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Be a Lover not a Fighter  
campaign creates space to  
discuss domestic abuse
Champs Public Health Collaborative led the Be a 
Lover not a Fighter public health campaign to make 
it easier for people to talk openly about domestic 
abuse. The campaign’s prevention approach was 
designed to complement existing work by partners 
from local authorities, the NHS, domestic abuse 
services and the police.  

Partners helped deliver 
the campaign 
The Be a Lover not a Fighter campaign 
considered domestic abuse from a public health 
perspective. Two demographics in the 15 to 30 
age group were targeted in the local population 
of 2.4 million people, though the campaign 
sought to engage more widely. 

Creative concepts were refined by testing with 
these groups and incorporated the expertise of 
domestic abuse professionals. 

Tools used to share the message that domestic 
abuse is not acceptable: 

•	Campaign website: www.lovernotfighter.org.uk.

•	A4 Posters.

•	Badges and badge cards.

•	Support from celebrities. 

•	Posts on Facebook, Twitter and Instagram.

•	Bus and radio advertising. 

•	Face to face public events.

Stakeholders from community safety, 
safeguarding, the Police and the offices of the 
Police and Crime Commissioners were engaged 
to offer advice on the campaign’s development 
as well as their support for the innovative 
approach.

In 2016, the opt-in model of investment used to 
fund the campaign allowed it to be extended to 
Lancashire. 

Contact: Pippa Sargent or Matthew Ashton    
Campaigns and Social Marketing
Champs Public Health Collaborative 
Email: Champscommunications@wirral.gov.uk
Telephone: 0151 666 5123 

“Campaign reach exceeded our expectations. By making 
domestic abuse a public health rather than a crime-led 
issue, Be a Lover not a Fighter made it easier for people 
to openly discuss an issue that is often hidden.” 
Pippa Sargent, Campaigns and Social Marketing,  
Champs Public Health Collaborative

A social marketing 
approach to domestic 
abuse prevention
One in 3 women and 1 in 6 men experience 
domestic abuse. Most of this violence or 
emotional ill treatment is witnessed by children. 
The impact can be devastating. 

Historical campaigns to tackle domestic abuse 
have focused on victim support or crime 
reduction. The Be a Lover not a Fighter public 
health campaign aimed to prevent abuse. It 
used social marketing to create opportunities 
for people to hear about the impact, nature and 
prevalence of abuse and to create space for 
discussion. 

Domestic abuse has serious physical and 
mental health consequences for victims.

Half of all people who report domestic 
abuse have children. Living with domestic 
abuse adversely affects children’s health, 
development, relationships, behaviour and 
emotional wellbeing, which has consequences 
for their educational attainment and future life.

Pre and post campaign public research was 
used to develop messaging in 2015 and 
refine it in 2016. The campaign drew on NICE 
guideline (PH50), Domestic violence and abuse: 
multi-agency working. 

 

www.nice.org.uk

One million people 
encouraged to think 
about domestic abuse
In 6 weeks in 2015 Be a Lover not a Fighter 
reached almost one million people in Cheshire and 
Merseyside. At the mid-point of the 2016 campaign 
public and stakeholder engagement, in particular 
social media engagement, was already out-
performing that of 2015.

Pre and post campaign public survey results revealed:

•	It made people think more about domestic abuse. 

•	It helped people recognise that tackling abuse is 
everyone’s responsibility. 

•	Understanding that abuse can be emotional or 
physical increased.

•	People still underestimated the scale of domestic 
abuse. 

•	The impact on children is a strong motivator to 
end abuse.

Key learning points:

•	Local leadership is key to success. 

•	Build a model that allows local choice – opt-in 
funding created stronger support from partners.

•	Engage partners early. 

•	Relate plans to recognised theory – social 
marketing is a new field. 

•	Innovation takes time to be accepted – gather 
evidence, apply good theory, evaluate and  
share success.
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Empowering patients and 
GPs to manage irritable  
bowel syndrome 
In 2011, Somerset Gastroenterology Flexible Healthcare 
Team sought a patient-focused solution to irritable bowel 
syndrome (IBS). They provided training to help GPs better 
diagnose and manage IBS within primary care. The money 
this saved funded a dietitian-led clinic to help patients 
relieve IBS symptoms by changing their diet. 

Business planning to 
improve patient care
The project was a collaboration between primary 
and secondary care stakeholders including 
Taunton and Somerset NHS Foundation Trust, 
Yeovil District NHS Foundation Trust, Somerset 
Clinical Commissioning Group and Somerset 
Partnership NHS Foundation Trust. 

A business plan was developed to identify 
potential cost savings to fund new services.  
The plan aimed to create better GP 
management of IBS through training, to reduce 
referral to secondary care and to prevent 
patients from having unnecessary invasive tests. 

The money saved was used to fund a specialist 
dietitian post and to introduce faecal calprotectin 
testing at GP surgeries. This stool test 
distinguishes IBS from conditions that cause 
inflammation, for example Crohn’s disease or 
ulcerative colitis. 

IBS training for GPs covered: 

•	IBS diagnosis and management algorithms.

•	Advice on using faecal calprotectin and blood 
tests.

•	Guidance on when to refer a patient to 
secondary care.

•	Updates on diet and lifestyle management to 
improve IBS symptoms.

•	How to access community-based specialist 
dietitians. 

 

Patients feel better 
and there are fewer 
unnecessary referrals
In August 2014, a re-audit of secondary care 
gastroenterology clinics showed just 9% of slots 
were taken by 16 to 45 year olds with likely IBS. 

The faecal calprotectin test was successfully 
used by GPs to identify which patients needed 
referral to secondary care.

Predicted cost savings were not fully achieved 
as not all GPs were confident about managing 
IBS. The team hope the project’s success will 
influence GPs in the future. 

Of 83 patients who completed dietitian-led 
treatment, 65% had symptom relief and 74% 
reported improved quality of life. 

“There is no single solution to IBS. A 
multidisciplinary approach is essential to save 
costs and create high patient satisfaction,” said  
Dr Emma Greig.

Since the project began, 35 other care teams 
have asked how it was set up and funded. By 
2014, only 6 could offer a dietitian-led service; 
91% cited lack of funding and 32% lack of 
support from secondary care as the reason.  

 

Contact: Dr Emma Greig     
Consultant Gastroenterologist
Somerset Gastroenterology Flexible  
Healthcare Team
Email: emma.greig@tst.nhs.uk
Telephone: 01823 342 126

Contact: Marianne Williams     
Community Specialist Gastroenterology Dietitian
Somerset Gastroenterology Flexible  
Healthcare Team
Email: marianne.williams@sompar.nhs.uk 
Telephone: 01935 804 954

“By making irritable bowel syndrome less 
medicalised, we’ve made it easier for patients 
to manage their own symptoms through 
diet. Patients are referred less often for 
unnecessary invasive procedures and GPs  
are more confident in IBS care.” 
Dr Emma Greig, Consultant Gastroenterologist, 
Somerset Gastroenterology Flexible Healthcare Team

Moving focus and 
funds from secondary 
to primary care 
Despite the 2008 publication of NICE guideline 
(CG61) on management of IBS within primary 
care, its recommendations were not being 
followed in Somerset. 

Baseline audit data from May 2011 showed 
that 14% of new outpatient slots in secondary 
care gastroenterology clinics in Taunton and 
Yeovil were taken by patients 16 to 45 years of 
age with no red flag symptoms and IBS as the 
likely diagnosis.  

By identifying cost savings from reduced 
secondary care referrals for these patients, the 
team funded non-invasive stool tests to help 
GPs diagnose IBS and specialist dietitian-led 
clinics in 4 sites across Somerset.

Overall project objectives:

•	Cut down referrals to secondary care for 16 
to 45 year-old patients with likely IBS.

•	Provide training for GPs to diagnose IBS 
using established criteria. 

•	Implement tests (faecal calprotectin) to guide 
diagnosis at GP level.

•	Promote effective self-management of IBS 
symptoms through diet.
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A pilot social marketing campaign run by Foodtalk 
Community Interest Company (CIC) in Croydon 
shared the importance of vitamin D and Healthy 
Start vitamins with early years practitioners 
and families considered to be at risk of vitamin 
D deficiency. It was positively received by the 
community and has boosted vitamin D intake. 

Input from community 
groups created an 
effective film  
Before the social marketing campaign began, 
the Foodtalk team developed and delivered 
training on the importance of vitamin D to more 
than 100 Early Years staff in Croydon. 

After the baseline assessment, they formed a 
steering group of influential partners and at-
risk families to consult on the film’s content and 
design. This was done in line with the NICE 
guidance recommendation 4, to ensure the 
pilot was developed with input from relevant 
community groups.

Foodtalk CIC worked with a production 
company to develop video footage. The final 
film used animals rather than people to avoid 
targeting any one ethnicity. The story was 
picture-based so that people with English as 
a second language could still understand key 
messages. 

The completed film, together with an overview 
and Healthy Start leaflets, was shared with a 
total of 10 GP practices, children’s centres and 
schools. They were asked to play the film and 
gather feedback from service users. 

The pilot cost £5,000.  

 

 

 

 

Changing behaviour, 
improving lives
Complete survey responses were received from 
186 people who watched the video. Most had 
children under 5 years old. Six out of every 10 
responses were from people who identified 
themselves as black or from a minority ethnic 
group. This shows the intervention reached 
those deemed most at-risk by NICE guidance. 

More than 7 out of 10 people could repeat key 
messages about vitamin D after watching the 
video. Almost the same proportion said they 
had never heard of the Healthy Start scheme. 
Just over 6 in 10 were not taking a vitamin D 
supplement. More than half said they would 
now talk to their health care professional about 
starting to take vitamin D. This could lead to a 
decrease in NHS costs for treating vitamin D 
deficiency and related ill health. 

“The success of the pilot campaign, its simplicity 
and cost effectiveness suggests there is huge 
potential to share the video. Anyone who’d like 
to implement a vitamin D campaign in their area 
should get in touch,” said Shirley Serber Souza, 
Foodtalk CIC. 

Contact: Melissa Little    
Dietitian and Joint Director
Foodtalk Community Interest Company
Email: Info@foodtalk.org.uk
Telephone: 020 7183 2883 

“More than half of people at risk of vitamin D 
deficiency who saw the campaign say they will now 
take a vitamin D supplement. This is astounding 
and hints at what could be achieved  
on a wider scale.” 
Melissa Little, Dietitian and Joint Director, 
Foodtalk CIC

Vitamin D deficiency 
is an invisible public 
health risk 
Human skin makes vitamin D when it is 
exposed to sunlight. Vitamin D helps build 
strong bones when it absorbs calcium from 
food. Many people living in the London 
Borough of Croydon are considered to be at 
risk of vitamin D deficiency but there is low 
awareness of the issue and the health problems 
it can create. 

A baseline assessment in consultation with 19 
children’s centres in Croydon established the 
need for a vitamin D awareness campaign. 

Foodtalk CIC piloted an animated social 
marketing video to raise awareness of the 
availability of vitamin D and other supplements. 
They worked together with a steering group 
made up of Early Years practitioners and local 
families to develop the video. 

The project was aligned to NICE guideline 
(PH56) on vitamin D. It aimed to encourage 
positive behaviour change around vitamin D, 
by showing the video in children’s centres and 
health centres, and to reduce health inequality 
in the borough.

 

Vitamin D video shares  
health benefits for children  
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Supporting women’s mental  
health immediately before  
and after birth
To improve mental health care for women in the weeks 
before and after giving birth, Bradford District Care  
NHS Foundation Trust reviewed practice and made  
changes. New staff training, clearer referral  
pathways, better use of existing resources  
and the development of new resources  
have improved the service for new and  
expectant mums.  
 

Building a clear path  
to mental health care
As a first step to improve practice a clear 
referral pathway was established. It is available 
to all services with potential to refer a patient. 
The pathway uses one point of access so that 
patients can receive consistent help. 

New training courses were developed tailored 
to each health service. Training is now available 
for GPs, health visitors, midwives, social care 
and council workers. A second course targets 
people already working in mental health. A third 
specialist course teaches parent-infant mental 
health assessments, basic interventions and 
triggers for referral. Participants in this course 
are taught how to use Parent-Infant Relationship 
Resource Cards when they are working with 
families. 

A working group, made up of clinicians and 
managers from all relevant services, supports 
improvements in each team. These champions 
are working towards creation of a virtual team, 
through training, supervision, and reflective 
practice. 

Each new mother and baby now receives a New 
Baby New Feelings leaflet that shares mental 
health advice. 

 

 

 

Partnership working 
and excellent training 
create change
Training evaluation reveals all respondents 
believe the training has improved the care they 
provide and that healthcare workers are more 
confident about helping women. 

Maternity and health visiting services across 
Bradford report the new referral pathway has 
been hugely beneficial to both staff and mothers.

The pharmacists responsible for the official list 
of prescribable medicines report an increase in 
enquiries since the training programmes began. 
This suggests expert advice is being sought 
more often. 

The regional mother and baby mental health unit 
has also seen an increase in referrals to their 
service since the training. 

Feedback on the New Baby New Feelings 
leaflets and the Parent-Infant Relationship 
Resource Cards from parents and practitioners 
has also been positive. 

Key learning points:

•	Having a lead person in each service enables 
a cohesive approach. 

•	Change can be made without extra funding.

•	High quality training is essential to improve 
practice. 

 

 Contact: Lisa Milne    
Perinatal Mental Health Lead and Lead 
Psychological Therapist
Bradford District Care NHS Foundation Trust
Email: lisa.milne@bdct.nhs.uk 
Telephone: 01274 322 644

“Women interact with many different health  
professionals when they have a baby. By nominating  
a mental health lead in each service, who is focused  
on the weeks before and after birth, we have created  
a better experience for women who need support.” 
Lisa Milne, Perinatal Mental Health Lead and Lead Psychological Therapist, 
Bradford District Care NHS Foundation Trust

Supporting women 
helps whole families
Over half a million people live in the ethnically 
diverse Bradford district. Some of the most 
extreme poverty in the UK is found there. Of 
the 8,500 babies born each year double the 
national average die before their first birthday. 

Bradford District Care NHS Foundation Trust 
identified mental health care in the perinatal 
period, the time immediately before and after 
a baby is born, as a service that could be 
improved to help support families. 

A report by the Perinatal Mental Health Lead 
found no clear referral pathway, a need for new 
training and confusion about best practice. This 
led to a project to improve services. 

The project was based on recommendations in 
NICE mental health guidance (CG192). It used 
existing resources and skills to create a better 
service without spending more money.  

Finding and helping women early can prevent 
mental health or family problems getting worse. 
This made partnership working across health 
and social care a project priority.

 

www.nice.org.uk



NICE Shared Learning Awards 2016

www.nice.org.uk

A focus on health 
promotion 
A retrospective review of electronic patient 
records was performed to find out why HBV 
screening and vaccination targets were not 
being met. Interviews were held with Sexual 
Health Service staff and informal feedback 
gathered from patients. 

Talking to health professionals revealed 
confusion about HBV, the role of vaccination in 
preventing long-term health problems and the 
importance of screening.

In response, the project was adapted to focus 
on provision of better information. Both patients 
and health professionals were targeted.  

To improve awareness the Sexual Health Service: 

•	Produced a hepatitis B leaflet for patients 
and staff.

•	Improved their website  
www.umbrellahealth.co.uk

•	Made it easier to book an appointment.

•	Used social media to promote screening and 
vaccination. 

•	Established a HBV education program for 
health professionals.

“We’ve helped staff to understand why we offer 
the hepatitis B vaccine to at-risk groups and 
have encouraged people who attend the sexual 
health clinic to return for follow-up vaccines,” 
said Dr Nicola Thorley. 

 

Practical steps to 
improve monitoring 
and uptake
Real-time monitoring of electronic patient 
records shows screening and vaccination rates 
have not improved yet, but the project did find 
evidence that staff awareness has.  

Key learning points:

•	Consider the patient journey through your 
clinic and ask for feedback.

•	Do not assume a level of staff knowledge.

•	Review staff education resources. 

•	Deliver interactive education sessions for staff 
adapted to their service role.

•	Deliver regular, clear, succinct messages to 
your workforce. 

•	Review and simplify guidance; we adopted a 
screen and vaccinate at first visit policy. 

•	Provide simple, clear advice for patients in 
multiple media and different languages.

•	Look for missed opportunities to offer and 
deliver vaccination. 

•	Explore ways for staff to promote screening 
and vaccination and share what you find; we 
let patients know that the hepatitis B vaccine 
is also a travel vaccine that other patients pay 
for but that the vaccine is free in the Sexual 
Health Service.

 

Contact: Nicola Thorley    
Post-CCT Senior Specialty Doctor HIV and Sexual Health
University Hospitals Birmingham NHS Foundation Trust
Email: nicola.thorley@uhb.nhs.uk
Telephone: 0121 237 5719 

Protecting the health 
of people most at risk 
of hepatitis B
People infected with hepatitis B virus (HBV) 
often have no symptoms, but the virus can 
cause serious health problems including severe 
liver disease, liver failure and cancer. It passes 
from person to person through sex and blood-
to-blood contact. 

A baseline audit of hepatitis B vaccination 
and screening rates in at-risk patients by the 
University Hospitals Birmingham Sexual Health 
Service found they were well below national 
targets. They aim for 90% of patients accepting 
the first dose of vaccine and an infection test 
and 50% returning to complete the first 3 doses 
of vaccine. 

In line with recommendations 2 and 7 from 
NICE guideline (PH43), this project aimed to 
improve uptake of the hepatitis B vaccine in 
high-risk groups of people attending sexual 
health clinics. 

Men who have sex with men, people who 
inject drugs, sex workers and people who often 
change sexual partners are all at high risk of 
HBV infection. 

Boosting Hepatitis B 
awareness and immunity  
in high risk groups

“Providing accessible information about hepatitis B,  
for both people who attend the sexual health service  
and staff tasked with screening and vaccination,  
is crucial to reduce virus spread between people  
most at risk of infection.”  
Nicola Thorley, NICE Scholar and Post-CCT Senior Specialty 
Doctor HIV and Sexual Health, 
University Hospitals Birmingham NHS Foundation Trust

To reduce illness caused by hepatitis B,  
University Hospitals Birmingham Sexual Health 
Service (Umbrella) used electronic patient records 
to monitor how often high risk patients accept 
vaccination and screening. They found rates  
below national targets and a need for better 
information about the virus. 
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Managing medicines to  
improve patient care

A pilot scheme run by a GP practice in the Wyre  
Forest Clinical Commissioning Group (CCG) used 
innovation funding to employ a pharmacist to oversee 
management of medicines. The pharmacist’s work 
improved patient care and may have prevented hospital 
admissions. This led to a Medicines Optimisation Service 
being commissioned across the group. 

 A good investment 
for patients and GP 
practices

The CCG worked with 11 GP practices to set 
up the Medicines Optimisation Service and has 
continued to provide support since the service 
began in June 2014. The CCG helped to recruit 
staff and to develop a clinical system template 
to record medication reviews. Most practices 
employed a pharmacist to lead the service.

The Wyre Forest CCG Medicines Optimisation 
Service aims to:

• Support patients to take the correct course of 
medicines.

• Reduce side effects caused by drug 
combinations.

• Prevent waste of medicines. 

• Improve support for staff involved in repeat 
prescriptions.

“Our biggest challenge was persuading the 
commissioners that this was a good investment 
of quite a large sum of money. We overcame this 
by using intervention data to give a best estimate 
of potential savings including admissions saved,” 
explained Anne Kingham.

 

 

 

 

Medication reviews 
create benefits for 
patients and practice 
staff
Analysis of one month of these services revealed 
2000 interventions. Of these, more than one 
third started, stopped or changed a medicine. 

Missing these prescription alterations could have 
resulted in inappropriate prescription issues, 
patient inconvenience, and in the worst case, 
hospital admission or patient harm.

Data from one month’s direct savings as a result 
of interventions estimates an annual saving 
of around £450,000. The annual cost of the 
Medicines Optimisation Service was £253,920. 
The CCG spend on prescriptions fell 1.4% 
compared to the same period in 2013.

Patients and staff were positive about the 
service. More than two thirds of patients agreed 
it was useful to have the opportunity to discuss 
their medicines. A third learnt something about 
their medicines that they did not know before 
and a third changed the way they take their 
medicines as a result of their review. Staff 
reported improved safety and efficiency in 
handling prescriptions. 

 

Contact: Anne Kingham    
Primary Care Medicines Commissioning Lead
Wyre Forest Clinical Commissioning Group
Email: anne.kingham@worcestershire.nhs.uk
Telephone: 07436 281008 

“The Medicines Optimisation Service idea  
came from GPs who felt they were always rushed 
when looking at discharge medicines and that 
the task would be more efficiently and effectively 
undertaken by a pharmacist.” 
Anne Kingham, Primary Care Medicines Commissioning Lead, 
Wyre Forest Clinical Commissioning Group

Preventing mistakes 
and making medicine 
work
When a patient is discharged from hospital, or 
if they take multiple medicines, a review of their 
prescriptions can reduce the risk of medication 
errors. Time pressure means GPs can not 
always complete a detailed review. The pilot 
Medicines Optimisation Service established the 
benefit of using a pharmacist’s skills to review 
prescriptions. 

This is in line with NICE Guideline (NG5) 
Medicines optimisation: the safe and effective 
use of medicines to enable best possible 
outcomes.

During the pilot, the pharmacist contacted 
patients after discharge to check if their 
understanding of medication changes and to 
establish how much of each medicine they 
already had. This review helped to prevent 
unnecessary prescriptions. 

When the pilot was evaluated, data on 
numbers and types of interventions made by 
the pharmacist in a month were analysed. 
It highlighted many interventions that may 
otherwise have led to a hospital admission. 

The success of the pilot was used to build a 
business case for a commissioned service. 
The Wyre Forest CCG has now extended the 
Medicines Optimisation Service  
to all of its GP practices.

www.nice.org.uk
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The London TB Extended Contact Tracing (LTBEx) 
pilot combined public health and clinical elements to 
create a new model of tuberculosis (TB) management 
that spanned the city. By overcoming boundary 
issues and offering TB screening in a person’s school 
or workplace, or a similar setting, LTBEx transformed 
TB management in the community. 

A better way to trace 
and track TB contacts 
LTBEx was developed in 2012 in response to a 
London TB needs assessment and was run by 
Public Health England. 

The LTBEx team:

•	Developed, shared and applied consistent TB 
incident criteria across London.

•	Worked with HPTs and TB services to identify 
people at risk of TB.

•	Supported the NHS to screen people for TB.

•	Collated screening results.

•	Provided data to inform future TB 
management policies.

•	Strengthened communication between Public 
Health England and the NHS.

•	Created a robust central database of TB 
incidents, contacts and test results.

•	Provided evidence of the resource required to 
manage TB in a city. 

The central LTBEx database is a strength of 
the project. It is the first database in the UK to 
collect details of exposure, medical and social 
risk factors for TB, screening methods and 
results for each person classed as a TB contact. 
This unique dataset will influence development of 
evidence-based TB policies in the future. 

 

 

Screening is up and 
patients have a better 
experience
Between January 2013 and March 2016, when 
the pilot finished, LTBEx responded to 117 TB 
incidents. The pilot is now being evaluated by a 
team of academics. 

Funding LTBEx was the greatest challenge 
because there are no clear commissioning 
pathways for projects that combine public health 
and clinical work. The team hopes the new NHS 
5 year forward view will overcome this. 

Initial data show that LBTEx has improved 
overall screening uptake from half to almost 
three quarters of people. When screening is 
offered in a contact’s school or workplace this 
rises to 4 in 5 people. 

Onsite screening removes barriers that have 
prevented patients from accessing healthcare  
in the past, for example having to negotiate time 
off work or not being able to afford transport to  
a clinic. 

Visiting schools has also allowed the LTBEx 
team to talk about TB in assemblies and so 
dispel misconceptions and stigma. 

 

Contact: Dr Sudy Anaraki   
Consultant in Communicable Disease Control
Public Health England
Email: sudy.anaraki@phe.gov.uk
Telephone: 020 3837 7084 

“LTBEx improved overall uptake of TB screening from  
50% to 73% and made the experience better for those  
exposed to TB. By working with health protection and  
TB service teams incident management became  
more effective throughout the city too.” 
Dr Sudy Anaraki, Consultant in Communicable Disease Control, 
Public Health England

A consistent approach 
to tackling tuberculosis
London is home to more than a third of people 
diagnosed with TB in England each year. Tracing 
other people who have had close contact with 
an infectious TB patient means they can be 
screened and offered care if they need it. TB 
exposure in a school, workplace, hospital or 
similar setting is known as a TB incident.

Before the LTBEx pilot began, TB incidents were 
managed by 4 health protection teams and 30 
TB clinics in London. This led to a variety of 
interpretations of NICE TB guidance (NG33). 

LTBEx provided a unified approach. It also 
enabled contacts to be tested for TB in a familiar 
environment. 

The team acted on referrals from Health 
Protection Teams (HPTs) then provided an end 
to end service. 

The LBTEx pilot offered: 

•	Risk assessment on behalf of health protection 
teams.

•	Communication with the public, service users 
and stakeholders.

•	TB screening through skin and blood tests.

•	Follow-up on screening results.

•	A central database of screening results and 
contacts.

www.nice.org.uk

LTBEx: a new way to manage 
tuberculosis in cities
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Physiotherapy at home for chronic  
obstructive pulmonary disease  
reduces hospital admissions
Hull and East Yorkshire Hospitals NHS Trust provides  
rapid access to specialist physiotherapy for people 
with chronic obstructive pulmonary disease (COPD)  
if their symptoms get worse. Patients are seen at 
home within a day of referral. The service has  
reduced hospital admissions and helped patients 
manage their COPD symptoms better. 

Senior physiotherapists 
manage complex cases 
and improve care overall  
The PARCS physiotherapy at home service began 
in 2011 for patients whose COPD symptoms 
suddenly get worse. Initially it operated Monday to 
Friday 8am to 8pm. It extended to a 7 day service 
in 2012. In 2014, PARCS was reconfigured to run 
from 8:30am to 4:30pm in response to patient 
feedback.  

The team is made up of 5 senior physiotherapists 
because patients often have advanced disease 
and other health problems that complicate their 
COPD symptoms. 

Hull Clinical Commissioning Group funds the 
base, mobile phones, laptops and evening driver 
the service needs to support physiotherapists 
working alone. 

The physiotherapist visits each patient an average 
of 5 times. As well as helping to relieve COPD 
symptoms they help patients and their carers 
learn to: 

•	Manage breathlessness.

•	Improve inhaler and nebuliser techniques.

•	Conserve energy. 

•	Reduce anxiety.

Home visits also provide an opportunity to give 
advice and provide aids to help improve mobility. 

The physiotherapy team visit GP training forums 
to raise awareness of the service. 

Listen to patient 
feedback, adapt and 
market your service
The PARCS team are consistently rated 
‘excellent’ in feedback from patients who report 
reduced symptoms and improved quality of life. 

“I dreaded catching a cold, it always led to a 
chest infection, hospital stay, then pneumonia. 
With the COPD physiotherapists visiting, my 
fears have been alleviated. There’s been no 
hospital admission and with their support my 
COPD is under control. The service is brilliant,” 
said a PARCS service user.

The service has identified clinical standards it 
can use to assess on-going effectiveness and 
patient satisfaction data is collected every  
3 months. 

Key learning points:

•	Adapt in response to feedback: Patients were 
too tired for a home visit after 4pm and did not 
want physiotherapy after their evening meal. 
Service hours were changed to reflect this.  

•	Market your service: To receive patient referrals 
in time to make a difference the team had to 
make sure healthcare providers and patients 
knew about PARCS. 

 

Contact: Amanda Hancock    
Clinical Manager Physiotherapy Inpatients
Hull and East Yorkshire Hospitals NHS Trust 
Email: Amanda.hancock@hey.nhs.uk
Telephone: 01482 623013 

“Cutting down on hospital admissions means 
patients can stay at home and there is less pressure 
on bed spaces and A&E. COPD patients are very 
satisfied with the service. Physiotherapy at home  
is improving their quality of life.”  
Amanda Hancock, Clinical Manager Physiotherapy Inpatients, 
Hull and East Yorkshire Hospitals NHS Trust

Self-referral helps 
patients react early to 
worsening COPD 
Kingston Upon Hull has a higher than average 
population of people who smoke and so has 
a high incidence of COPD. In 2011, worsening 
COPD symptoms were the second most 
frequent cause of accident and emergency 
admissions in Hull. Patients do not want to 
stay in hospital because of the infection risk. In 
England, 15% of COPD patients admitted to 
hospital die within 3 months. 

Local commissioners recognised the need 
for better management of COPD. The 
Physiotherapy Acute Respiratory COPD Service 
(PARCS) was designed to meet this need. 
PARCS aims to prevent avoidable hospital 
admissions by teaching patients to react early 
to worsening symptoms.  

PARCS provides physiotherapy at home 7 
days a week. Patients can contact PARCS 
themselves or the referral can come from a 
healthcare provider. A physiotherapist visits the 
patient within one working day to teach chest 
clearance techniques, anxiety management and 
give personalised advice.

The PARCS service reflects NICE guideline 
(CG101) on COPD.
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Dental decay is one of the most common childhood 
diseases. Designed to Smile is a public health 
programme that offers supervised brushing with fluoride 
toothpaste in schools. It is delivered by the Community 
Dental Service in partnership with pre-schools, schools 
and Local Education Authorities.

A universal offer with  
a target on deprivation 
Children living in deprivation in Wales are offered 
a toothbrush, fluoridated toothpaste and help 
with brushing. 

To help reduce health inequality, nurseries and 
schools in the three most deprived groups of the 
population are given extra attention. 

The overall objective of Designed to Smile is to 
put fluoride on children’s teeth by brushing with 
toothpaste. 

The core programme has 3 elements: 

1)  Supervised brushing with fluoride toothpaste 
in school or nursery for 3 to 5 year olds. 

2)  Oral health promotion for key groups of 
children, their parents and health and teaching 
professionals. 

3)  Promoting oral health from birth to 3 years old. 

Designed to Smile also incorporates the original 
Welsh Government fissure sealant programme 
and a fluoride varnish application programme.

The Community Dental Service organises, 
coordinates and delivers Designed to Smile. It 
was originally piloted in South East Wales and 
North Wales. In 2009, the Welsh Government 
expanded the programme to cover the whole 
country. 

 

Parental support is 
high and children are 
taking part 
Annual monitoring reports show Designed 
to Smile is being targeted to children living in 
deprivation and that participation rates are high. 
Almost all, 95%, of parents give permission 
for their children to take part. A total of 1,389 
nurseries and schools in Wales help 93,000 
children brush their teeth.

More than 10,000 parents and carers have been 
shown how to prevent tooth decay and 230,000 
oral health packs have been given to children to 
take home. 

Results of a Wales-wide dental survey are 
expected in 2016/17. This will show whether 
there has been a positive effect on oral health.  

Two evaluation reports are also in progress: 
“The first covers the views of teaching staff. 
The second considers how parents brush their 
children’s teeth at home. Results will be used 
to guide oral health education messages in the 
future,” explained Dinah Jones, Programme 
Lead for Designed to Smile.

 

Contact: Dinah Jones    
Programme Lead for Designed to Smile
Cardiff and Vale University Health Board
Email: Dinah.jones@wales.nhs.uk
Telephone: 029 2033 6417 

“We know that children living in deprivation experience 
the worst tooth decay. Designed to Smile delivers 
supervised tooth brushing, fluoride varnish application 
and a fissure sealant programme so that all children 
have an opportunity to improve their oral health.”  
Dinah Jones, Programme Lead for Designed to Smile, 
Cardiff and Vale University Health Board

Reducing inequality 
with fluoride 
Six out of 10 children who live in the most 
deprived communities in Wales, have such bad 
tooth decay that they need to have a filling or a 
tooth removed before they start school. Dental 
decay in the most affluent communities is half 
that of the most deprived.

In the 2006 Eradicating Child Poverty in Wales 
strategy, the Welsh Government set a tooth 
decay target. By 2020 they aim for the dental 
health of 5 to 12 year olds in the most deprived 
fifth of the Welsh population to improve to the 
level of oral health currently found in the middle 
fifth. 

Cochrane reviews have demonstrated that 
brushing with fluoride toothpaste does reduce 
decay.

The Designed to Smile public health 
programme aims to reduce health inequality. 
It is school based and targets areas of social 
deprivation. Its holistic approach follows NICE 
guidance (PH55) on oral health. 

 

www.nice.org.uk

Designed to Smile tackles  
tooth decay with children  
in Wales
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Liverpool’s Healthy Homes  
Programme delivers health  
and housing improvements
Liverpool City Council and the former Liverpool 
Primary Care Trust worked together to create an 
award winning approach to health inequality called 
the Liverpool Healthy Homes Partnership. It identifies 
poor housing then works with Environmental Health 
Officers to deliver improvements. Making homes 
healthier to live in is beneficial for residents and 
reduces costs to the NHS. 

The Healthy Homes 
Programme targeted 
the most vulnerable 
people first
People were prioritised based on their level of 
health deprivation, housing density, tenure and 
life expectancy in their area. 

The HHP team created a healthy homes index 
using 14 data sets and set this against figures 
from the Office of National Statistics to find the 
best place to start. 

In the first 18 months of the programme, the 
worst 2,750 private properties were identified 
then inspected by Environmental Health Officers. 
They used the Housing Health & Safety Rating 
System from the 2004 Housing Act to enforce 
improvements. 

Many organisations exist to help resolve housing 
problems but often the most vulnerable people 
do not know how, or when, to seek their help. 
HHP has a Freephone number to help connect 
people to the right services; they also perform 
housing and health surveys door to door. 
Working in the community in this way helps to 
identify the people most in need of support and 
to raise awareness of the help available. 

The HHP leads regular stakeholder events to 
share ideas and find the best ways to improve 
housing. 

 

 

 Warmer homes lead to 
savings for the NHS
Between 2009 and 2015, the HHP team visited 
56,000 homes. This led to 29,000 referrals for 
help for 47,000 people. More than 4,400 serious 
health hazards have been removed including 
1,423 cases of Excess Cold. 

Together these home improvements have 
levered £5.5 million in investment by private 
landlords. The work required is supporting 30 
construction jobs. 

Removal of the Excess Cold hazard alone has 
been estimated to save the NHS £42 million 
over 10 years in Liverpool.

An unexpected outcome of HHP has been a 
higher number of new dental registrations than 
all other health promotion campaigns combined. 

The team log all cases and updates in a property 
based record. This allows for statistical analysis 
and relevant stakeholder reports.

Key learning points:

•	Collect relevant data. 

•	Allow for change in response to a community’s 
needs.

•	Train staff in multiple tasks: If a person can 
advise on fuel poverty, energy efficiency and 
be a case support worker they will provide 
better support overall.

 

Contact: Neil Johnson    
Eco Framework Project Manager
Liverpool City Council 
Email: neil.johnson@liverpool.gov.uk
Telephone: 0151 233 6815

“We know poor quality housing affects residents’  
health so the Healthy Homes Programme started with 
the worst affected properties. We’ve taken a proactive 
approach to health inequality by spending time in 
communities to make positive change happen.”  
Neil Johnson, Eco Framework Project Manager, 
Liverpool City Council

Cold homes create  
a health risk 
Liverpool is home to almost half a million people 
and some of the greatest health inequality in 
England. A person born in some areas of the 
city can expect to live up to 10 years less than 
a man or woman born elsewhere. 

Of the 148,000 rented homes in the city, more 
than 11,000 have no central heating, 44,000 
are in fuel poverty and more than 19,000 have 
a health and safety risk most often because 
they are so cold. 

The Healthy Homes Programme (HHP) was set 
up to tackle health inequality. It also delivers on 
the recommendations made in NICE guideline 
(NG6) on winter deaths and health risks 
caused by cold homes. It aims to improve living 
conditions in the private rented sector including 
homes owned by registered social landlords. 
Almost two thirds of the city’s population rent 
their home.

HHP works with the most vulnerable residents 
to remove 29 hazards, including cold, from 
their homes. It aims to prevent 100 deaths and 
1,000 GP appointments across the city. 

 

www.nice.org.uk

Liverpool

Healthier homes,
Healthier lives

Healthy
Homes
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Increasing prescription of anticoagulants 
for atrial fibrillation patients at  
high stroke risk
West Hampshire Clinical Commissioning Group 
(CCG) and Boehringer Ingelheim worked to optimise 
treatment and prevent strokes in atrial fibrillation
patients. The project was a partnership with 51 
West Hampshire GP practices and data audit  
company PRIMIS. It has reduced expected strokes  
in atrial fibrillation patients by 10% and saved  
many thousands of pounds. 

GRASP-AF audit tool 
helped identify priority 
patients and improve 
treatment
The project involved working with data audit 
company PRIMIS to train staff at all 51 GP 
practices in West Hampshire to use the GRASP-
AF audit tool. These staff included GPs, practice 
nurses, pharmacists and pharmacy technicians. 
Forty practice managers and IT leads were also 
trained to download, install and run the tool.

Training covered how to use GRASP-AF reports 
to find priority patients. The next step was to 
offer these patients anticoagulant medicines 
where appropriate. Then the audit was done 
again to assess improvements at individual 
practice level and across the CCG.

Liz Corteville said: “Barriers at the start of the 
project included some practices having difficulty 
downloading and understanding the software. 
We overcame this by directing practices to 
the PRIMIS helpline for support. After training 
from PRIMIS, most found the second audit 
straightforward to complete.” 

 

 

 

 

 

Working together to 
reduce strokes and 
improve lives
The second audit showed progress in key areas:

•	There were 345 fewer untreated patients or 
patients receiving antiplatelet medicines only.

•	741 more high-risk patients were receiving 
anticoagulant medicines.

•	Compliance with NICE (CG180) had increased.

As a result of this, there was a 10% reduction in 
expected strokes per year in the second audit 
compared with the first. This means 16 fewer 
strokes expected each year.

From April to July 2015 there were 7 fewer 
actual strokes compared with the same period in 
2014. This is a significant cost saving, given that 
a stroke is estimated to cost around £11,000, or 
£44,000 including social care costs.

Liz Corteville said: “The team effort by everyone 
involved – West Hampshire CCG Medicines 
Management, Boehringer Ingelheim, PRIMIS and 
the GP practices – was essential to the success 
of the project. Together, we’ve been able to 
improve the lives of people in West Hampshire.”

 

Contact: Abby Tebboth    
Market Access Editor
Boehringer Ingelheim Ltd
Email: abby.tebboth@boehringer-ingelheim.com

Contact: Liz Corteville    
Locality Lead Pharmacist
West Hampshire CCG 
Email: liz.corteville@nhs.net
Telephone: 023 8062 7865

“The project provided a powerful, collaborative  
and reproducible way of implementing best  
practice, carrying out health improvement  
work and saving people’s lives.”  
Liz Corteville, Locality Lead Pharmacist,  
West Hampshire CCG

Optimising treatment 
for atrial fibrillation 
patients with high 
stroke risk 
West Hampshire CCG worked with 
pharmaceutical company Boehringer Ingelheim 
and used NICE guidance (CG180) about 
managing atrial fibrillation – an irregular and 
often fast heartbeat – to improve stroke 
prevention. 

Atrial fibrillation is a major risk factor for stroke. 
People with the condition who suffer a stroke 
are more likely to suffer serious long term 
disability than other stroke patients. 

Anticoagulant medicines that impair blood 
clotting are up to 4 times more effective at 
preventing atrial fibrillation-related strokes than 
medicines like aspirin (antiplatelet drugs) that 
stop blood cells from clumping together. Even 
so, around a third of atrial fibrillation patients at 
high risk of stroke in West Hampshire were only 
being treated with antiplatelet medicines.

The CCG aimed to identify patients with atrial 
fibrillation at high risk of stroke and make sure 
they were being treated with anticoagulants, in 
line with the NICE guidance. 

www.nice.org.uk
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Healthy Homes initiative improving 
living conditions, health and 
wellbeing of residents
Knowsley Council’s Public Health team has set up 
Healthy Homes to help the borough’s most vulnerable 
residents with housing-related issues that can affect 
their health and wellbeing. Healthy Homes gives 
Knowsley residents free help and advice and puts 
them in touch with local services for support.

Healthy Homes 
advocates visit residents 
at home to identify need
Healthy Homes is tackling issues including:

•	Housing conditions (including excess cold, damp 
and pests).

•	Energy efficiency and fuel poverty.

•	Income maximisation and employment advice.

•	Home safety (such as preventing falls or carbon 
monoxide poisoning).

•	Access to healthcare and lifestyle services (such 
as help quitting smoking).

•	Early help (such as accessing children’s centres 
or help for older people).

•	Safeguarding (for instance, against risk of 
homelessness or domestic abuse).

The initiative identified areas in the borough 
where people are on low incomes or most likely 
to suffer ill health due to poor housing. A team 
of three trained advocates visited every home 
in these areas and talked to the residents about 
the condition of their property and other issues 
affecting their health and wellbeing. 

Where needed and with the residents’ consent, 
the Healthy Homes advocates referred residents 
to local services for extra help. For particularly 
vulnerable people the service also provided 
housing improvements and home safety 
equipment.

Providing support for 
vulnerable residents
Healthy Homes has already identified a number 
of extremely vulnerable adults with acute needs, 
which are now being addressed. 

By May 2015, 5,500 properties had been 
contacted and over 400 interviews with 
residents completed. On average 3 referrals 
have been generated for each interview. The 
main referral services have been:

•	Fire and rescue.

•	Environmental health and strategic housing.

•	Energy efficiency advice and action.

•	Health trainers.

•	Debt advice.

It has been important to make sure all partner 
services are engaged and deal with referrals 
generated. Where there has been no capacity 
this has, where appropriate, been provided 
through the Healthy Homes initiative.

Matthew Ashton, Director of Public Health at 
Knowsley Council, said: “The learning from the 
Healthy Homes initiative is being incorporated 
into the mainstream service delivery to ensure 
that vulnerable residents continue to be able 
to access support to improve their health and 
wellbeing in the future.”

Contact: Matthew Ashton    
Director of Public Health
Knowsley Council
Email: matthew.ashton@knowsley.gov.uk
Telephone: 0151 443 4903 

“The Healthy Homes initiative has been truly 
preventative and has engaged with residents around 
issues that affect their health and wellbeing on a daily 
basis. It has highlighted new ways of working that I 
hope will continue for a long time.”
Ken Harrison, Head of Communities, 
Knowsley Metropolitan Borough Council 

Improving living 
conditions, health and 
wellbeing for Knowsley 
residents
Poor quality and cold housing is linked to 
increased rates of death, illness and injury. 
Despite ongoing work by Knowsley Council 
to improve housing, serious hazards such as 
excess cold were still present in almost a fifth of 
homes in the borough.

To tackle this, in September 2014 the council’s 
Public Health team put in place the Healthy 
Homes initiative. This aimed to improve the 
living conditions and health and wellbeing of 
residents by offering free help and advice about 
a range of housing-related issues. 

The 2-year programme was set up in 
partnership with a number of local agencies 
and helps people to access existing support 
services. It encourages residents to be 
healthier, more financially secure, able to 
work and to look after themselves and their 
properties. The initiative is in line with NICE 
guidance about preventing excess winter 
deaths and illness associated with cold  
homes (NG6).
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Sutton Homes of Care Vanguard has implemented 
the Hospital Transfer Pathway to make sure care 
home residents receive safe and effective treatment 
should they need to go to hospital in an emergency. 
The project is making patient transfers smoother 
and reducing assessment times at A&E.

Involving key people in 
designing a solution
The Hospital Transfer Pathway needed buy-
in from care homes, the ambulance service, 
the local hospital and community nursing 
staff. People from all of these organisations 
were involved in designing the products in the 
pathway: 

•	The Red Bag.

•	CARES Handover Process summary.

•	Older Persons Assessment Form (baseline 
information).

•	CARES Escalation Record (acute episode).

•	Medication Administration Record (MAR) 
sheet.

•	‘This Is Me’ leaflet from the Alzheimer’s 
Society, or equivalent ‘About me’ form.

•	Instructions for care of and cleaning the bag.

•	Poster and short film, to be used for training.

The pathway has been promoted in newsletters 
and staff bulletins and by using screen savers 
that link to more information and to a training 
film. Care homes have held events for residents 
and their families to explain the pathway and are 
displaying a poster detailing the pathway. 

The project has overcome issues including 
consent to discuss the resident, hospital 
discharge summaries for residents going to GPs 
and concerns about red bags going missing.

Reducing transfer 
and A&E assessment 
times for care home 
residents
The ambulance service has reported smoother 
transfers from care homes since the start of this 
project, enabling crews to transfer residents 
more quickly. Early findings from the hospital 
show that being able to identify a patient as 
being from a care home and having all the 
standardised paperwork on hand is extremely 
valuable and enables assessments to happen 
more quickly.

Key learnings from the project: 

•	Meet in a neutral place and start with a fact-
finding and objective-setting meeting.

•	Involve senior decision makers who can act  
as change agents and influencers. 

•	Involve the care homes at every stage. 

•	Keep meetings quick and action points 
delivered in short timescales.

•	Keep the project alive with regular updates.

Christine Harger said: “We will continue to 
develop the project and evaluate it in more 
detail. We also hope to be able to roll the 
pathway out to our learning disability and  
mental health care homes in time.”

 

Contact: Christine Harger    
Quality Assurance Manager
Vanguard Programme, Sutton Clinical 
Commissioning Group
Email: christine.harger@nhs.net
Telephone: 020 8251 1122 

Recognising the need 
to streamline transfers 
between care homes 
and hospitals
There were several issues that led to partners 
from the Vanguard programme recognising 
the need for a standardised handover process 
for paperwork and belongings for care home 
residents who needed to go to hospital by 
ambulance:

•	Ambulance crews being delayed picking 
someone up while care home staff collated 
paperwork.

•	Personal belongings of care home residents 
not being sent with them to hospital or being 
lost while they were there – this could mean 
they didn’t have personal items like glasses 
and had no clothes for discharge.

•	Medical teams at the hospital not having all 
the information they needed about things like 
baseline health or medicines.

•	Care homes not getting information they 
might need about changes to treatment plans 
once a resident returned home.

To address this and to meet the requirements 
of NICE guideline (NG27) Transition between 
inpatient hospital setting and community or 
care homes, the Vanguard programme set up 
the Hospital Transfer Pathway.

 

www.nice.org.uk

Improving transfers between  
hospital and home for care  
home residents

“The Hospital Transfer Pathway is improving the transfer 
of vulnerable care home residents to hospital by helping to 
ensure that relevant healthcare staff have all the information 
they need to provide the appropriate medical care. The 
resident also has their personal belongings in the red bag, 
which helps them with their recovery in hospital.” 
Christine Harger, Quality Assurance Manager, 
Vanguard Programme, Sutton Clinical Commissioning Group
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Dental practices delivering  
advice to reduce health  
inequalities
Wigan Council has set up a unique programme – Healthy 
Living Dentistry – which is combatting health inequalities 
by encouraging dental practices to deliver general health 
messages. The 18 dental practices involved so far 
are building links with other services to improve health 
outcomes for residents.

Meeting requirements 
at each level 
Level 1 of Healthy Living Dentistry entails:

•	At least 1 staff member and the lead dentist 
completing the Royal Society of Public 
Health Understanding Health Improvement 
qualification (level 2).

•	Giving patients health messages and referring 
them to preventative lifestyle services. 

•	‘Baby Teeth Do Matter’ online training.

•	Training for Awareness of Child Abuse 
and Neglect – Foundation (level 2) and 
Safeguarding Adults, and giving patients 
further information where appropriate.

•	3 health campaigns: Stoptober, Mouth Cancer 
Awareness Action Month and Dry January.

Level 2 involves:

•	6 health campaigns: as above plus National 
Smile Month, National Diabetes Week and 
Dementia Awareness.

•	Health improvement work between dental 
practices, local Early Years services and 
Children’s Centres.

•	Welcoming and offering dental assessments to 
newly diagnosed cancer patients. 

•	Additional voluntary option: practices 
encouraged to become Dementia Friends.

Practices carry out self-assessment and receive 
certificates for achieving each level and a 
Healthy Living Dentistry plaque.

Building links with 
related services 
to improve health 
outcomes
Results so far have been positive:

•	8 practices have achieved Level 1 and are now 
working towards Level 2. The rest are collating 
information for Level 1 self-assessment. 

•	60 people have completed the Royal Society 
of Public Health qualification (many practices 
asked for more than 1 staff member plus the 
lead dentist to attend).

•	Many practices have done more than the 
minimum 3 public health campaigns.

•	16 practices have agreed to support links with 
Early Years services to increase access to 
dental services for families and children.

•	Practices are offering priority dental 
assessments to newly diagnosed cancer 
patients referred by The Christie at Wigan 
cancer treatment centre. 

Liz Fisher, Senior Public Health Practitioner  
(Age Well), Wigan Council said: “Our 
engagement with the Local Dental Committee 
was essential as they already had networks 
and relationships with practices. We worked 
together to set criteria and offered training at 
different locations and times to maximise staff 
attendance. We are looking forward to more 
practices getting involved.”

 
Contact: Liz Fisher    
Senior Public Health Practitioner (Age Well)
Wigan Council
Email: liz.fisher@wigan.gov.uk
Telephone: 01942 404251 

“Healthy Living Dentistry demonstrates the exciting 
contribution dental teams can make to the whole Start 
Well, Live Well and Age Well programme in Wigan 
Borough… it’s about a lot more than teeth.”
Professor Kate Ardern, Director of Public Health, 
Wigan Council

Tackling health 
inequalities in dental 
practice 
Eighteen dental practices in Wigan Borough are 
taking part in a Council initiative to demonstrate 
the quality and effectiveness of community 
dentistry services and to show how these 
contribute to better health and wellbeing. The 
programme relates to NICE guideline (NG30) 
about supporting oral health promotion in 
dental practices. 

There are marked differences in life expectancy 
– 11 years for men and 8 years for women 
– between the most deprived and the most 
affluent areas of the borough. This is mostly 
due to avoidable risks such as smoking and 
obesity. Healthy Living Dentistry is one of 
Wigan Council’s initiatives aimed at maximising 
health and improving positive outcomes for its 
residents.

When setting up the programme, the 
Council first got buy-in from the Local Dental 
Committee, which recognised that Healthy 
Living Dentistry will help practices deliver 
general health messages and provides the 
opportunity to take the service to another level. 
The 18 practices committed to undertaking at 
least Level 1 of the 2-level programme.

 

www.nice.org.uk



NICE Shared Learning Awards 2016

Specialist respiratory pharmacist 
review of asthma and COPD  
patients in general practice
City & Hackney CCG and Barts Health NHS Trust 
assessed the impact of a pharmacist-led asthma/COPD 
clinic in GP practices. Pharmacist interventions led to  
improvements in quality of life and medicine adherence, as 
well as reductions in exacerbations, overprescribing and 
smoking. The project is saving around £230,000 a year. 

Medicines reviews help 
patients gain control of 
asthma and COPD
To make sure that medicine reviews included 
factors addressed by NICE quality standards 
and other national and international guidelines, 
a questionnaire was devised. The specialist 
pharmacist identified patients who had either 
severe asthma or COPD for review using a 
healthcare system called EMIS Web. 

A total of 567 consultations were undertaken 
for 364 patients with asthma and 145 patients 
with COPD. This revealed that for many patients, 
their asthma or COPD was uncontrolled, based 
on clinical markers, use of reliever inhalers and 
frequency of moderate-to-severe exacerbations. 
The use of high dose respiratory medicines in 
many of the patients reviewed was often due 
to poor adherence to maintenance inhalers and 
poor inhaler technique.

Changes were made to medicines for all 
patients, including reducing the beclomethasone 
dipropionate dose in the asthma group by an 
average of 40%. 

Follow-up reviews showed that, despite this 
reduction in inhaler therapy, measures of asthma 
and COPD control all improved. 

 

 

 

Contact: Rozalia Enti    
Head of Medicines Management 
NHS City and Hackney CCG 
Email: r.enti@nhs.net
Telephone: 0203 816 3224 

“Three core principles ensured optimal patient  
outcomes whilst maintaining a sustainable service.  
These principles were the right patient (those with 
uncontrolled disease), seen by the right people  
(trained healthcare professionals) and doing the right 
things (in line with national standards of care).”
Rozalia Enti, Head of Medicines Management, 
NHS City and Hackney CCG

Recognising the need 
for asthma and COPD 
reviews in City and 
Hackney 
In the UK, over 1,000 people die from asthma 
each year and chronic obstructive pulmonary 
disease (COPD) is a leading cause of 
emergency admissions. 

The Interactive Health Atlas of Lung Conditions 
in England (INHALE) benchmarking tool 
for asthma and COPD showed that A&E 
attendances and hospital admissions for 
both conditions in City & Hackney CCG were 
significantly higher than the national average. 
A separate audit identified inhalers as the most 
costly proportion of unused medicines returned 
to pharmacies. The CCG also surveyed local 
residents to determine potential causes for  
non-adherence. 

Following initial scoping, a pilot project was 
begun to assess the impact of a specialist 
respiratory pharmacist in optimising medicines 
for asthma and COPD patients. The project 
was carried out over 2 years across 13 GP 
practices. Seven pharmacists then underwent 
training to take on these reviews with ongoing 
support from the specialist respiratory 
pharmacist. This pilot used NICE guidance on 
the benefits of structured medication reviews in 
reducing medicines waste (NG5).  

 

www.nice.org.uk

Pilot study shows 
benefits for patients and 
cost savings for NHS 
Follow up data showed that:

•	Reductions from 1.7 to 0.36 exacerbations a 
year (on average) per patient in asthma and 
from 3 to 0.19 a year in COPD.

•	There were no admissions or A&E attendances 
by the study group. 

•	Overprescribing was reduced. 

•	Relatively simple interventions had a large 
impact on clinical outcomes, such as 
addressing inhaler technique.

•	High smoking rates among the patients in 
the study were halved due to support to stop 
smoking.

•	Annual cost savings due to reduced prescription 
of medicines were estimated at £75,000. Overall 
healthcare cost savings were estimated at up to 
£230,000 a year.

Feedback from patients reviewed by the 
respiratory pharmacist included:

•	A severe COPD patient who could not sit up 
straight when first seen by the pharmacist, on 
follow up after the pharmacist intervention said: 
“I cannot believe I could breathe this way again.”

•	A patient with severe asthma said at her  
follow up: “This is what I have been waiting for 
all my life.”
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A Pharmacist-led service to review 
medicines for frail older people 
improves health and wellbeing
Guy’s & St Thomas’ NHS Foundation Trust 
(Community Health Services) has established the 
Integrated Care Clinical Pharmacist (ICP) role to lead 
a medicines optimisation service for frail older people. 
This has improved the health and wellbeing of those 
who have had their medicines reviewed and benefited 
staff and the wider NHS.

At-risk patient pathway 
for medication reviews

The patient pathway had 5 steps: 

1. Community health service staff routinely 
identified patients at risk of medicines-related 
problems and referred them to the ICP. The 
ICP also proactively identified patients from 
the community and received referrals from 
other healthcare staff. 

2. The ICP gathered information about the 
patient’s medical history and visited the 
patient to undertake an in-depth medicine 
assessment using a tool that focused on his 
or her needs. Together the ICP and patient 
formulated an individualised care plan. 

3. The ICP liaised with the referrer, GP, 
community pharmacist, carers and other 
health practitioners to agree implementation 
and follow up of this care plan. 

4. The ICP followed up to ensure that agreed 
changes had been put in place and that the 
patient was responding and coping well. 
Once the patient was considered less at risk 
and more stable they were discharged from 
the ICP caseload.

5. The service also tested the use of a named 
community pharmacist to provide ongoing 
support together with the ICP and GP.

 

Benefits for patients, 
staff and across the NHS

There have been many benefits to patients from 
this project: 

•	Better quality of life, health and emotional 
wellbeing. 

•	Improved personal dignity, for instance, able to 
perform simple activities independently.

•	Improved access to other services. 

•	Improved co-ordination of care, especially after 
discharge, and reduced gaps in service provision. 

•	Greater understanding of medicines, resulting in 
more choice and control. 

•	Reduced side effects and unplanned emergency 
admissions.

•	Reduced medicines waste and more cost 
effective prescribing.

A satisfaction survey showed that almost all 
patients found the pharmacist’s visit very helpful 
or helpful and were satisfied with the outcome. 
Patients had a better understanding of their 
medicines following the discussion with the 
pharmacist and almost half felt that their health  
had improved. 

Lelly Oboh said: “There have also been benefits 
for staff – including more effective joint working 
and increased knowledge about medicines issues 
– and for the wider NHS, as this model has been 
shared across other organisations.”

 Contact: Lelly Oboh    
Consultant Pharmacist, Care of Older People
Guy’s & St Thomas’ NHS Foundation Trust 
(Community Health Services)
Email: lelly.oboh@gstt.nhs.uk
Telephone: 0203 049 5386 

“Focusing on delivering patient-centred care and 
optimising medicines use has improved outcomes for 
individual frail older people. The safer and more effective 
use of medicines has saved money, reduced unnecessary 
hospital admissions and improved staff satisfaction.”
Lelly Oboh, Consultant Pharmacist, Care of Older People,  
Guy’s and St Thomas’ NHS Foundation Trust 

Recognising the 
need to review older 
people’s medicines 
holistically
A 2008 evaluation showed that a 
comprehensive review of medicines for older 
people with complex health and social care 
needs could improve their quality of life. 

This led Guy’s & St Thomas’ NHS Foundation 
Trust to set up the ICP role. This is an 
innovative community-based role where clinical 
pharmacists within integrated care teams lead 
medicines optimisation for frail older people. 
The work aligns with NICE guidelines about 
optimising medicines (NG5), particularly when 
patients move from one care setting to another.

Initial analysis showed that patients reviewed 
by the ICP were each taking an average of 
14 medicines for 7 different conditions. The 
initiative recognised that a holistic review of a 
frail older patient’s medicines is better than a 
disease or drug-focused approach.

The ICP’s role went beyond medication reviews 
and involved agreeing a joint plan with the 
patient and co-ordinating all medicines-related 
aspects of their care. This approach reduced 
adverse drug events, improved patients’ 
understanding of their medicines and how to 
take them, reduced extra care needed and 
supported other healthcare staff.

www.nice.org.uk
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In Sheffield, a care pathway was set up that allowed 
health and social care workers to directly refer 
patients to a specialist team for a medicines review. 
The project benefited patients by optimising their 
treatment regimens, freed up GP time  
and reduced delays.

Overcoming barriers 
and promoting 
medicines reviews  
by a specialist team
The project was limited to 6 months so staff 
had to get it up and running quickly. The first 
challenge was recruiting an assessment team 
– but shortages within the NHS and winter 
pressures ruled out secondments. Instead, part-
time staff were offered extra hours and staff were 
recruited from both the hospital and community 
health services.

Community pharmacies were concerned 
about workloads and releasing staff for home 
visits – this was overcome by funding ongoing 
management of patients and providing an 
additional fee to release staff for home visits.

The project was promoted:

•	To practice managers and practice 
pharmacists at locality meetings.

•	By producing patient information leaflets for 
reception staff at GP practices to hand out.

•	By attending multidisciplinary team and care 
planning meetings in the GP practices.

•	To social service colleagues, targeting 
patients receiving care calls for medicines 
administration.

•	To residents in a sheltered accommodation 
complex at a coffee morning.

Direct referrals by 
health and social  
care workers frees  
up GP time
The project team used the web-based 
PharmOutcomes system to manage the project. 
All referrals and interventions made by the 
assessment team and community pharmacists 
were recorded. 

•	20 GP practices and 20 community 
pharmacists took part and 137 at-risk patients 
were referred. 

•	14 medications were stopped and 21 started 
(using the STOPP-START criteria), 5 care calls 
were stopped, medicine waste was reduced 
and patients’ understanding of their medicines 
improved.

•	Community pharmacists did 20 follow-up 
home visits. 

•	26 compliance aids – such as charts or 
monitored dosage systems – were given to 
patients. 

•	Direct referral by health and social care 
professionals freed up GP time and reduced 
delays.

Sarah Alton said: “Key learnings included 
understanding constraints up front – such as 
work or time pressures – being flexible, involving 
key people from the start and not giving up.”

 
Contact: Sarah Alton    
Head of Medicines Management Community 
Services
Sheffield Teaching Hospitals NHS Foundation Trust
Email: salton@nhs.net
Telephone: 0114 305 4612 

“The scheme was very popular with healthcare 
professionals in the community and patient feedback  
was overwhelmingly positive. We now aim to continue 
developing the pathway and incorporate it within  
existing resources.”
Sarah Alton, Head of Medicines Management Community Services, 
Sheffield Teaching Hospitals NHS Foundation Trust

Community 
pharmacists can 
help at-risk patients 
manage medicines
NICE guidance about medication reviews (NG5) 
recommends that, in certain groups of people, 
medicines are reviewed to optimise their effect, 
minimise problems and reduce waste. 

Sheffield Teaching Hospitals NHS Foundation 
Trust developed a care pathway for health 
and social care workers to refer patients for 
home reviews of their medicines by a specialist 
medication optimisation team. The aim is 
that ultimately patients will be able to refer 
themselves.

The project came about following a small pilot 
study in 6 Sheffield GP practices in 2013. This 
showed that home visits to review patients’ 
medicines reduced the need for social care 
visits to administer medicines, potentially 
avoided hospital admissions and reduced 
costs related to prescription of inappropriate 
medicines.

The next step was scaling the pilot study up 
across Sheffield and making use of the skills of 
community pharmacists to do so.

 

Direct referrals by health  
and social care workers for  
medication reviews
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Improving oral health  
promotion by primary care  
dental practices
Manchester Health & Wellbeing Service is continuing a 
programme to increase promotion of oral health by NHS 
primary care dental providers. This involves tailored  
training for dental staff and developing standards to  
audit practices against. The programme is improving  
information and advice given to patients and  
improving clinical prevention by dental practices.

Developing dental 
teams’ knowledge  
and skills
Appointing a full time Oral Health Improvement 
Practitioner to plan and deliver the programme 
was essential. This person made sure that 
participating dental practices were developing 
and delivering prevention programmes for their 
patients. 

The next step was designing evidence-based 
standards – Bronze, Silver and Gold awards 
– that could be used for auditing participating 
dental practices.

Each practice needed a dedicated person 
to liaise with the Oral Health Improvement 
Practitioner and to develop skills within their 
practice. Practices were offered training in 
knowledge and clinical skills as well as in alcohol 
identification and brief advice.

Karen Cashin said: “Dental teams were familiar 
with asking patients about alcohol use, but they 
tended to ask about the number of units rather 
than using validated screening questionnaires 
as recommended by NICE. Introducing alcohol 
screening questions and teaching people to 
deliver 5 minutes of brief advice was a major 
focus for training.”

 

Project insights help 
dental teams promote 
oral health
Of the 76 dental practices that took part 17 
received a Gold award, 17 reached Silver and 28 
achieved a Bronze award. Staff from the dental 
practices reported the following training most 
useful:

•	Understanding how to identify different risk 
levels of drinking.

•	Understanding what units of alcohol are in 
different drinks.

•	Learning how to give brief advice to patients.

The Manchester Health & Wellbeing Service 
team has learnt a lot from the project:

•	Updating health questionnaires with evidence-
based screening questions can help staff 
deliver brief advice to patients.

•	Visual aids can also support the delivery of 
brief advice, by giving staff confidence and 
providing patients information to take away.

•	The Bronze, Silver and Gold standards were 
useful as an audit tool and could be extended 
to other projects.

•	Lifestyle screening questions need to be kept 
brief.

•	Tailored training sessions carried out on site 
are most convenient for dental practices. 

 
Contact: Karen Cashin    
Oral Health Improvement Practitioner
Manchester Health & Wellbeing Service
Email: karen.cashin@mhsc.nhs.uk
Telephone: 0161 248 1761 

“Partnership development and the empowerment  
of dental teams to deliver evidence based prevention 
advice is vital to the project’s success.”  
Karen Cashin, Oral Health Improvement Practitioner, 
Manchester Health & Wellbeing Service

Recognising the need 
for promotion of better 
oral care
Almost a quarter of 3 year olds and 39% of 5 
year olds in Manchester have tooth decay and 
half of adults have gum disease. Many adults in 
the city drink more alcohol than recommended 
and/or smoke, increasing their risk of throat and 
mouth cancers. 

To build capability for health promotion in the 
area, in 2009 Manchester Primary Care Trust 
introduced the ‘Delivering Better Oral Health: 
Prevention in Practice Award’ with 76 NHS 
primary care dental providers. 

This involved developing each dental team’s 
knowledge and skills through tailored topic-
based training sessions. In line with NICE 
guidance about oral health promotion in 
general dental practice (NG30), teams were 
encouraged to give routine brief advice about 
oral hygiene practices and the use of fluoride 
products, as well as advice about the links 
between oral health, smoking, alcohol use  
and diet. 
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Contact: Zoe Girdis   
Clinical Pharmacist Independent Prescriber
The Drayton Surgery
Email: zoe.girdis@nhs.net
Telephone: 07876002595

Proactive reviews to 
avoid acute situations
Doctors from The Drayton Surgery were 
constantly being called out to see patients in 
local care homes to manage acute situations. 
GPs often had to manage 4 or 5 visits to 
care home residents between morning and 
afternoon surgeries. 

Recognising that a proactive approach would 
be better for patients, a GP and Pharmacist 
Independent Prescriber from the practice 
set up the initiative to carry out 16 sessions 
reviewing patients at 8 nursing and residential 
care homes. The aims included:

•	Clinical review and assessment by the GP  
– akin to ward rounds.

•	Discussing patients’ wishes for future care. 

•	Optimising prescribed medicines. 

•	Identifying and reducing risks such as 
adverse effects or drug interactions.

•	Stopping medicines no longer appropriate.

•	Ensuring appropriate monitoring. 

•	Minimising waste of medicines.

•	Reducing unplanned hospital admissions.

NICE guidance about managing medicines in 
care homes (SC1) helped shape this work.

 

The Drayton Surgery in Portsmouth proactively  
carried out 16 sessions of clinical review and 
assessment of patients in care homes, in an effort  
to reduce call-outs for acute situations. The work  
has had multiple benefits for patients including 
optimising their medicines, improving monitoring  
and reducing hospital admissions.

 “Protected time allowed us to proactively manage  
and care for our patients in the most holistic sense.  
Incorporating a multidisciplinary approach, we  
addressed clinical issues, medicines issues,  
reviewed the patients, explored their wishes  
and addressed any social care concerns.”
Zoe Girdis, Clinical Pharmacist Independent Prescriber, 
The Drayton Surgery

A pharmacist-led 
approach
The practice realised that a multidisciplinary 
approach would work best to optimise patient 
care. This would involve GPs, the Pharmacist 
Independent Prescriber, community psychiatric 
nurses, carers and care home staff. The patient 
was truly at the centre of care. It was felt that a 
Pharmacist Independent Prescriber employed 
directly by the practice would be best placed to:

•	Understand the pressures on GPs, practice 
operations and the NHS.

•	Develop and build on the long-standing 
relationships between the practice and local 
care homes.

•	Be familiar with relationships and pressures 
within care homes.

•	Be aware of best practice and national 
guidance.

•	Know the needs and demands of the 
practice’s unique population.

•	Add value by using their unique clinical skillset.

Zoe Girdis said: “This work allowed us to try a 
new proactive and innovative approach based 
on needs and demands. It allowed our practice 
to lead and direct the required work and 
was very different to the reactive pressurised 
approach that is often demanded and expected 
of GPs in managing care home patients.”

Tailored reviews benefit 
patients and reduce 
hospital admissions

Results from 4 of the 16 visits, involving 48 
patients, showed that:

•	On average, each resident is prescribed 8 or 
more medicines.

•	134 medicines that were prescribed as 
‘acutes’ were actually still needed and moved 
to the patient’s repeat list.

•	20 medicines were stopped as no longer 
indicated.

•	Another 63 medicines were removed from 
repeat medicine lists as they were no longer 
needed/did not improve patient outcomes.

Benefits for patients included:

•	Being given the right medicines at the right 
time and in the most appropriate formulation.

•	Improved monitoring of medicines.

•	Fewer admissions to hospital.

•	Reduction in the likelihood of their health 
needs or planned follow up being missed 
when they moved from one setting to another, 
such as from a care home to a hospital.

“The benefit for service users, clinicians and 
patients is clearly evident. And the fact that this 
pilot has now been rolled out to the entire cluster 
illustrates its success,” said Zoe Girdis.

 

A proactive approach  
to managing care home  
residents
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Group clinic for newly diagnosed 
coeliac patients reduces  
dietitian time 
Sheffield Teaching Hospitals NHS Foundation Trust 
has used NICE guidance to trial a group clinic to 
teach people newly diagnosed with coeliac disease 
about managing their condition. The clinic more than 
halved dietetic time needed by the 68 patients in the 
trial and patients reported high levels of satisfaction.

Trialling group clinics to 
teach coeliac patients 
about gluten-free diets
The hospital developed a 90-minute interactive 
educational package, based on NICE and 
Coeliac UK guidelines for educating patients with 
newly diagnosed coeliac disease. All sessions 
were led by a dietitian. 

The dietitian determined who was eligible 
(for instance, people with other conditions or 
communication barriers were excluded and 
received a one-on-one consultation instead). 
An initial group clinic was followed by individual 
consultations at 3 and 12 months to review 
adherence to diet and coeliac blood tests and 
to address any individual issues such as specific 
nutritional deficiencies or weight reduction.

This project was supported by the 
gastroenterology department. The only costs 
were the dietetic time to develop the teaching 
materials and extra clerical support to run the 
clinics. In the first year, 68 patients were seen in 
12 group clinics. The trial assessed the following 
outcomes:

•	potential cost saving

•	patient expectations of group clinics

•	patient satisfaction

•	patient learning outcomes.

 

Patients reported that 
group clinic meets their 
needs
Patients reported that the Coeliac Group Clinic 
met their expectations 98% of the time. All 
patients said they would recommend the clinic 
to others newly diagnosed with coeliac disease 
and 98% felt they had a better understanding of 
the condition and had learnt something new.

The group clinic was estimated to save 41  
hours of dietetic time across the 68 patients.  
It is expected that even more time will be saved 
as the clinic becomes more established and 
more patients are referred.

A third of patients said that they expected the 
clinic to include explanation of the general 
mechanisms of coeliac disease. Resources 
developed for the group clinic now include this 
information.

Nick Trott said: “It is vital to have the support 
of all the stakeholders involved in the care of 
patients with coeliac disease. 

“Links between the gastroenterologists and 
dietitians are particularly essential to ensure that 
patients can be triaged back for further medical 
review if required.”

 

Contact: Nick Trott    
Dietitian
Sheffield Teaching Hospitals NHS  
Foundation Trust
Email: nick.trott@sth.nhs.uk
Telephone: 0114 2713117

“We showed that the NICE guidelines for coeliac 
disease can be delivered through group education. 
This reduced the dietetic time required whilst 
promoting peer support to help people adhere  
to the gluten-free diet.” 
Nick Trott, Dietitian, 
Sheffield Teaching Hospitals NHS Foundation Trust

Dietary advice is 
essential for newly 
diagnosed coeliac 
patients
The number of people diagnosed with coeliac 
disease has quadrupled over the past 2 
decades. Despite this, an estimated 4 in 5 
people with the condition are still undiagnosed, 
meaning rates are likely to continue to rise 
exponentially. Patients do not always suffer 
gastrointestinal symptoms but may instead 
have anaemia, folate deficiency, osteoporosis or 
neurological symptoms.

The main treatment is a gluten-free diet, but 
one of the key factors that determines how well 
people stick to this is the advice they get from 
a dietitian. Because it’s relatively expensive to 
provide one-on-one dietary advice and because 
the initial information given to patients is often 
standardised, Sheffield Teaching Hospitals 
have trialled a dietetic-led Coeliac Group Clinic 
service. 

They used guidance from NICE about 
recognition, assessment and management 
of coeliac disease (NG20). The aim was to 
evaluate the effectiveness of the group clinic 
and its potential cost savings and to assess 
how well patients learnt from the clinic and how 
satisfied they were with it.

 

www.nice.org.uk


	01_Poster
	02_Poster
	03_Poster
	04_Poster
	05_Poster
	06_Poster
	07_Poster
	08_Poster
	09_Poster
	10_Poster
	11_Poster
	12_Poster
	13_Poster
	14_poster
	15_poster
	16_poster
	17_Poster
	18_Poster
	19_Poster
	20_Poster

