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m Shard End & Kitts Green PCN

PCN Tackling Neighbourhood Health Inequalities Project

The PCN Clinical Director along with the CCG and OHP employed population health expert who looked to
identify a patient group experiencing health inequalities within the PCN.

Patients diagnosed with a Severe mental illness (SMI) were selected.

A SMARTER goal setting template was used and submitted to Birmingham and Solihull CCG Transformation

team
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m Health Inequalities Project 22/23

Aim

The aim of the project was to improve primary care engagement and care
in patients with a severe mental illness (SMI) diagnosis.

This project aimed to build on existing work (monitoring elements of the
DES) and improve engagement and delivery of beneficial interventions.

Result

The PCN increased the number of SMI patients receiving their full physical

health checks.
> 74%
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Review baseline data

21/22

All6

HbAlc/ |Alcohol |Smoking |health

BP BEMI Cholesterol |glucose |status status checks
Schoolacre B6% 63% 72% B3% 59% 72% A44%%
Harlequin 641% 52% 54% 53% 50% 63% 27%
Hodge Hill T7% 76% B8% B9% B3% 71% A8%
Eden Court T7% 82% 75% T7% T72% 83% 59%
Church Road 69% 65% T70% 73% 62% 75% 49%
The Firs bE% 62% B5% 54% B5% 70% A46%
Mirfield 69% 66% 66% B6% 61% 76% 52%
PCN Total T0% 67% 67% 65% 62% 73% 46%

I A healthy future for patients and practices




Recall systems/ Invites

Ensure a recall system is in place

Surgery SMireg [Recall system Initial physical health check SMR Training? |Motes
HCA for MH MOT only, Murse if HCA to be SMI lead - provide lists

Harlequin 131|Birth month other LTC required PCN pharmacist [HCA/MNurse |by birth month

Linked with LTC sytem PM/PT to
Firs 37|LTC by birth month |Nurse PCN pharmacist [Murse send invites

Linked with LTC system admin to
Hodge Hill 62|LTC by birth month |HCA PCN pharmacist [not req send invites

Linked with LTC system admin to
Eden Court 93|LTC by birth month |HCA PCN pharmacist [not req send invites

Picked up by meds man when due,
Church Rd 100|EMIS diary HCA PCN pharmacist |HCA add searches to invite overdue pts
Mirfield 83|EMIS diary Murse PCN pharmacist [not reqg Picked up by admin and invited

Add in recall dates for each SMI pt,
Schoolacre 32|51 Recall Murse PCN pharmacist |online overdue list to PM

Tip: Work with the practice’s current process

Utilise system alerts

Mental Health Register Without BP

Mental Health Register Without Chaolesterol or QRISK Score
"r On 3MI register- needs health check: Action to see if any of the 6 core items of the SMI health check are missing
Action

Action Maore

® sy patient - eligible for QRISK: Please do QRISK 3

Action Maore

Mare

A% Needs Smoking Cessation advic...

A% Non-Diabetic Hyperglycaemia
/% Mental Health Care Plan Qutsta...

A Alcohol Consumption recording



Process

Reception/ Admin— PCN pharmacy
Invite and book patient in technician = to monitor

for physical health check T T P e
followed by SMR liaise with MH

HCA/ Phlebotomist/

Nurse — To perform initial

Annual LTC recall SMI assessment and
N physical health checks

PCN Pharmacists — To Refer for necessary
conduct an SMR and SMI interventions/ screening
LTC review

Social Prescriber —To Care coordinator — To

link to appropriate perform regular “check-
voluntary sector ins” if required
organisations
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Process

We developed a holistic approach involving:

PCN Pharmacy
Technician

>

PCN Pharmacists

™

MNurses/ HCA

Internal Support

External support

18

* Project manage

* Raise awareness
across PCN

* Provide training

* Ascertain baseline
data

*  Monitor progress

reviews

¢ Carry out
appropriate follow-

ups after PHC

¢ Signpost

Provide medication

Carry out physical
health checks
Offer lifestyle
advice and
appropriate
interventions.
Support with
recalls

* Social prescriber to

support with
finances, well-
being, and other
community links.

¢ Care co-ordinator

to support
vulnerable or
housebound

patients

* Admin, reception,

practice manager

¢ Mental health

team

¢ Community

pharmacist
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Mental Health Annual Review Checklist

Murse/ HCA — Initial assessment

To do Advice and referrals Done
Bloods (check LTC bloods list,
must include Hbalc & Lipids)
BP and pulse/rhythm Follow BP protocol if high, lifestyle advice
Weight and BMI Diet advice/ weight management referral
Diet and physical activity Lifestyle advice
recorded
Alcohol Status Education/ referral
Smoking Status Advice/ smoking cessation referral
Use of illicit substance Referral
Cancer screening Encourage booking if applicable
Pharmacist — for patients on medication
To do Advice and referrals Done
Check initial assessment Ask for information or book in for
complete appropriate checks

Review bloods and BP {Hbalc/
Lipids)

Lifestyle advice, next steps if needed,
referral to NHS diabetes prevention
program

Calculate QRISK

Lifestyle advice, offer statin?

Complete SMR

MH Wellbeing check

BHM accuRx?, Crisis numbers, offer Social
prescribing referral, Care co-ordinator
support?

Pharmacy Technician — for patients who decline an SMR or have no medication

To do Advice and referrals Done
Check initial assessment Ask for information or book in for
complete appropriate checks, utilise accuRx

Complete QRISK

Book in with pharmacist to discuss Statin if
needed

Send out SPLW info

Information & Self-referral link

Send out or discuss PSQ

For random patients

Training




Training

Raise awareness of resources available for follow up interventions

Befriending
service

Citizens
advice
beaurea

Weight
management

Coffee
mornings

Birmingham
Healthy
Minds

Exercise on
prescription

Smoking
cessation
clinics

Walking
groups

Free
community
lunches




Training

Use system templates

LTC Initial Review & Tests

ﬁ
I'L'cm:izfi»ns

Management limited due to COVID-15 pandemic

O # € coronavirus COVID-19

F Iy Psycholic Chsorder - Mental Health
Tests - Blood Tests Required

# FBC

# HbA1c

& LFT

f Lipids (non-HDL Cholesteral)

# Prolactin

& T8H

# U+E

— Blood test overdue: Prolactin {on Antipsychoticy

= Blood Test Up-To-Date:FBC UE LFT HbA1c cholesterol - On Antipsychotic
Blood Test Up-To-Date: UE up-to-date - On ACE/ARE
Blood Test Up-To-Date: UE up-to-date - On Metformin
Blood Test Up-To-Date: TSH up-to-date - On Thyroxine

Tests - Other Tests Required

A Urine ACR

= Monitoring Up-To-Date: BP + BMI up-to-date - On Antipsychotic

—— Monitoring Up-To-Date:; BP up-to-date - On ACE/ARE

¥ ¥ ¥ W W ¥ ¥

—

—

—

FJ Wellbeing Review

Conditions

[®] CVD initial Review
[®] Diabetes

L4

[

=

(] Mental Health SMI

®

i Blood Test
,& Urine Test

he

elp & feedback

Review

G?‘ New Electroni...

Bipolar Disorder - Review - Physical Health

Wellbeing Review

Risk

Management

Review

* Alcohol

* Diet

¥ Exercise
Oral health
Sexual health

* Smoking

* Substance Misuse

* Weight

* Waist circumfere. .

% Weight referral
* BP
* HR

Fulse

* Total cholesterol ...

* Hbalc
# Cancer

* CVD Risk

Immunisations
* Medication review

W Care plan

Kg

cm

BF  mmHg

bpm

mmoll
35 mmalmaol

Clg Cancer Screening

Height 1.851

1

L]

L |

':'cxrdens
help & feedback
A7 SMi enhanced services administration O #
F 4 || &
r 4 || &
F 4 || #
F 4 || &
F 4 || #
F 4 || &
;ﬁ M y
m  BMI 8 BMI Calculator
¥y 4 Weight declined O
& IJE Obesity & Weight M...
A&7 gt BP Monttoring BP refused O
A 4= HBPM Diary « Vitals & Lifestyle
& & ~F
& # Phiebotomy Chelesterel declined O
& d Diavetes Glucose testdecined [ ]
& 8 oniske W CvDReview | QRISK3

y % Immunisations.
& % Drug Review
ﬁ E|4E-I Care Plan

4 patient Goals
B cass

(i‘\. Future Care Plan...



Lo

Training

Referrals and SMS templates

TEST, Eleven (Mr)
MHS: Unknown - DOB: 01-Dec-1939 (82y) - Gender: Male

To: 07817 B48359 Consent @  Mobile ~

£ Birmingham Healthy Minds (MTD) X v

460/ C

Signposting to IAPT service SNOMED code will be added to the record

Dear Mr Test,

Further to our discussion today, here is the number for Birmingham Healthy Minds
Counselling Service:

0121 301 25 25 or website:

https-/fwww bsmhft.nhs uk/our-services/himmingham-healthy-minds/

Remember in a crisis you can call the surgery, 111,/999, or text SHOUT to 85258, 0121 262
3555 for the Mental Health CRISIS team or go to ARE.

Also you can always call the Samaritans 24/7 on 116 123.

Thanks, Katey McCorkell

¥ Social Prescribing TAWS

Other Details... |Exactdate &time ~ | Wed 25 May 2022 |~ |10:38 WX|

Changing the consultation date will affect all other data entered. To avoid this, cancel and press the "Next' button  Hide warning

Fage 1

Social Prescribing Referral

A referral to the secial prescribing can be made for suppoert with non clinical and social
problems, such as isclation, debt, bereavement, exercise and dict, anxiety, addiction
Jamily issues and domestic abuse.

Referral to =ocial prescribing =service |:| y

& New Word letter with TAWS Single Point of Acc...

Social prescribing declined |:| y

The form should be emailed to holistic.interventions(@nhs.net

-~

L

Referral to social prescribing service
Date © Che..,| ..

15 May 202
30 Jun 2021 14:29
17 Aug 2021 09:07
15 Sep 20211715
30 Sep 2021 11:58
25 Jan 2022 10:55
25 Jan 2022 10:58

14 Apr 2022 15:26

v
Show recordings from other templates

I:‘ Show empty recordings
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Going forward

Alle
cholester|HbA1c/ |Alcohol |Smoking |health
SMI register |BMI BP ol/ QRISK [glucose |status status checks
PCN 21/22 333 66% 70% 66% 66% 61% 73% 45%
PCN 22/23 260 B80% 83% B80% 80% B86% 89% 74%

Continue to increase the number of SMR’s and
Social Prescribing referrals to support with
interventions

23%

49% 16%
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Going forward

Cancer Screening/f advice

QRISK=10
Weight % statin
manage |BP Glucose |(Glucose Receiving QRISK offered/ |Screened|Cervical |Breast Bowel
ment Lifestyle |BP drugs |atrisk DM Alcohol |Smoking |interventions (done declined |/ advised |screening |screening |Screening
64% 44%
45% 36% 44% 58% 90% 54% 96% r 61% 46% 97% 73% 88% 44% 87%

* Review ways to improve follow-up interventions

* Appoint an SMI champion for each surgery

* Focus on QRISK
* Increase the number of patients given advice about cancer screening

* Look at flu vaccination uptake in this patient group
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