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Eating Non-processed Food Non-p ni o food
Medway
Non-processed or minimally processed NHS Foundation Trust
foods and water should be the pillars of our daily
nutrition as they promote physical and psycholog- || 'l' 3 INHS'
ical wellbeing. In contrast, processed food and PISTACHOS LX[
beverages have been linked to numerous condi- Strawberri Y - .‘m
tions such as, overweight, obesity, high blood Ingredients list: chucs(g
pressure, type 2 diabetes, cancer, addiction... JW' ~ Prehab beneﬂts a"
and in general to a worse quality of life. We can
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apple juice, barbeque sauce chicken wings, | Bdl_lﬂe'; - InPrI:;Techsolfst
crisps, meatballs, spreads, milkshakes). Pro- Ingredients list: ~ Ingredients list:
cessed food usually contains a mixture of ingredi- Whole milk Pistachios N UTRITION Or email:
ents among which highly refined sugars, grains g J i hosel
and oils (i.e. sugar, syrup, white flours, canola oil, fequests s hospitalradiomedway.co.uk
sunflower oil) are frequently found. By choosing Processed food

Listen Live Now

When in the bospital,

non-processed or minimally processed food, you
make sure you get real food and nothing else.

Avoiding Processed Food

Step this way

The colour-coded label will not tell us and comncct to hospitals peblic WiFi: f e i
whether something is processed or not, we need ‘u! NHS “I‘Tbl COr the Macmillan
to go further. To understand what a product is . . . LD v an :
made of, we need to read the list of ingredients. ?:gt:zgeip;ﬁ:: MuestyBarsy Mlndlng Protein Intake Browse to: cer Information
They listed in order of weight, with the main ingre- Vegetable oils_in varying CC”"C
dient first. If we cannot find the ingredients and proportions (sunflower, & W\\'\V.mcdwn.nh.‘.uk
the food resembles something we could obtain paim, ‘linseed, rapeseed) Type b X Loc
straight away from nature, we can say it is non- ELQ;:,),‘“ﬂa‘e('(’if:‘K)((lig&;‘ £ ype hospital radio ia search bar, ocated in the
processed food. However, if there is a list, we emulsifier... ) At il G'rl’{(){) Ddy Um(
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should read it. The more ingredients in the list the
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Changes in BMI
(11 72D patients)

Changes in functional capacity

(11 orthopaedic patients)

Changes in functional capacity
(25 oncology patients)

30-second sit-to-stand test (reps.)

Peak VO, (I/min])




COMMUNITY...




@ email.nhs.net

Inpatient care.

KMCA is providing funding so that Medway’s prehab
pilot can be extended, providing evidence about the
value of prehabilitation interventions for cancer
patients and scoping the potential to expand prehab
services across the county.
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POPULATION HEALTH MANAGEMENT

The wider Our health . . . .
determinants behaviours and Broadly deflned as SPeCIfIC POIICIeS’
I e programs and interventions directed at
improving health of sections of
populations

An integrated The places and
health and communities
care system we live in,

and with

Population health management provides a useful rationale for patients, providers, payers, and
policymakers to move colitectively away from the traditionai-system of individual, siloed
providers to a more integrated, coordinated, team-based approach, thus creating a holistic
view of the patient pepulation



TRIPLE AIMS OF HEALTHGARE

* Improving the patient experience of care (including quality and satisfaction)

Improving the health of populations

Reducing per-capita costs of care.

Attained through(a patient centred team approach, coordination of care, effective communication,
robust data analysis a inuous quality improvement

The ine has the potential to achieve the Triple Aim, including improving the
health of the surgical population.




== Place Based Approach to Reduce Inequalities

Civic-level interventions
(Tool E)

Strengthen s .
- 3 Civic service
e Aag (5 integration (Tool D)

Community-centred Service-based
interventions (Tool G) Q interventions (Tool F)

Service engagement with
communities (Tool C)

Developed by PHE with Local Government Association, the Association of Directors of Public Health, NHS England and Improvement
https://www.gov.uk/government/publications/health-inequalities-place-based-approaches-to-reduce-inequalities




Treatment and Care Effect
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FAGT- HIGH RISK PATIENTS ACCOUNT
FOR 80% OF SURGICAL DEATHS
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FACGT

* Post operative complications increase mortality and impair quality of
life

thEbmj Research ¥  Education~¥  News & Views ¥  Campaigns

Clinical Review

Managing perioperative risk in patients undergoing elective non-cardiac surgery

BMJ 2011 ;343 doi: https.//doi.org/10.1136/bmj.d5759 (Published 05 October 2011)
Cite this as: BM/ 2011;343:d5759

Article Related content Metrics Responses

Rupert M Pearse, reader 1, Peter) E Holt, clinical lecturer2, Michael P W Grocott, professor3 4




FACGT

* There is a gradual increase in surgical procedures being offered to

high risk patients

The Charlson Comorhidity Index (CCI) as a
Mortality Predictor after Surgery in Elderly
Patients.

Anat Laor, Sari Tal, +2authers Eli Mavor « Published in The American surgeon 2016

Figure 2. Observed 30-Day Postoperative Outcomes by Frailty
Component Burden
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INTEGRATED CARE SYSTEMS
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Requires improvement

Domain

Prevention and Health
Inequalities

Best start in life

Major health conditions

Ageing well

Indicator

moking Prevalence in adults (18+) - current smokers (APS)
Perce aged 18+) classified as overweight or obese

Cancer screening coverage - bowel cancer

Smoking status at time of delivery
Breastfeeding initiation

Under 18s conception rate / 1,000
Hypertension: QOF prevalence (all ages)

< Diabetes: QOF prevalence (17+
Ll ol o | -

o rom cancer

Unplanned hospitalisation for chronic ambulatory care sensitive conditions

Depression: Recorded prevalence (aged 18+)

Suicide rate

Estimated dementia diagnosis rate (aged 65 and over)
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Smoking Prevalence in adults
(18+) - current smokers (APS)

14

ICP: Medway and Swale Kent and Medway
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== MS England
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Air pollution: fine particulate
matter

Compared to England (- - -)

9 3 Better Similar @® Worse Not compared
]

England WK
MS
EK
ICP: Medway and Swale Kent and Medway
DGS
2016 0 3 6 9

Medway Swale
Medway and Swale cannot be compared to England

statistically.
== MS England




Hospital helping patients quit smoking this Stopober

Date: 21 October 2019

Even though smoking is in terminal decline, it remains the nation’s biggest killer. Although there are now almost two million fewer smokers than in 2011
nationally, there remain around six million adults who are still subject to the devastating harm tobacco causes.




Requires improvement

Domain

Prevention and Health
Inequalities

Best start in life

Major health conditions

Ageing well

Indicator

moking Prevalence in adults (18+) - current smokers (APS)
Perce aged 18+) classified as overweight or obese

Cancer screening coverage - bowel cancer

Smoking status at time of delivery
Breastfeeding initiation

Under 18s conception rate / 1,000
Hypertension: QOF prevalence (all ages)

< Diabetes: QOF prevalence (17+
Ll ol o | -

o rom cancer

Unplanned hospitalisation for chronic ambulatory care sensitive conditions

Depression: Recorded prevalence (aged 18+)

Suicide rate

Estimated dementia diagnosis rate (aged 65 and over)
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Percentage of physically inactive
adults

Compared to England (- - -)

22 Better Similar @® Worse Not compared
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The rate in Medway and Swale is similar to England.
-~ MS England

Value type: Proportion - %




Medway & Swale Integrated Care Partnership

Driver Diagram - 5 Year Plan - Interventions and Outcomes

Health & Well being Priorities

Primary Drivers Secondary Drivers Action
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prevalence to below the national [T e ——ry Ensufng al pabnts 65 have an annual pulse check
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To prevent young people from Projec need Trusted assessos
starting to smoke tobacco and Tusted assesors workoron passpors
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other substances el
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Medway & Swale Integrated Care Partnership
Driver Diagram - 5 Year Plan - Interventions and Quicomes

Primary Drivers Secondary Drivers _

Insufficient Prmary Care capacily Lack of knowledge of sell-care aplions Reducion inincdence of hypertension

Alm; to reduce the Over reliance on care from consultant led leams Lack of rapid respanse 1o delaniorating conditions Rapid response taams through single point of contact
Prasantations al times whan senior decision makers | Outpabient appaintments not flexible to patient need (X5 | 24H pharmacy

number Of ara nol available fixad folow up appaintmants)

Social daprivation faclors Patients self referrng lo ED Online pharmacy
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Health & Well being Priorities
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Neww diabetes nurse
clinic helping patients
prepare for surgery

13 NOVEMBER, 2019 | BY REBECCA GILROY

A nurse-run diabetes clinic in Kent is
advising patients on achieving
better blood glucose level

NHS

Medway

NHS Foundation Trust

Saturday 8 February 2020, 10am to 12pm

Common Room, Education Centre
Medway Maritime Hospital, Gillingham, ME7 5NY



Diabetes in the Surgical patient- place for Prehab intervention?

Roberto Laza-Cagigas, Daniel Sumner, Tarannum Rampal
Department of Anaesthetics. Medway NHS Foundation Trust

Introduction

Around 8 million procedures are performed in the UK with 10-15% of
patients having diabetes. These patients are subjected to greater numbers
of complications and length of stays. Furthermore, as the population of the
UK ages, the likelihood of patients presenting for major oncological
surgery while also having either type 1 or type 2 diabetes (T2D) increases,
implying an overall greater mortality when compared to those without
diabetes.

We identified that a number of patients referred to our Surgical
Prehabilitation Service (SPS) suffered from T2D. We explored whether we
could offer a multimodal, targeted intervention to make a significant impact
on their T2D management. This is particularly relevant in patients
presenting for expedited surgery which does not allow time for traditional
interventions to have a clinical impact.

We hypothesised that supervised exercise and dietary changes in T2D
patients awaiting elective surgery would improve their diabetes
management in a short period of time.

HbA1c (mmol/mol)

Figure 1. Individual changes in HbA1c

PREHABF\TTOFIGHT
DO+ Q-0

INHS

Medway
NHS Foundation Trust

Ten oncology and 1 orthopaedic patients (3 females) with T2D
referred to the our SPS for optimization before elective surgery
accepted to adopt some dietary changes in form of carbohydrate
restriction. After an average span of 6 weeks, HbAlc (Figure 1),
weight. and BMI showed reductions (Table 1). Every patient reduced

Before prehab

Patients referred to our SPS for optimization before elective surgery who suffered
from T2D were offered to enrol in our Prehabilitation Programme.

We measure glycosylated haemoglobin (HbAlc) before and after Prehabilitation to
assess changes in T2D management.

The dietary approach included our usual counselling; 1) cutting down on processed
foods, 2) reaching a minimum daily protein intake of 1.5 g/kg of ideal body weight, and
as a novelty we asked patients to consider 3) an ad libitum low-carbohydrate high-fat
diet. To provide support for the later, we explained patients how to detect high-
carbohydrate sources.

Patients also performed 2 weekly in-hospital sessions of either 30-minute aerobic
interval training on a cycle ergometer or 30-minute resistance training. Patients were
offered anxiety coping strategies at group sessions as part of the Prehabilitation
Programme.

their HbAlc.
Pre-prehabilitation Post-prehabilitation
Mean Range Mean Range
Age (years) 71 (55-86) - -
Prehab weeks - - 6 (2-9)
) Weight (kg) 104.9 (73.3-125.5) 99.7* (72.6-117.0)
! BMI (kg/m?) 36.5 (25.7-44.8)  34.7* (25.4-41.1)
After prehab HbA1c (mmol/mol) 59 (40-86) 48* (36-62)

Table 1. Pre- and post- prehabilitation data. Values are presented as
mean (range). Paired-sample t-test: * P=0.001, ** P=0.003

Conclusion

There was demonstrable HbAlc improvement in our 11 patients awaiting elective surgery. These improvements were
observed in as short as 2 weeks and allowed patients to eat to satiety while only reducing high-carbohydrate foods intake.
Currently, we continue recruiting eligible patients to further assess the reproducibility of our approach.

More focussed studies are required for establishing the efficacy of Prehabilitation interventions on T2D patients.

References

= Banugo, P., & Amoako, D. (2017). Prehabilitation. Bja Education, 17(12): 401-405

= Barker, P., Creasey, P. E., Dhatariya, K., Levy, N., Lipp, A., ... & Woodcock, T. (2015). Peri-operative management of the surgical patient with diabetes 2015:
Association of Anaesthetists of Great Britain and Ireland. Anaesthesia, 70(12), 1427-1440.

= Rohling, M., Herder, C., Roden, M., Stemper, T., & Missig, K. (2016). Effects of long-term exercise interventions on glycaemic control in type 1 and type 2
diabetes: a systematic review. Experimental and Clinical Endocrinology & Diabetes, 124(08), 487-494.

= McKenzie, A. L., Hallberg, S. J., Creighton, B. C., Volk, B. M., Link, T. M., Abner, M. K., ... & Phinney, S. D. (2017). A Novel Intervention Including Individualized
Nutritional Recommendations Reduces Hemoglobin Alc Level, Medication Use, and Weightin Type 2 Diabetes. JMIR diabetes, 2(1), e5-€5.




COLLABORATIONS- FRAILTY
MANAGEMENT

Making Every Contact
Count at the Medway
Prehabilitation Service
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Structured Prehabilitation For High Risk Surgery: Getting the surgeons on board

D Cottam, T Rampal, R Laza-Cagigas, M Shah
Medway NHS Foundation Trust

Introduction

* Prehabilitation may improve outcomes and hasten return to pre-operative functional
levels following major surgery®2.

Due to contradictory evidence3, surgeons may desire local trials to encourage referral
for prehabilitation.

Medway Maritime Hospital is a 588-bed district general hospital where high risk
patients are reviewed by consultant anaesthetists and undergo cardiopulmonary
exercise testing (CPET); however no formalised process existed for patients who may
benefit from intervention to increase surgical fitness.

We describe the impl ion of a prehabiliation programme, assessing the
impact on predicted perioperative mortality and aiming to promote surgical
engagement.

Methods

* An 81-year-old male with a background of cerebrovascular disease, pulmonary
embolism and bladder transitional cell carcinoma was referred to the prehabilitation
unit following CPET assessing fitness for cystectomy.

We provided nutritional information, home-based respiratory muscle training
instructions, and supervised cycle ergometer interval training (twenty-four 30-
minute sessions over eight weeks), and assessed the impact on CPET, laboratory tests
and 30-day post-operative mortality estimation®.

Presentation of case data along with CPET demonstrations to surgeons and Trust
wide educational presentation, we have established links with Surgical schedulers to
increase the potential benefit to all major surgical patients.

We continue to invite surgeons and GPs to Patient education evenings and regular
promotions in social media and newsletters.

CPET/training bike set up

1. Gillis C, et al. i versus i a

functional recovery after colorectal cancer surgery: a pilot study. Surg Endosc 2013; 358:1072-82; 3. Cabilan CJ, et al. The

INHS

Medway

NHS Foundation Trust

Results

The intervention was well tolerated by the patient. Pre- and post-intervention
spirometry, CPET and laboratory data are summarised in table 1. BMI reduced from
30.9 to 29.7 with 3 kg of weight loss. Spirometry values improved post-intervention
with increases in FVC, FEV1 and PEF, while CPET demonstrated increases in VO2 Max,
minute ventilation and maximum load. Serum creatinine reduced, while albumin and
haemoglobin increased post-intervention. The patient’s predicted 30-day mortality
fell from 11.5% to 6.14% within 8 weeks.

241 249
362 3.8
67 66

103 110
141 176
138 151
64 84

9 118
309 297
126 121

Albumin (g/L) 39 41
Haemoglobin (g/L) 130 139
Predicted Mortality (%) 11.5 6.14

Table 1: Summary of Pre-and Post-intervention spirometry, CPET and laboratory data.

Conclusions

A structured prehabilitation programme may have the potential to reduce
perioperative risk in high risk patients in a hospital with no pre-existing set-up.
Following the presentation of the initial proof of concept and collaborative
educational sessions for surgeons, we have increased the referral rate into our
programme. We have enrolled further patients and continue to review the impact on
perioperative mortality.

control trial in patients undergoing colorectal resection for cancer. Anesthesiology 2014; 358:937-47; 2. Li C, et al. Impact of a trimodal prehabilitation program on

or ive exercise for surgical patients: a systematic review. JBI Database System Rev

Implement Re; 13:146-87, 2015; 4. J. B. Carlisle; Assessing fitness, predicting outcome, and the missing axis, BJA: British Journal of Anaesthesia, Volume 109, Issue 1, 1 July 2012, Pages 35-39

Jowrnal of the Associaiion of Surgeons
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The NHS as an anchor

28 March 2018

& Sarah Reed

W Newsletter feature / Public health / Quality improvement

w | in | f | = & Copy link

How can health care organisations maximise their
resources to improve population health?




Local Care: Service Delivery

‘Our Population: Home

Prevention: Screening, Health Checks, Immunisations Housing Work Education



edway innovation Hub @healthovation - 13 Dec 2019 v

Still reflecting on our 2019 end of year hub expertly chaired by
D TaraR54704426 from @Medway NHS_FT where we reviewed all of the

iInnovators, ourvision and our roadmap for 2020, Cress-system innovation
requires listening, inclusivity and a creative environment: watch this
space!

Q 11 3 ¥ o w

Medway innovation Hub @healthovation - 28 Nov 2019 e

3 Such an honour for the #MiH to be awarded pilot site status by @rcgp for
their Innovators Mentorship Programme #bringontheinnovators
@NHSMedwayCCG @kKMhealthandcare




Plan Deliver

2009/2020

o Py Cave Mavanor b0 Erab bl

* Mo romas b NOMG

S hatag avend Lav ity Bavioms A0

CCare Navgrins

S Cantial rasnnbranae Farv e torm rmined

* Trptnng M

SRt AT bt M b e RAM | gt s vm

R L B T R PR Y
1 st vy

slmanal Rmissn favmirdViww | whalives

S Lare Mane Frog siwee

S hmprined Adrsmee

2020V 2021

* PO Devminppons 10

o lma Limvarond vraves

s hvipaory Core et YarsNaamom NN ssvmvn

o Morvw v th Privary Cave Wutien

ooty smnmn dhagivan

® Avdsalwmry Cave /s Choens

® Tove b Cave L vy W0 o rpmer v

e Mludi s Resioan

¢ ludbiavmn sond 1olism il nanesn bauinogs wwnrvyg

sty Munse soven Bastamg shgunes i O,
hiveas

R e Ll

® 1 Pwiner ta e magmiries

® 0% T | s vms ol W% T 1 v olgond '
MKre

2021/ 022

R e e e R LT i

SR s Asinen pod sevm rvied Alsmes o lgoed

o Bl et of Covwn Mhatsagee « im

s hnpmermenst w o ol agreed sty e wng okl
0% s ririent of sarviies ta el imgry care st ety
* A0 bner Faad e e







New care models

How to meet population health needs
through workforce redesign




FACGT

There is increased demand on healthcare resources

Original Articles

Multidimensional principal-agent value for money
in healthcare project financing

Roberto Moro Visconti &

Pages 259-264 | Published online: 11 Jun 2014

k6 Download citation https://doi.org/10.1080/09540962.2014.920198




AMBULATORY ANESTHESIOLOGY AND PERIOPERATIVE MANAGEMENT

A Primer on Population Health
Management and Its Perioperative
Application

Boudreaux, Arthur M. MD; Vetter, Thomas R. MD, MPH Author Information &

Anesthesia & Analgesia: July 2016 - Volume 123 - Issue 1- p 63-70
doi: 101213/ANE.0000000000001357
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Delivering a Healthier Future for Londoners: Policy

16" January 2020

Landscape & Workforce Considerations

Venue: Edwards room, The King’s Fund, 11-13 Cavendish Square, London W1G OAN

The King’s Fund is hosting this conversation on behalf of the London Public Health Academy (part of
Health Education England) and partner organisations. The aim of this one-off workshop is to explore
key considerations such as the opportunities, priorities and actions for delivering a strong Population
Health focused workforce in London. There are lots of great efforts already underway for aspects of
this, and this day provides participants with an opportunity to come together, supported by Population
Health experts Durka Dougall and David Buck from the King’s Fund, to join up and strengthen efforts.

Short presentations about workforce in three key areas:
specialist public health workforce, clinical workforce, wider
workforce. This will be followed by a discussion about how to
unlock the tremendous potential of these and practical
actions that are needed.

Time Session Who
09:30-10:00 Registration and Coffee
10:00-10:05 Welcome & Introductions Rachel Wells
10:05-11:15 Context for Population Health in London & Significance | Elizabeth Hughes
of Future Drivers Paul Plant
Durka Dougall
. . - . David Buck
3 x 15 min presentations providing an overview of key work
and policy developments:
e The King’s Fund'’s Vision for Population Health
e The Needs of Londoners & Vision for London
e Workforce Now & For the Future
Followed by 15min Q&A session with the panel the future
drivers work in the current landscape (20 min).
11:15-11:30 Tea break
11:30-12:45 Mapping Our Individual and Collective Priorities Durka Dougall
David Buck
Interactive exercise using King’s Fund’s Framework for
Population Health to review current priorities of partner
organisations to deliver population health in London. Work to
identify areas of shared interest and priority focus needed as
a London system for population health.
12:45-13:30 NETWORKING LUNCH
13:30-14:45 Workforce Rachel Flowers
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UNLESS someone like you

~ cares a whole awful lot, .
~ nothing is going,tof get better.
~ It’s not. -
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