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Executive Summary

Goals: 

 Manage LTCs 

 Reduce pressure on CCG and 
health system resources 

Progress to date:

 Running for 1 year and 3 
months 

Wellbeing Star improvement 
and secondary care usage 
reduction above expectation

 GP engagement has been a 
challenge

Presenter
Presentation Notes
Thrive.NEL’s goal is to help people with long-term conditions better manage their health and well-being, and by doing so reducing pressure on CCG resources
The programme has been running for over 1 year, with a number of changes implemented to improve performance, including restructuring the delivery team and re-designing the social prescription model
Engagement from GPs has been very weak, negatively affecting the programme’s performance
These issues have resulted in target number of referrals and outcomes achieved being below the initial target
However, performance continues to improve with strong effort from the Centre 4 team and BOP
Outcomes achieved both for the Well being Star and secondary care costs are above expectations
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 Commissioned by NEL CCG and supported by just under £1.1million from 

The Big Lottery Fund

 Managed by Healthy Lives Together (a Limited Liability Partnership in 

conjunction with Bridges Outcomes Partnerships 

 Centre 4 is the main delivery partner and provides the link-worker roles

 A range of voluntary sector organisations deliver the social prescription

Thrive is a Social Impact Bond

Presenter
Presentation Notes
Thrive.NEL is a social impact bond commissioned by NEL CCG and The Big Lottery and managed by Bridges Outcomes Partnerships (BOP) in partnership with Centre 4
Centre 4 is the main delivery partner and provides the link-worker roles
A range of largely voluntary sector organisations deliver the social prescription
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7 year programme

1,744 patients targeted with at least one of the following LTCs: 

 Atrial Fibrillation

 Asthma

 COPD

 Diabetes 

 Hypertension

Project overview

Presenter
Presentation Notes
The project is a 7 year investment aimed at supporting 1,744 patients with at least one of the following long-term conditions (LTCs): 
Atrial Fibrillation
Asthma
COPD
Diabetes 
Hypertension. 
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Project overviewCase Study

Presenter
Presentation Notes
LTHC-Diabetes (happy for you to pick another case study)
 
Patient B was referred into the service by her GP, she was socially isolated, not managing her diabetes well and had other LTHCs. She told us that she needed help with healthy eating advice, her anxiety levels were high that she was very lonely. 
 
With help and support from her link worker she was able over time to address issues going forward and begin to create an action plan. Patient currently engages in the following:
 
Active Forever swim/gym pass
Healthy eating advice
Joined a sewing group
Engages in a women’s social group
 
 
The patient tells us that she had no friends to speak of for 10 years, she did not have the courage to change this and did not have the motivation to address her health issues.
 
Patient A was on 9 tablets per day for her diabetes, she is now on 1.  The programme has also had an impact on her other long term health conditions – her thyroid medication has been reduced as has her pain medication.   
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The Hub Model

Presenter
Presentation Notes
The model was initially designed to have one link-worker delivery partner (Centre 4) and a range of social prescription deliver partners (T2)
However, it became clear that this model presented a range of issues:
Of the 3 T2 providers planned, only one was able to mobilise on time (CPO) and a second one (Foresight) 6 months later
The range of activities from T2 were too limited 
Patients expressed a preference to stay with their Tier 1 Link Worker rather than T2
A new approach was redesigned, based Ways to Wellness model, that builds community based activity Hubs that provide:
Group based activities 
Engaging activities that demonstrate progression  
Empowerment to the groups to become more autonomous
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Outcomes 
The average 6-month wellbeing has improved more than 20%
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Presenter
Presentation Notes
Support can last for 2 years through a wide range of social prescription based on the specific needs of the patient.
There are review point at 6 months, 12 months & 2 years to review impact according to plan. 
Improvement in Well Being Star: At this early stage the Thrive WBS 6-month average scores have changed from 21.24 to 25.71, a 4.48 increase, representing a 21% improvement*. 
At this early stage comparisons to Ways2Wellness is challenging due to the lower number of 6-month WBS scores. W2W had a 62.6% completion of the 6-month WBS and a change from an average of 28.5 to 30.79, a 2.3 point increase or an 8% gain. 
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Primary care usage reduction

 Working with SystmOne and EMIS to collect data

 Expecting first results by the end of the year

Secondary care usage reduction

 Working with DSCRO to collect data

 Too early to tell but initial results are encouraging 

Outcomes
Working with DSCRO and Primary Care to collect data on usage

Presenter
Presentation Notes
Impact and outcomes measured using data include:
Reductions in Primary care usage (using NHS Data)
Reduction in Secondary care costs (using NHS Data)
Increase in Patients’ ability to effectively manage conditions (using Well Being Star Data)
When operating at full capacity the programme is expected to support 400 patients per year with saving of £200k.

Primary care usage reductions in Thrive patient visits: In September 19 CCG were unable to collect GP visit data due to a range of issues but we are expecting to collect data in October via SystmOne/EMIS
Secondary care cost reductions for Thrive patients: This data would indicate that the savings exceeded expectations. CCG have the data and will share its analysis internally.
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Outcomes
Early indications show a reduction in usage of secondary care
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Thrive had received, at the end of September: 

73 GP referrals

213 self referrals

GP referrals help

 Identify patients that are eligible and will benefit from Thrive, which 

also helps retention

 Find groups of people in one area with similar conditions, allowing to 

create tailored interventions for a group of people

 Easily track and share back with GPs information around Primary 

Care usage after intervention

GP referrals

Presenter
Presentation Notes
The design of the programme was based on an eligible caseload of 26,123 across Primary Care in NEL. Thrive has received 286 referrals at end Sept 19, 73 coming from GP referrals, 213 self referrals.
Self-referrals are generated from extensive marketing and engagement across the NEL community. Unlike GP referrals, the level of inappropriate referrals is much higher and make it harder to organise local community hubs.
The idea scenario is for a GP to work with the Thrive Link Worker to contact all eligible patients. This results in:
Better targeting and response rate of patients
Bigger batch of respondents enabling establishment of community hubs
More effective retention and tracking of progress
Demonstrable data shared with GPs on impact
More effective lessons learned and impact analysis
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Top 10 GP by Eligible Caseload

GP Practise Eligible Referral Self 
Referral

ROXTON 3,321 3 21

CLEE 2,191 2 11

FIELDHOUSE 2,091 1 10

SCARTHO 1,816 2 11

BEACON 1,757 0 9

WOODFORD 1,533 0 16

PELHAM 1,474 2 13

BIRKWOOD   1,331 1 12

TAYLORS 1,065 0 4

RAJ 974 38 24

Top 10 GPs by Referral

GP Practise Eligible Referral Self 
Referral

RAJ 974 38 24

STIRLING 597 9 6

Secondary Care 
& Other 0 6 4

ROXTON 3,321 3 21

CLEE 2,191 2 11

SCARTHO 1,816 2 11

PELHAM 1,474 2 13

STIRLING 705 2 18

QUAYSIDE 497 2 1

OPEN DOOR 279 2 5

GP referral statistics 

Presenter
Presentation Notes
Only 26% referrals from GPs, 52% of these from Raj. 
75% self referrals from community groups, Stroke Association, Respiratory Service, Grimsby Job Centre Plus, etc
Just over 1% of eligible patients (26,123) engaged so far
Lack of engagement more prevalent at larger GP surgeries
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Stirling / Dr Kumar Pilot

 Link Workers have a room and access to patient records

 Focus on Diabetes: 243 eligible patients found

 20 referrals made in 2 months 

 Helping Thrive and GPs

Presenter
Presentation Notes
Thrive have recently launched an engagement programme with Dr Kumar (Stirling). Following consistent engagement, Dr Kumar facilitated access to the GP surgery for the Thrive Link Workers.
Link Workers were provided with a room and access to patient records. As part of the campaign the Thrive team focused on Diabetes in the first case finding sift, identifying 243 eligible patients. The 9 referrals from Stirling all came in September during this engagement with another 11 referred in October.
Such a strong response better enables the establishment of local community groups that provide more effective mechanisms to plan a range of activities and support retention.
It also means that the GP can focus on patients who have a range of comorbidity and socio-economic issues, where social prescribing can make a bigger impact in relation to Primary and Secondary Care savings
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 Radio presentations

 Leaflets and posters at all GPs

 Weekly visits and emails to all GPs /Practice Mangers

 Presentations to Care Navigators, Practice Nurses and GPs 

 Weekly rotation of promotional banners in waiting areas 

 Patient waiting area TV screens where possible

 Promotional video made with the help of the CCG comms team

Engagement campaign

Presenter
Presentation Notes
BOP and Centre 4 have designed a dedicated campaign to increase GP engagement, including:
Radio presentations
The distribution of leaflets and posters at all GPs
Weekly visits and emails to all GPs /Practice Mangers from the team
Presentations to Care Navigators, Practice Nurses and GPs 
Weekly rotation of promotional banners in waiting areas, wherever possible been added to patient waiting area TV screens 
Produced a promotional video, with the help of the CCG comms team
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Questions?
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