge. The person’s condition can be managed by the ECAH team
in their own home/normal place of residence and all treatment administered and monitored according to individual
needs.

Service Update:
« ECAH has been operating within the Ards and North Down sectors from January 2016. The service has now

rolled out to both the Down and Lisburn sectors from January 2018 and June 2018 respectively.
+ The ECAH service delivery model has been refined to reflect the different levels/tiers of care required from GP
(tier 1) care at home to Consultant support (tier 2 geriatrician, tier 3 hospital consultant), all within a distinct team.
+ We are one! Since 15tApril 2018 the Rapid Response Nursing service has integrated within the ECAH team
enabling care of the acute patient through to chronic disease management.

Finan : Feb 2018 — Jan 201

Expenditure incurred on the project by SET from Feb 2018 to Jan 2019 was £858,348. In addition we estimate the
annual cost of the GP LESis £123,396. This would give a total cost for the project for the period Feb 2018 to Jan
2019 of £981,744.

Total Cost avoided = £922,566 for the period Feb 2018 to Jan 2019.

Zh

/ Partnerships




m South E:.asltern Health PCOP OUTCOME: People aged 65 + living in SET experience physical and
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Enhanced Care at Home (ECAH)

How much did we do? How well did we do it? Patient
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Is anyone better off? ..,
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: . > of interventions
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OUTCOME: WE ENJOY LONG, HEALTHY, ACTIVE LIVES
SERVICE PROFILES

About ‘Cardiac Rehab Heart Failure Programme’:

Patients referred by the Heart failure service to the cardiac rehab team are assessed for
suitability for the programme and risk stratified as per ACPICR guidelines.

Each patient undergoes a baseline functional capacity test, (either shuttle walk test or six
minute walk test) and a programme of exercise is prescribed by the cardiac rehabilitation
team for each patient. The 10 week programme is implemented alongside educational
sessions.

Prior to commencement and on completion of the programme patients are asked to complete a questionnaire,
integrating the Minnesota (QOL) and HAD score(Anxiety and Depression) assessment tools plus a physical
activity questionnaire.

Other information collected pre and post rehab:

B/P, Heart rate,

Lipid profiles, Smoking status

Height, weight, BMI and waist circumference
Patient satisfaction questionnaire at completion




South Eastern Health
) and Social Care Trust OUTCOME: WE ENJOY LONG, HEALTHY, ACTIVE LIVES
‘Cardiac Rehab Heart Failure Programme’

Reporting Period:Jan-Dec 2018

How much did we do?
Age Group of class participants

103

People started

Heart Failure

classes during
2018

Functional
capacity
test

How well did we do it?

Certified - Meeting all 7 quality
standards set out by the BACPR

85% (75 out of 88)

showed an improvement of 8% or
more at the end of the programme

Is Anyone Better Off?

Il Hospital Anxiety & Depression Scale (n=79)

Exercise Levels

0

M Clinically Anxious
i Borderline

& Normal

M Clinically Depressed
U Borderline

@ Normal

Pre Post Pre Post

14% of patients who started the programme were clinically anxious and
8% clinically depressed. Atthe end of the programme 5% of patients
were scored as clinically anxious and 3% clinically depressed

9 1% (80 out of 88)

reported an increase in exercise
levels at home since rehab

Minnesota Living with Heart Failure
Questionnaire

79% (22 out of 28)

showed an improvement in their
QOL at the end of the programme




How do we link this to Population
Health Outcomes?

o Started with driver diagrams
e Not sustainable long term
e Wanted an easy, visual, live and interactive approach

e Developed a web based system to measure our
contribution to population health

e ‘Plan on a page’

m South Eastern Health
4 and Social Care Trust



Plan on a page

eglthilifa-axnectancy at birth
= % Population with GHQ12 scores >4 (MH)
= % People who are satisfied with health & social care
= Gap between highest & lowest deprivation quintile in healthy
life expectancy at birth
= Confidence of population (measured by self-efficacy)
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sli.do

www.sli.do
M quality2019 | oINS

What have you learnt or
What are you going to take home and apply?
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