Perioperative Care of Older People
undergoing Surgery
The (POPS) Network

June 2021

Launch Event
Part One




10:00
Welcome and introduction to the day Caroline Dove CEO NHS Elect

The POPS Model explained Jugdeep Dhesi Consultant GSTT and POPS Network Clinical Lead

The POPS Network offer Simon Griffiths Director and QI Associate, NHS Elect

Salford POPS Arturo Vilches-Moraga Consultant, Salford Royal NHS FT

BREAK (10 mins)
Liverpool POPS Mark Johnston Consultant, Liverpool University Hospitals NHS FT

Dartford & Gravesham POPS Anna Whittle Consultant, Dartford & Gravesham NHS Trust
Measurement for Improvement Matt Tite Director and Measurement Lead, NHS Elect

Wants and Offers Lisa Godfrey Director and Ql Associate, NHS Elect

What’s Next? Simon Griffiths Director and Ql Associate, NHS Elect

Summary and Next Steps Jugdeep Dhesi Consultant GSTT and POPS Network Clinical Lead
13:00 - CLOSE
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sli.do

Open a browser on any laptop, tablet or
smartphone

e Gotoslido.com or scan the QR code
below
e Enter the event code #POPSLaunchl

* Use the polls to give us feedback about
the day
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The POPS Model
Explained

Dr Jugdeep Dhesi
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The NHS Elect POPS Network

Perioperative medicine for older
people

Jugdeep Dhesi, Geriatrician

Perioperative medicine for older patients
undergoing Surgery (POPS)
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Where do we even start?!

10 million have
surgery/pain UK

1.6 million as in-patients

250,000 defined as high
risk

Clinician reported outcomes
Morbidity
Mortality

Patient reported outcomes
Recovery
Experience, satisfaction
Regret

Process related outcomes
LOS, readmissions
Harm and complaints

Cost to informal and/or
formal sectors



Risk related to

procedure

&

to patient

Procedure specific
Low risk
Intermediate risk
Major

Complex

Site of surgery
Intra-cavity

Non-cavity

Timing
Elective
Expedited

Emergency

Multimorbidity

Physiological
Status
Patient

Lifestyle Syndromes

factors e.g. frailty

Socio- o
economics Disability

Recognised

versus
Unrecognised disease/syndromes



Perioperative care for *high risk’ patients

Stage of periop pathway What should we do?

Pre-op Assess of severity of known conditions
Assessment Screen for undiagnosed issues

Assess severity of newly diagnosed conditions

Pre-op Optimise comorbidities (eg diabetes)
Optimisation Optimise multimorbidity (eg PD and IHD)
Optimise multifactorial conditions (eqg frailty)

Modify lifestyle related risk factors (eg smoking,
alcohol, BMI)

Pre-op Quantify risk using appropriate tools

Shared decision making  Employ Benefits, Risks, Alternatives, do Nothing
approach



Perioperative care for *high risk’ patients

Stage of periop pathway What should we do?

Pre-op
Planning of hospital stay

Postoperative
management

Consider day case or admission

Be clear about admission; where & when including
place and day of week

Plan site of postoperative care; ward, enhanced care,
level 2/3

Identify anticipated complications early

Use EB approaches for postop medical complications
(eg AF, ACS, HAP, delirium)

Proactively set realistic rehabilitation goals

Ensure timely, safe, effective discharge

Provide effective handover to community for LTC mx



Can such approaches be put into

practice?

Variety of approaches

* Traditional

* Co-management
o Physician (eg POPS)
o Anaesthetic (eg Exeter) s i

Preoperative l
Anesthetist Clinic

o Hospitalist (eg US) =

Surgical Outpatient Clinic

Emergency

\
N
. [P — l ______ - POPS Preoperative clinic U S -
Case studies 4 surgcl Acmission | ¢ \
I
: Referral based on: = Multidisciplinary CGA and . : :
i Surgical complexity 1 optimisation Joint POPS —surgical | . X I
] Multimorbidity 1 Prediction of perioperative ward rounds ! Screening through: !
1 e ] d CEPOD handover
WWW O rq U i Geriatric syndromes ] complications POPS CGA an f el !
- . . : (eg frailty, cognitive :—9 Perioperative management |~ optimisation 1—: :
= i e ] plan Ward Based MDTMs | Structured ward round |
i e 1 I
1 Limited functional status ! Liaison with surgeons, Rehabilitation goal ! sl I
h Difficult decision making 1 anaesthetics, primary care . setting 7 1 I
% /" and all AHPs involved in Discharge Planning L ¥
S - pathway Family meetings e ————— -

|
v ¥

Discharge home/rehabilitation

The POPS Model unit/care home

Signposting to primary care /
other services

Discharge to
Amputee rehabilitation unit
POPS ward round and MDTMs



http://www.cpoc.org.uk/

Clearly innovation in perioperative care

Is happening in the UK...

Response rate 127 of 152 NHS hospitals (88%)

Model of Postoperative

Pl‘eOperathe clinics= 37 Geriatric Medicine Input

20 existing clinics

. 90

14 dedicated ger med 2

. . 70

3jtclinics (anaes & germed) | _ =

5

. § e

Increase In S

joint meetings ©

joint guidelines T o
Combined 5 15

surgical directorate funding

M Reactive 10 47

Partridge Age and Ageing 2014, Joughin et al Age & Ageing 2019



...and we are addressing change at system-

level ...

Aspect Consideration What is happening?
Pathway ‘Surgery is a punctuation’ Building across
& organisations to develop
Ownership Individual versus team necessary culture,
behaviours
Clinical guidelines Specialty/professional versus e.g. Diabetes
patient centred Anaemia
Frailty
Education and training  Curricula Work with HEE
Resources - curriculum, resources
Workforce Insufficient Developing the workforce
Alternative workforce - Transdisciplinary
- ACP
Evaluation Ql/IS +/- traditional research Linking with national

audit/big data (GIRFT, PQIP,
NELA/NHFD etc)



...but we need this to happen at pace...

Twice as many people
aged over 65 years
have surgery compared
to those under 65 years

No. of operations (per 1000 population)
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Fowler et al, BJS 2019 : 1012-1018



...particularly now!

5 million on the waiting lists
High volume low complexity
Low volume high complexity

Need to turn ‘waiting lists’ into ‘preparation lists’
Assessment
Optimisation
Shared decision making
Planning
Postoperative care



In this context, why is the NHS Elect

POPS network useful?

1. Support and test systematic rollout at a ‘small’

number of sites

Through provision of *hard’ resources, coaching and
mentoring, advice on measurement for improvement
Learn what works and what doesn’t

2. Support early adopters to become regional centres

Learn from stage 1 to adapt the network to the needs of
other NHS units

Build expertise and capacity to support stage 3
Engage teams in national work

3. Support systematic scale up/spread/roll out
At the speed at which it is required!!



What's happened so far and the

questions arising?

Questions

Which population should we start
with?

Within those areas, how should we
segment the population?

What should be the KPIs?

What is the required workforce?

What is the required knowledge?

Possibilities

Surgical specialty (Gl, vascular, urology),
Pathology (cancer/non cancer)
Admission route (elective/emergency)

Age, frailty, multimorbidity, polypharmacy,
SORT/ASA

Clinician reported
Patient reported
Process related

Right now to deliver 6 month project
In the future to deliver the service

Perioperative medicine
Implementing change
Measuring impact



The next steps...

Complexity
of patient
Traditional Complexity
attltucﬁeS & of pathway
behaviours
Outdated AL Paucity of
funding Ol evideane
structures outcome
Unprepared Pl

workforce translation



The POPS Network
Offer

Simon Griffiths

NHS
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The POPS Team

Deborah Thompson  Dr Jugdeep Dhesi Matt Tite
Programme Director Clinical Lead Measurement Lead

B
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Simon Griffiths
QI Associate

Lisa Godfrey

QI Associate Emma
Backhouse
Programme  Alice Clayton Kate Anley
Mandy Manager Measurement Support Project
Rumley-Buss Manager
QI Associate
Elect
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Model for Improvement

“Supporting teams to improve What will we accomplish?
the peri-operative Establishing your AIM
management of older peop’e How do we know a change is an improvement?
undergoing surgery” Identifying your MEASURES
What changes can we make?
Working with the RECOMMENDATIONS

FIRST PHASE - introducing MID POINT - checking in with FINAL PHASE - achievements
teams to the POPS Network Network teams on where you over the last six months of the
approach and the Model for are, what data you're collecting programme, and looking to the
Improvement and next steps. future.

Introduction to concepts of Application of EBD for

- - - Gathering experience data from Reviewing results and Foll
Experience Based Design and : ; e I ollow up study to check

D ian and - patients and staff, patients and staff. Submission of sharing with POPS,  Undertake .. improvements have

= 2lpeE B EEL L, e ot 2l using app and data for thematic analysis by the agreeing plans for improvements :
completed by core members of planning a study ysis by O made a difference

: POPS team improvement
project team.

Setting up your project:: -

- initialg'sitlt: f'isit' o ITHI;T:IEM:;Q om allga:h;s of Time for reflection: Planning next steps:

- Quality Improvement expertise cmme":"'g'ne% o recﬁme tions - what changes have you made? - what improvements are you seeing?

;:epss"r:;ﬁt”"de' Ll - undertaking EBD with staff and ;:;s;mpm"emems areyou :ﬁ; isﬁt‘::;taaﬁ::'izg”?

tients ¥ :
-developing plans to implement small paren : . . - what is the data telling you? - what changes do you want to keep,
cles of ¢ch ligned to th - collecting and interpreting data - what is working well and not so and what do you want to get rid of?
rcgcoﬁr?lengﬁ: ? - - regularteam calls well? ’ what become:(‘)t‘:usiness ags. usual’ E-ll"ld
- clinical input and support o -
- onli i i - continuing PDSA change cycles how?
online leaming sessions - spread education and training g ge cy
Introduction to concepts of Data diagnostics: . .

Measurement for Improvement:  establishing a C;Egﬂgjgg gfenTith{érprLazggg — Demonstrating improvements
aims, measures, and driver diagrams. baseline

Supported by calls, webinars, on-line events and Moodle online training, delivered by Measurement for Improvement experts.

Regular calls with POPS QI Associate - Regular POPS Network calls - Clinical 1:1 calls - Regular webinar series - Regular email updates - Website

resources

Elect

Improvement Networks www.popsolderpeople.org



Programme overview

* Allocation of a Quality Improvement (Ql) coach to support
you with improvement plans.

* A six-month learning collaborative to include a ‘core’ event
each month and supplementary workshops and webinars.

* Access to regular monthly meetings to network with other
participating sites and systems, including to provide local
programme managers with an opportunity to build links with
one another and learn together.

* A set of communications’ support to help promote the work
being taken forward and create a ‘movement’ for change.

* A local web-based resource to provide material and tools for
you to use in your work (including a POPs toolkit).

* Specific tools to help with measurement and the experience
based design approach.

NHS
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Programme core content

The core content each month will cover a range of topics, such as
(dates to be confirmed):

e 22 June 2021 — World Café and Measurement for Improvement

e August 2021 - What should we do about the workforce (Part One)? and Perioperative
services in emergency surgery

* September 2021 - What should we do about the workforce (Part Two)?, the EBD
approach, and involving the public and patients in the co-design of services.

* October 2021 - Clinical update/input, an update on measurement and a case study (the
anaesthetist’s perspective)

* November 2021 - Research update in perioperative medicine, sharing our improvement
journeys so far and a case study (changing the 'waiting list' to a 'preparation list’).

* December 2021 — The interface between primary and secondary care, Ql and the ‘Pixar
Pitch’, posters/improvement presentations from each site and a measurement update.

This programme core content runs alongside separate
measurement sessions, and a webinar series.

Improvement Networks www.popsolderpeople.org Elect



The NHS Sustainability model and guide

Sustainability -
Average scores for answers to Questions 1-10

j ] Sy ISR E ey L s Na

Ql Q2 Q3 Q04 | a5 Q6 Q7 Q8 | Q9 Qil0

Process Staft rganisatio

O Maximum Score  ®E Trust

For more information click here.

Improvement Networks www.popsolderpeople.org

L ¥ o« |

Sustainability - Gap between average score and
maximum ranked by decreasing gap

Q7 Q10 Q8 Q3 @6 Q5 Q4 a1 a2 QS

M Process M Staff B Organisation

Elect



https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/NHS-Sustainability-Model-2010.pdf

The EBD approach —
a service improvement method

fé} Capture the experience

,O Understand the experience

\‘b Improve the experience

y Measure the improvement

© NHS Institute for Innovation and Improvement 2010. All rights reserved.
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Staff and Patient Experience Based Design
(EBD)

Being admitted

How did you feel? Please add other thoughts or feedback on
your experience.

There are a number of EBD
guestionnaires available on our

{ I

app’:
Al seeyics: | * Outpatient patient
What were your first impressions of the service? . .
questionnaire
&  Outpatient staff questionnaire
E -‘-’ * Inpatient patient questionnaire

* Inpatient staff questionnaire

Improvement Networks www.popsolderpeople.org Elect



Patient EBD and Staff EBD results

100%
80%
60%
40%
20%
o ._-_._—_-_—_-_
Being Admitted Your Comfort Your Treatment Dignity & Respect
100%
80%
60%
40%
20%

0%

Being admitted Patients comfort Delivering treatment Dignity and respect
Patients first assessment Communications Providing hygiene Planning patients discharge

Improvement Networks www.popsolderpeople.org Elect
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Salford Royal INHS|
m:‘.g POPS Network

Launch Event — Part One

Tuesday 8 June, 2021




Elective

Preoperative
POPS review*
[ —

| General Surgery, Colorectal, UGI |

Short Term

Focus

Long Term Vision

Emergency

Emergency Department ‘

ERAS

|7 Surgery

Non Surgical Management‘

No Surgery

|

|

High Dependency Unit ‘

!

A4

4,| Acute Surgical Ward

n-patient

GPS review*

Surgical Triage Unit \

Other hospital area

In-patient rehabilitation

Discharge home

Intermediate care

24 hour care




Improving surgical outcomes (Salford POP-GS)

>2000 patient-episodes
8th September 2014 — COVID-19 Pandemic

135




Improving surgical outcomes (Salford POP-GS)

Patient and staff satisfaction

Reduced calls to medical registrar

Reduced referrals Cardiology, gastro, endocrine
improved coding (recognition of complications)
improved quality of discharge summaries

ANENE NN




Improving surgical outcomes (Salford POP-GS)

Patient and staff satisfaction

Reduced calls to medical registrar

Reduced referrals Cardiology, gastro, endocrine
improved coding (recognition of complications)
improved quality of discharge summaries

ANENE NN

Nat
./f\ Risk-Adjusted Mortality
2.6%

National mean 9.3%
Number of patients included 136

National Emergency
Laparotomy Audit

Risk-adjusted mortality
1 December 2018 - 30 November 2019




POPS-GS@Salford 2014-October 2018

Elective/Emergency in hospital

Elective

Emergency

4 DCC + 1 SPA sessions = 20 hours/week

(including cover, holidays, ...)




POPS-GS@Salford October 2018- 21

Elective/Emergency in hospital
Elective 2WW.L initiative & High risk UG

Elective Emergency
Preoperative ™ ||Bmergency Department
mmmmmmmmmmm
RAS Surgery No Surgery
on igh Dependency Unit
Other hospital area
Acute Surgical Ward
In-patient rehabiditation
In-patient Discharge
Intermediate care
__u RGUF Eare

4 + 4 DCC + 2 SPA sessions = 40 hours/week

(including cover, holidays, ...)



Recipe for success

Heterogeneous with complex needs and poor clinical outcomes ‘ GA

Collaborative working

Frailty is bad news but can be reverted
Delirium identification and management



Recipe for success

SKILLS

Comprehensive Geriatric Assessment = TEAMWORK

Collaborative working
Frailty is bad news but can be reverted

Delirium identification and management



Recipe for success

Comprehensive Geriatric Assessment
Collaborative working

Frailty is bad news but can be reverted Q t ' l‘ iﬁ J‘l A=y a

Delirium identification and management ——




Recipe for success

Comprehensive Geriatric Assessment
Collaborative working

Frailty is bad news but can be reverted
Delirium identification and management

Laddud oo gl o L s = i S St A S |
i i it o Agiated~Daatran twy
11stiiameds Rambling* Witharaw)'
luutiwss Deliriumsense of plav
luwlldered «Confused+*Incoharuiil
Il inationsAgitated«Distrac b4
M antedts Rambling s Withaly s//),

M dNease o Sttt i h 4 M




* Heterogeneous with complex needs and poor clinical outcomes

o Mobility/

Socioeconomic/ Psychological/
Environmental Mental

Physical Medication

Review

Assessment

Creation of

problem list

Regular
planned view
P alised
Intervention

CGA




The set up: Salford-POPS-GS in-reach Service

* Proactive, daily case finding service for frail (CFS>4) patients over 64 years of age and
all over 80 years of age

l « Comprehensive Geriatric Assessment




[ACM Consultant InReach)

85 year old independent non smoker with a diagnosis of dementia
Hypertension, hyperlipidemia, prostatism and previous TURP
Medications (6): Mo Allergies

Emergency admission
{adhesive)

Clinical Frailty Scale -3
Social: Lives with wife in a house. Independent. Mobile with no aids. Recent dementia diagnosis
with no behavioural symptoms

High Dependency Care: Yes

Procedure: Emergency Laparotomy & Release of Band Adhesion

Complications: delirium, ileus, AKI, acute urinary incontinence

{abdominal pain and vomiting): small bowe obstruction

Current Function

Mobility: Independently maobile
Cognition: CAM Positive. 44T 12
Urinary catheter

Today's Assessment:

DOLS to be completed
Most Recent MEWS Score: 2 5302 97% on 2L
Bowels NOT opened since admission (according to EPR)

HAT assessment completed. On LMWH
Devices: Urinary catheter
Ceiling of Care: Full

Diagnoses:

Acute small bowel obstruction (adhesions)
Acute kidney injury - prerenal (hypovalemia, iatrogenia)

Eal e

Extubated 30/04

Post-operative ileus 30/04

Post-operative acute urinary retention - difficulty catheterising

Post-operative mixed type delirium superimposed on dementia 01/05 - received olanzapine
Polypharmacy

oo~ oy

Emergency Laparctomy & Release of Band Adhesion 28/04/2018 - abnormal looking jejunum

Changes to medication

STOPPED Aspirin and Atorvastatin (no active indication in the absence of established vascular
disease), Omeprazole (low dose and no longer indicated as not on antiplatelet agents),
Bendroflumethiazide and Perindopril (AKI and low BP)

STARTED Trazodone 50mg at 6pm, Paracetamol 1gr up to QDS and Mavicol QM

CHAMGED -

RECEIVED Qlanzapine (acute confusional state)

Discharge Plan:

Surgical agenda: bowels not yet opened. Reduced bowel sounds.

| do appreciate Mr
time of ileus.

He is restless and we should aim
bowels regularlandmabile)

suffered an episode of acute urinary retention perioperatively at the

soon as practicable (providing he is moving his

Continue to\omit Bendrgflumethiazide, perindopnl and atorvastatin
Stop aspirin ailtogethef as there isn't a clear indication. Omeprazole can also be discontinued

#0p pre-discharge
Please could ward staff continue to ensure usual delirium measures are taken, including regular
re-orientation and reassurance, good hydration, reqular bowel movements and monitering of
pain.

Information given to patient/carers:

Expected Discharge Date is

Mot Suitable for transfer to Pendleton Suite
Advice given to General Practitioner:

ACM Follow up: Mot required



* Collaborative working is key to success




The set up: Salford-POPS-GS in-reach Service

* Proactive, daily case finding service for patients over 74-years of age
* Core team: Senior nurse, physiotherapist, Occupational therapist, geriatrician/ACP

« Comprehensive Geriatric Assessment
« Targeted Multidisciplinary interventions
* Timely Discharge Planning

o ||k

Admission Before surgery After surgery ICU/ward Before discharge




Frailty is bad news but can be reverted

Cognitive
impalrment

Sphincter
disturbance

Mability
impairment

Functional
impairment

Lack of social
support

Malnutrition

Delirium

Polypharmacy

Physiological Parameters

>Mysold v

rased JVF. cardiomoegaly v

SYSEN203 3l 1est pUrtOnaTy ALr0SL/CaROMIINCO ON X3y *

ECG = any oner abnommal vy >4/min ectogkcs, O waves. STIT chanpas »
< 90 g v

<40 of > 120 bem v

<10 of >15 o8 v

»20 ot «3 v

15 v
<126 mmotd v
<) % or >5 9 memcit v

Operative Parameters

Operatsan Type Complex Major Operation »
Wasmlses of procedures mom hae e ¥

Operateve tincd Lows ISDITTTNRS
(RSTLERTEE R RTTEETIE . froe bose! comtent. pus or blcoa ¢
Malgnascy Status rrabgnancy + datant mats v

CErOO emorgensy (witen 2 bes) ¢




* Frailty is bad news but can be reverted

LIPIAIN 4 mma d

< ———————
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VeryFlt People who are robust, ac

2 Well - People « -
symptoms fit th C soroachine the end c
I e or are very active occasionally, e g. sea y over even { minor illr
medical problems h

= not regularly active

3 Managing Well
are weII controlled

Clinical Frailty Scale

N cat

5 Mildly Frail hese people often |

evident
(fina

slowmg

6 Moderately Frail - People need

ouulde

bathlng

activities and

i 1

nd might need minim A

ile not dependent on of
n symptoms limit activities. A commor

keepmg house Inside

nave no active disease
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nal

* more

i need help ir hlgh order IADLs

| help Wlth

7 Severely Frail

Completely dependent for
personal care, from wha r cause ysica

> not othel wise

<6 months, v

Scoring frailty in people with dementia

symptoms in mild dementia

f t event, though still reme

epeating tt e tior \ l withdi
n moderate dementia, t mer

1gh they seemingly can re mbe

n severe dementia, the

Top Tips to help you use the
Clinical Frailty Scale

@ Trust, but verify
What the person you are assessing

e Over-65s only
The CFS is not validz

It's all about the baseline

If the person you are assessing is acutely

unwell, score how they were 2 weeks ago,

not how they are today.

You must take a proper history
The CFS is an objective clinical assessment

tool. Frailty must be sensed, des d, and

measured - not guessed

says IS

important, but should be cross-referenced
with family/carers. The CFS is a judgement-
based tool, so you must integrate what
you are told, what you obser 'd what

your professional clinical expenence tells
you from dealing with older adults

in people under
65 years of age, or those with stable single-
system disabilities. However, documenting
how the person moves, functions, and has
felt about their health may help to create an
indvidualised frailty assessment

Terminally ill (CFS 9)
For people who appear very close to
death, the current state (i.e. that they are

dying) trumps the baseline state.

Having medical problems does not
automatically increase the score to CFS 3
A person who isn't bothered by symptoms and

wh

whose condition(s) doesn't limit their lives can
be CFS | or 2 if they're active and independent.

Don’t forget “vulnerable” (CFS 4)
People in this category are not dep
(though they may need assistance with heavy

housework), but often complain of "slowing
down”. Theyre becoming sedentary, with

poor symptom control

Dementia doesn’t limit use of the CFS
Decline in function in
dementia follows a pattern similar to frailty,

people living with

so if you know the stage of dementia (mild,
moderate, ar‘wcrr\) you know the level of
fraity (CFS 5

of dementia, f‘)l‘o.'v the standard CFS scoring.

7). If you don't know the

Drill down into changes in function
When considering more complex activities of

daily living (such as cooking, managing

finances, and running the home) the focus is
on change in function. A person who has
always relied on someone else to perform a
particular activity should not be considered
dependent for that activity if they've never
had to do it before and may not know how.




* Delirium identification and timely management

Create ‘ Preview |

Sections q
o f——— == sg,,[ Acronym Expansion [4‘ Allergies/Intolerances/Adverse Ever\ts]
S || ™ Delirium & Dementia Ass| — =
= ED TIME Bundle | - i
3 ~ Delirium & Dementia Assess AAT Assessment TIME Bundle H CAM ” "— Dementia Assessment " Capacity Assessment H EPR Admin use only
2 4AT Assessment ]
= ED TIME Bundle
: Cal e
TIME Bundle Abnormality found
CAM NEWS  Yes  No  Not assessed
Dementia Assessment Blood glucose € Yes © No € Not assessed
Capacity Assessment Infection € Yes € No € Not assessed
EPR Admin use only
Hydration € Yes © No  Not assessed
» DOCUMENT VERSION T - Triggers
Medication changes " Ves © Nao € Not assessed
Pain € Yes © No € Not assessed
Urinary retention  Yes © No € Not assessed
Constipation © Yes © No € Not assessed
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o/ jnrection
4
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Treat causes | |;,’7 EEE __: ‘
N Ufrifion M - Manage Clinical details
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Constipation T~
.’ E - Explain Explain to family € Click here to view and print the leaflet
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Hy rc Ion Clear Unsaved Data |777 OOD — ‘ =
< | [

. o Need Help? ~ Mark Note As:  [] Results pending [ Priority [] Incomplete (m] (m]
Medication

Environment







Elective

Preoperative
POPS review*
[ —

l

ERAS

*Comprehensive Geriatric Assessment
Informed decision making
Optimisation care and Prehabilitation

Emergency

Emergency Department

Surgical Triage Unit

|7

Non Surgical Manngementl

*Comprehensive Geriatric Assessment

Surgery No Surgery

| |

High Dependency Unit

!

v

.l Acute Surgical Ward

1
n

Targeted multidisciplinary interventions In-patient
Discharge planning meetings POPS review*

MDTea

, @MDTea_podcast

Timely Discharge
Planning {EDD)

Other hospital area

In-patient rehabilitation I

Discharge home

Intermediate care

24 hour care




atie Bers : salford R | m' m
(Pt pres t e coves ) Salford Royal Salford Royal

j \'.l'ﬁ‘l-'ﬂrl.'l}' I_Fifh.'ﬂg Trust N HS Foundation TrUS-t

I:I_'Ilzaparintlahhgreq.lied: Oy [OM

safe » clean » parsonal I

Oesophagectomy

Integrated Pathway

Elective Colorectal

Programme Care Pathway

Atz bl e poachic :

Date of surgery

Pre-Operative Checklist Completed by Doctor Nurse
» A pre-operative arterial blood gas on air is available O
-
Admission Date: Consultant ¢ Pre-operative weight is measured ™ kg O
- - » Pre-operarive medicarions prescribed: O
L] Right hemicolectomy 4 days hets of Preload in 750 ml at 22:00 the night bek ¢ (anless insulin-dependent dibetid
:: 2 Lengm o o O Left hemicol ¥ 5 days . Eil.: ets of Preload in .-5:.":r_ j.r_l‘l."..";". ﬂl%hl’_ crnr?surg:r: [an SSIIF_EL |r-|- ependent diabetic) . i
Target discharge date: ¥ [ Rectal resection & days 0% chlothexmoathwash [HmL over 1 minute after brushing teeth] 2200 night befoo: sumgery 8 06400 moming of sacgery
J O Subtotal colectomy 5 days o pre-operative tihzapatin of oh post-op Day 0
.. Intended O Ward » Pre-operative medicarions given: O
t-op bed O sHDU . .
S z » The parient is consenced O
MesMumess: | [ T T [ T T T T T T T 11 o Crirtical care bed is booked as Level 2 O
« 2 unirs of blood are crossmarched. If not, FY1 to take O
This patient is on a care pathway. ALL DOCUMENTATION relating to this episode Conk d blood ilabl O
. .
of care should be recorded in this document. * Lonhrmed Hood avalabie ~
DO NOT MAKE ADDITIONAL ENTRIES N THE MEDICAL RECORDS s 08:00 Thearre team briefing in anaesthetic room time confirmed O




Our journey towards 7  salford Royal

Northern Care AN"E’“(E NHS Foundation Trust
H5 Group
Global
[ - I
D I g Ita Digitised
Pathways
Exemplar Acute Surgical

Abdominal Pain
Medicines Ca re Pathway

Management

University Teaching Trust

safe @ clean @ personal

' Digitised Optimising
| Theatres EPR



Patient /\l )
Y\  General Practitioner S
Home Acute Physicians Department
District Nurses
Voluntary Sector Relative/s Porters N
\ Carer/s N Surgical Triage Unit
Residential Home Auxiliary Nurses
Surgeons Nursing Staff \
\ Care Home Staff Anaesthetists Emergency
Nursing Home Geriatricians Bed Managers Admissions Unit
Specialist Nurses
Radiology Team N
) IV Team ICU/ SHDU
Intermediate Care Single Organ Specialists
Dietici
: \ 1€ ICIa!'IS Pathway Manager Acute General
Rapid Response Pharmacists ~ Surgical Ward
Team 4 &

Occupational Therapist
Physiotherapists

Advance Nurse Practitioner
Palliative Care Team
Social Worker




STRENGTHS

Existing service upon which to develop
Respected by colleagues

Collaborative working

ACP/Consultant Geriatrician delivered
Patient/Staff satisfaction

Financial benefits

Aligned with Trust objectives

WEAKNESSES

Reliant on 3 individuals

Increasing demand

Medical pressures/priorities (COVID-19)
Staff changeover

Frailty/Delirium identification/management

Data gathering
Longer term sustainable funding/service

OPPORTUNITIES

Increasing demand

NELA

2WWL CR

High risk UGI MDT initiatives
Healthier Together
Research/Publications
Career progression

THREATS

Staff retention/deployment
Snowballing demand

Clinical priorities elsewhere
Conflicting priorities/vision
Financial pressures
Territorialism/defensiveness
Complacency/ change fatigue




* Healthier together
— Service Reestablishment/ consolidation
— Amalgamation COTE in-reach services
— Quality Improvement



Recipe for success

Comprehensive Geriatric Assessment
Collaborative working

Frailty is bad news but can be reverted
Delirium identification and management

GOAL VISION 4.0

= TEAMWORK =

Ll

guTET

§ i i o Angitated > Dty
IIstiameds Rambling s Withalrawy!
wulless Deliriumsense of plac
\uwlldlered *Confused«Incoherun|
lallueinations Agitated«Distras ui
e santed s Rambling « Wity »///

Mg acoumes ~F S cu s i L4



! '! Z : Ea salford Eﬂﬁl INHS|
Elect POPS Network

Launch Event — Part One

Tuesday 8 June, 2021
Y
” 1&1

Salford POPS Arturo Vilches-Moraga, Salford Royal NHS FT

YW @avilmor

arturo.vilches-moraga@srft.nhs.uk

of
1Y% Il MANCHESIER

MANCHESTER

Salford Royal m
Morthern Care Alliance NHS Foundation Trust
NHS Group

H5 Grouw




Tips

* Look, listen, think (before crossing the road)

* Sell your idea (business plan/ Clinical Governance-MM meetings)
e Collect data prospectively (IM &T, excel, database,...)

* Pick and pamper your team (MDT)

 Update managers regularly (keep them on board)

* Revise, attend POPS course ....

* Make sure it works for You

>

(@1




ACM@Salford

_ Community Services sols
Dom Visits MDG Rapid Response RH/NH

GOD 2
|

Front door Services
Liaison Services EAU m Acute Geriatric Units
Back door — Rehabilitation/Step down L3

OP Clnics
e — L5

Gen Surgery Delirium

Salford Royal

NHS Foundation Trust

University Teaching Trust

safe e clean e personal




Johnston

NHS

Elect
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NHS

Liverpool University Hospitals
NHS Foundation Trust

Proactive Care for Older Patients
Requiring Surgery (POPS)

LUHFT (RLB Site)

Dr Mark Johnston (Consultant Geriatrician)
POPS/OncoGeriatrics



NHS

Liverpool University Hospitals
NHS Foundation Trust

2.0 WTE Band 7 CNS POPS Nurses

0.6 WTE Consultant Geriatrician (3) Time

3 Pillars of focus:
\S7d

T &l S

Peri-operative
care

/,’fé{rf;\

Decision Optimisation
Making

KPI’s:
1) 80% of Inpatients reviewed within 72hrs
2) 90% of Pre-op referrals to be seen within 2

weeks
3) Reduction in reactive Cons-Cons referrals from

surgery

Our Service




NHS

Liverpool University Hospitals
NHS Foundation Trust

Ag
| %) ]
1 M ] |
Clinical Frailty Score (Rockwood;
-
|
4 ¢ 2" . o ) ( &
\ o g ‘ 3 q £
~~
.» ‘V‘.
A !
[ELA
t'lv'“:'ll.'. Elactve
2 2%
Emergency
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NELA Report (Yea

= NwWw s 0o

pdl Date range v
Dec 2018-Nov 2019
Dec 2017-Nov 2018
Dec 2016-Nov 2017
Dec 2015-Nov 2016
Dec 2014-Nov 2015
Dec 2013-Nov 2014

NHS

Liverpool University Hospitals
NHS Foundation Trust

Hospital Sitdag Total

RLB
RLB
RLB
RLB
RLB
RLB

164
144
135
144
190
181

90
77.4
317
43.3

25

2

Abity to review

Avere of sppropriate patient

Logged on (NELA) databaso:

]
E
ISR

Surgical team refers

i
i
H
|

p

Blectronic FOPS NELA form

POPS input to NEL A database

a
E

Geriatrician Rota vith cover

g
i
-
]
g

Develop Critcal care patrvay

POPS ICE referral form

Theatre staff referral portal

POPS triage tool

Access Emergency thealre deta

o Assessed by elderly medicinfig Post op LoS (Median)

L]

Adjusted Mortality rate (%}
10 5 7.3%

127 § sao%

13 11.10%
14.4 10.10%

NELA

National Emergency

Laparotomy Audit

NELA

63


https://www.nela.org.uk/NELA_home

NHS

Liverpool University Hospitals
NHS Foundation Trust

g o

Change Business
Management Intelligence
O 0O

Challenges

Project Resource
Management Management

64



NHS

Liverpool University Hospitals
NHS Foundation Trust

e

Pre-op Growth Complex MDT
Pathways Onco-Geriatric

Integration

©

The Future
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NHS

Liverpool University Hospitals
NHS Foundation Trust

-Pushing on open doors
-Willingness to visit all clinical areas
-Ambassadorial role

-Focus on all 3 pillars

-Resource is precious, invest wisely

-NELA is a great starting position

-Significant appetite to develop this L e a rn I n g p O | n tS

66



INHS

Liverpool University Hospitals
NHS Foundation Trust

ThankYou

Dr Mark Johnston

Mark. Johnston @liverpoolft.nhs.uk

0151 706 2000 (PA Linda Evans)

67



Dartford and
Gravesham POPS

Dr Anna Whittle

NHS

Improvement Networks www.popsolderpeople.org Elect



POPS @ a District General
Hospital

Dr Anna Whittle

Darent Valley Hospital

Guy’s and St Thomas'’

Dartford and Gravesham




Darent Valley Hospital

e
DROP OFF ONLY

P

partford & Gravesham NHS

NS Trust

—-— part ey ot

Darent Valley Hospital

Main Entrance

Sk ey o Ay
e L0y prahibited within this Mespital




In the beginning.....
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pDartford & Gravesham m

NHS Trust

Darent Valley Hospital

Main Entrance
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Collaborative leadership

Strategic
financial
leadership

Local
collaboration

Cross site
collaboration



Mechanisms for sustainability




Inpatient activity over 15 year

763 CGAs

669

emergency 94

elective admissions

admissions
NELA:

100 * Infirst year: 98% >70
taken over by 569 years seen by POPS (1
another team RIP on ITU)

45 RIP * Pre-POPS 2, 8 and 20%

seen



Length of Stay {days)

Length of stay for EGS

LOS
(days)

Length of Stay: Pre and

Post POPS
15.00
10.00
Pre POPS
5.00 Post POPS
o.00
Median Mean
Length of Stay
Pre POPS
Post POPS

Median Length of Stay (days)

POPS: Median Length of Stay

10

8 -_— e
6 -_—
4
2
(o]
“ " A D b D b o) D ) ) D D
N4 % % N N N N N N N N N N
@QO R T A A SN U NG, R o
<
Month
Median Mean
8.00 14.18

7.00 11.16



30 day readmissions rate for EGS

Percentage of Patients Re-
Admitted Within 30 Days: Pre and
Post POPS

POPS Percentage Re-Admission

40
30
20
10

o

w
o o

QC‘) ’\ ’\ ‘b ‘b Q) cb QJ 2 _.3) ‘b > 2
O %0 062; \'z, <<Q, @’b“ ?\Q ‘é&\\ \\)(‘ \o \30) (')Q,Q é‘

BN
[e] [e]
Admitted

o
Percentage of Patients Re-

Pre POPS Post POPS Month

tage of Patients Re-
ted Within 30 Days

* 30% readmission rate pre-POPS. 7/15 (46%) of readmissions were
for medical reasons, 8/15 (53%) for surgical

* Average 30 day readmission rate over first year 18%

* Analysis done at 8 months of POPS: 25/61 (41%) of readmissions
were for medical reasons and 36/61 (59%) were for surgical reasons



Medical complications

Common Medical Complicationsin General Surgical Patients

B Delirium
Constipation
Urinary Tract Infection
B Urinary Retention
q q Pneumonia
Acute Kidney Injury

N IV

_.\e,g %O QQ' \’b(\ « é)’ @Q, ?‘Q& @\’5\ \\)‘:\ \\} ?\\) CQQ,Q OL

=~
o

Total Number of Complications
M w
o (o]

[}
(o]

Month
The incidence of all common medical complications has increased when

compared to pre-POPS data
This most likely represents increased detection of medical complications



NELA: geriatrician review laparotomy

patients > 70 years

Pre POPS Post POPS (n=53)

M Yes
B No

M Yes
B No




Standardised pathways to improve clinical care

* Astandardized CGA proforma
 Establishment of a working group in Delirium
* ASilver trauma pathway (for head injuries, non NOF injury)

Comprehensive Geriatric Assessment

[ This patient is more AGITATED OR SLEEPY

(Drowsy / lethargic / difficult to rouse / restlessness / hyperactive)

Ol There is ACUTE change and fluctuation in COGNITION/THINKINC

(Disorganised, incoherent speech / difficult keeping track of the conversation)

DELIRIUM SHOULD BE SUSPECTED
** PERFORM 4AT + T I M E **

TRIGGERS
Drugs / dehydration
Electrolyte imbalance
Level of pain
Infection / SEPSIS
Respiratory failure
Impaction of faeces
Urinary retention
Metabolic causes / Mi
Surgery / Stroke / Head Injury

Manace
Address the TRIGGERS
Act on INVESTIGATIONS
Consider phar i

INVESTIGATE
Observations + NEWS
Collateral history re: cognition
Physical examination
*Urinary retention + constipation™
Review medication
Blood glucose
Bloods (order set on PAS) - Consider ABG
Urinalysis
Imaging - Consider x-rays / CT Head

ENGAGE Everyone
Patient, relatives & carers
Explain diagnosis & give leaflet

in medical notes & EDN

if
threaten patients safety or

a y orientate & reassu
Ensure use of hearing/visual aids

others Encourage early mobilisation
* As per Trust i i o calm
Avoid ward moves

Date: _/ _ /

Time:



Colleague Feedback

Staff agreed that POPS@DGT improved the overall care of the older
surgical patient, improved management of medical problems,
improved discharge planning, and improved older patients’
experience were reported by >80% of those surveyed

Improved interdisciplinary working with the introduction of MDMs
Improved educational opportunities which facilitated better clinical care

Least positive feedback came from surgical JDs, some reported an
increased workload following introduction of the POPS service
Those who remained less engaged expressed a wish to see locally-
generated data regarding service outcomes



Patient Feedback

A series of patient events have
been held in order to engage
our service-users in shaping the
new service

Improvements resulting from
these events are numerous, and
include coproducing documents
such as patient information
leaflets and maps that make
clinic day easier and
streamlining pathways



Our Patients’ Opinions

“ think it’s a brilliant
service, | wish it would
spread out further and

further”

"Someone at long last
who's showing respect to
us older folk, and not
expecting us to be like a
younger person”

"l felt she was really
listening, and as if |
could ask her
anything”

"l just got the
impression that she had
an overview of what
was going on with me”

“I had a lovely
appointment with
POPS - it put my

mind at rest”

“My concern was the
anaesthetic would
cause dementia. But
she did all the tests,
and reassured me”



Our successes

Demonstrated successful translation of tertiary model to a DGH
Progression at speed.....

Co — production

Shared learning — presentations, toolkit, publications

Darzi fellow: Ruth De Las Cases

Education

Culture change —Trauma / POPS CNS post

Ward MDMs for discharge planning

Data shows we ARE making a positive difference to patient
care



Our biggest challenges

Busier than expected

Small team

Workforce dilemmas

Outpatient service — referral pathway / criteria

Cultural change:

'It's fine in a teaching hospital but there is no evidence this approach works at DVH’

‘All they do is increase our workload and it makes no difference to patient care, in fact, they
increase length of stay’

And my personal favourite.... "We managed before you came....



.....Thinking about our future

Improve recruitment
Registrar training opportunities
OOPE [ registrar allocation
Regional multidisciplinary study days

Expand the service
Extension to Urology
Increase Consultant number.

Develop CNS roles
Further education
Framework and pathway to ANP



Grow your own service tips....

Adapt not adopt

Data is power

Attract attention

Don't be afraid to go to the top

Creative financial and workforce solutions
Relationships are key

Learning communities (POPS SIG, NHS Elect)
(Almost) everyone comes around in the end



ThankYou




Measurement for
Improvement

Matt Tite

NHS

Improvement Networks www.popsolderpeople.org Elect



In the next 30 minutes...

*Introduce our approach to measurement
*Tell you about the measurement offer

*Start our measurement journey
- Aim statements

*Set some homework

Improvement Networks www.popsolderpeople.org Elect



POPS Measurement Journey

* Launch Event (Part 1: 08/06/21): Setting the Aim and
understanding the scope using process mapping

* Launch Event (Part 2: 22/06/21): Driver diagram
development session and the 7 steps to measurement

* Measurement Masterclass (Date In July): Measurement for
Improvement knowledge, how and what to measure

e Your Measurement visit

* Mid Programme: Share your working data and the tools
you are using for data collection

* Final Core Event: Your charts

Improvement Networks www.popsolderpeople.org Elect



LET'S TRY A FEW
MORE RUNS WITH A
DIFFERENT GRIP AND
SEE WHAT HAPPENS?

YOU'RE THE
ONLY ONE
ON THE
TEAM NOT
TO REACH
THAT HEIGHT!

NOW JUST
3000 MORE
ATTEMPTS

Improvement Networks www.popsolderpeople.org Elect



The 7 steps to measurement

1 Decide
Aim
4

2 Choose
Measures

4 Collect
Data

7 Repeat
steps 4-6

6 Review o Analyse
Measures & Present

Improvement Networks www.popsolderpeople.org

i

Elect



Outcome / Impact measures

Balancing Process
measures measures

Improvement Networks

Elect



Outcome / Impact measures

Balancing Process
measures measures

Elect

Improvement Networks



Problems Found Per Person
7 : 15
UCL=6.443 .
6 2
: Data/ Graphs .| =
g g
5 o
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&
5 3 X=3.038 z
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E 2
5
< - 4
1 3 3
0 2
LCL=-0366 _ L -
© © o o o o o y rere— ST I
£ & o 6 -
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Assessment Date

How do you feel as you were delivering care to
this patient

Emotional Map

- Patient Staff
Perspective Perspective

mpositive mmiddle ® concerns/sad

NHS

Elect

Improvement Networks



What shall we measure?

Elect

Improvement Networks



Activity One : Where are you wanting to go?

For your POPS service, what would ‘Perfect’ look like?
* Open a blank email
* Write in your sentence

 Sent it to your project lead

Elect

Improvement Networks



Where are you wanting to go?

Homework

Work as a team — have you written the same things?
If so, see if you can create an aim statement

Bring your combined aim statement to driver
diagram session (22"9 June)

Improvement Networks Elect



Our Pathway Map

b
@@|@ https://www.sfn03.com/sfn_CYUHB/viewer L2~-ac H (& Lightfoot sfn Viewer App X ‘ | Ak

@)
Prototype
Hide tab bar Settings Reload Logout L B llghtfoot

[Monthly - all . Theatre procedure Y¥/N |'<n:} selection> . Patient Age |:<ﬂﬂ selection> |° Specialty \:<Fl0 selection> \o Start data time \:none].

Day of Week <no selection> |[{1] End data time [none] ()

Emergency Surgical Admission Analysis
Overview (SAU) | Summary ‘ Emergency Surgery Front Door | Emergency Surgery - General Surgery & Urology | Right Place | General Surgery and Urology Analysis by Procedure ‘

Admissions with no procedure in theatre | Attendance by day of week/ hour of day | POPS Flow Map

EU Location |SAU_|¥| Theatre Specialty [<no selection> I PpoAc <no selection> )| - | Fitted [ (CL00

Emergency Pathway Procedural

EU Attendances General Surgery

Unplanned Readmissions % Unplanned
(30 days) Readmissions (30 days)

First AU Location

EU attendances - $AU * 8574 + 7584 + 85+ : (Monthly - all)
‘e it 5213030 73017

Non Procedural
otz )
| SEEEEEEE - 01 | Discharged

Average LoS
(overnight patients)

[ 5ock f Home | Dir | Nav | Favs | Help | Pages

3 This tab is set o show over 65s. Use the Patient Age
IET=E) filter to drill down to specific age bands within this

Referrals - - _
POAC — PREASSU POAC - Other Surgical Admissions <RI group of patients.

a— L ‘m The admission values include all General Surgery and

Urology Emergency admissions not just those that

Other Referrals . - ! i i j : : (144 ] — visted SAU.

Follow up

Vascular

Waiting List

30 April 2021
sfn Viewer 10.3 Friday
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Homework

Can you create a functional map:
- Where do your patients come from
- What are the stages that they currently go through
- Has C19 changed the process?

Bring your functional map to driver diagram session (22"
June)

Elect

Improvement Networks



Measurement and analysis support

 Measurement for Improvement Masterclass
* A measurement visit

* An interactive measurement guide
 Webinars

* Telephone support

e SPCtools

Improvement Networks www.popsolderpeople.org Elect



Five Measurement Challenges

1. Areyou clear on your aim?

2. Have you selected the right measures to quantify the
benefits?

3. Areyou tracking the right patient groups - how do you
identify these?

4. Canyou map and quantify the flow of older patients
through your system?

5. Will you be able to demonstrate the impact of
implementing your improvements?

Improvement Networks www.popsolderpeople.org Elect
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Examples of SPC analysis (East Kent)

Length of stay for emergency vascular patients admitted pre-POPS

807 1
m 111
UCL=68.79
60 -
o
=
S
t m -
w
: !
J -
20 - U V K=22.56
0 T T T T T T T T
1 12 23 34 45 56 o7 78 89 100
Patient Number
1
J 1
60 UCL=56.80

Moving Range
8 &
I——— 1

bt

0 b

1 12 23 34 45 56 67 78 89 100

Observation

NHS
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Examples of SPC analysis (East Kent)

Length of stay for emergency vascular patients seen by POPS

100 1
75
1
= 1 n N
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Patient Number

NHS
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Frailty Opportunity Identifier
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To get your own login..

https://apps.model.nhs.uk/register

https://ncdr.england.nhs.uk/Account

www.youtube.com

Using the Online Frailty Opportunity Identifier Tool

Improvement Networks www.popsolderpeople.org Elect
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Want’s and offer’s

Think about what you ‘want’ to know about POPs and the knowledge you
have to ‘offer’ about developing POPs services

Copy the Jamboard link from the chat function into your web browser:
- if your surname starts with A-L please use Jamboard One
- if your surname starts with M-Z please use Jamboard Two

Write what you ‘want’ to know on the WANT board on a - sticky note

On the OFFERS board write down what you can ‘offer’ on a green sticky note

— make sure you also include your name, organisation and email address as we may
ask you to share your offer in the next session on 22 June.

NHS
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World café on Tuesday 22 June

Groups will
rotate to We wiill
allow you to theme the
broadly ‘wants’ into
participate in topics
the groups
At our next 3 Relev’ant.
cacdiEm ¥ offers’ will
’ be matched
will facilitate
- to these
_ BIOWp topics and
discussions to i ;
discussion
network on s
each topic e
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Next steps

What’s next on your POPS
Improvement Journey.?

Simon Griffiths

NHS
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Next steps

As a team think about the following:

* Ensure you’ve identified core members of your team e.g. your Exec
Sponsor, Analyst, Project Manager etc.

e Access the POPS website www.popsolderpeople.org and let us know
what content would be useful

e Access the POPS Toolkit at the website
* Get the date for your virtual site visit in your diary

* Then, work with us to schedule the date for your virtual
measurement site visit.

* Register for the next session on 22 June — 10am to 12:30pm, and the
next Measurement session in July (invites to follow).

NHS
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As a team think about the following:

3 things | am going to make sure happen, to embed or
further develop in our POPs service plans

2 people | need to speak to about our plans for POPs

1 thing | am most excited about in our POPs service plans

NHS
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Summary and closing
remarks

Dr Jugdeep Dhesi

NHS
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sli.do

Open a browser on any laptop, tablet or
smartphone

e Gotoslido.com or scan the QR code
below
e Enter the event code #POPSLaunchl

* Use the polls to give us feedback about
the day

Improvement Networks www.popsolderpeople.org




Think about the support you
want/need and let the
programme team know at

networksinfo@nhselect.org.uk
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