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Executive Summary

1 Since 6" June 2011 a total 068 referrals have been receivedn the Avoiding Emergency
Hospital Admissions (EHA) project Majority of clients have multiple cemorbidities, with
75% having between 35 diagnosesThe most common diagnosis are 31% COPD and
lung diseases, 27% diabetes, 22% heart disease, 12% arthritis, 10% renal disease, 9%
stroke, 6% asthma, 4% depression, 3% cancer and others.

1 11 clients declined the service, died or were discharged, thus leavibd clientswho
received a service 62%are females85% of clients areaged 60+ yrs and 56% are 76+yrs.

1 47% are from BAME groups and reside in the areas of Handsworth, Handsworth Wood,
Birchfield, Lozells, Perry Barr, Hamstead and Great Barr areas.

1 57% of referrals were from Community Matronsacross HOBt PCT, 15% from the
respiratory nurse, 9% from Clinical Case Managers.li€hts were registered at 31
different GP practices. The most coming froniower Hill Medical Centre (13%),
Bloomsbury Health Centrg(9%) and Handsworth Wood Medical Practic€7%).

1 A total of 684 activity events were delivered, ranging from assessments, therapies, self
help teaching sessions, telemonitoring, signposting and referrals. 76% are direct one to
one clientactivity . A total of 57 SelfHelp Kits and a variety of 30 different types of Self
Help Guides have been distributed to clients.

T9)17 $AAAT AAO AT A * Al OAOU ¢mnpg O7ET OAO (AAI OE
40 clients to anticipate potential winter health risks, and elevant referrals, and
information leaflets e.g. colds, coughs, flu, falls norovirus, hypothermia, dehydration,
seasonal affective disorder and smokalarms were provided.

91 Data analysis for38 clients who have received a minimum of 3 m onths service
indicates a total of 12 EHA in the previous yearl6 clients recorded a total of 32EHA
while on the project. Number of EHA reduction i€95. This gives an averageeduction of
EHA per client has reduced from 3.34 to 0.8#Majority of EHAoccurred in the period Oct
Dec(11).

1 Data analysis for29 clients who have received a minimum of 6 m onths service
indicates a total of 102 EHA in the previous year. A total olEHAs have been recorded
for 15 clients who have an average age of 6@s's. Average length of hospital stay is 8
days. There is an overall rduction of 71 EHA, with an average EHA risk reduction of
69%.

1 Reasons for EHA occurrence range from breathlessness and coughing (12), various types
of pain including chest and abdominal (8 chest or urinary infection (7), fall (2),
collapsed/passed out (3), and other (1)3 of these occurred within 15 days of the first
assessment.

1 Economic costbenefit analysis for 29 clients who have received minimum 6 onths
servicedelivering asaving of £101,524..
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1 Client outcome measures for symptoms, activity and webeing indicate an average
MYMOP clinically significant change score of 1.10 (n=14). The most common symptoms
are pain and breathing with 35% having had the symptoms between5 yrs, and 37%
for over 5 yrs.

1 Client outcomes for changes in health locus of control shows very little change in the
internal locus of control (n=9). This may be partly due to a self selective process where
only willing clients accept the service and explains the high numbeof clients who
declined the service.

4EAOA EO OECI EEZEAAT O AAOA &£ O OEA bPOIT EAAO

Based on the results recommendations are made for the project to be continued and

expanded. Future programmes should review andonsider a shorter intervention period of

6 months to allow flexibility to tailor the delivery of services according to circumstances of

the clients.
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Avoiding Emergency Hospital Admissions Project

Project Aim

To implement a preventative intervention programme of seHimanagement, education and crisis
prevention, to HOBt PCT clients who are at risk of emergency hospital admissions. The focus areas being
a reduction in emergency hospital admission$EHA), and theoccurrence of delayed hospital transfers.

Target Group

50 clientsdiagnosed withlong term conditions e.grespiratory, cardiac and neurological conditionghat
have had a minimum of one EHA in the last one year and is considered to besk of future EHA This
excludesdementiaand other neurological conditions where the client is unable to actively partake in
learning selfmanagement skills.

Intervention

A 52 weekintegrated selfmanagementapproach that targets both health and socialare needsof
patients, using a combination of educational, setfelp skills and complementary therapies. Provision will
be mainly in the home, but could be at a suitable community venue where appropriate.

Target Outcomes
Quantitative Outcomes
9 Provision of support toa minimum of 50new clients and carers seen in the year.
1 Reduced condition associated symptoms such as fatigue, pain, nausea/vomiting, shortness of
breath and other.
1 Minimum of 750 activity sessions (Assessments, reviews, therapieself-managementskill s,
telemonitoring, advocacy/advice, volunteer support, referrals madeand other).
1 Minimising carer breakdown, while increasing their ability to manage.
1 Reduction of number of clientEHAs.
1 Reduction in thelength of emergency hospital stay.

Quialitative Outcomes
1 Enhanceal comfort and relaxation.
1 Enhanceal psycho-emotional state by reducing anxiety, fear and stress experienced by clients and
their carers/family.
1 Enhanced quality of life, welbeing and ability to selfmanage condition.

Monitoring & Evaluation

Client data will be collected at the time of assessment, with a baseline of the EHA history in the previous
year (more longer if relevant) and other quantitative and qualitative information. Clients will be
continually monitored for EHA and oher health professional care visits/appointments. This will be
followed up at 6 nonths and then at the end of one yearA combination of MYMOP, MHLoC and AQoL
guestionnaires will be used.
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Progress Report (1st April 2011 z 30t June 2012)

Project Development and agreements took plada the first 10 weeks(1st April 2011 to 31st May
2011), with the Community Matron and District Nursing Teamgo establish an agreed referral
criteria and the relevant referral points. Actual srvice delivery garted on the 6h June when the
first client was registered.For the purposes of tle pilot the referral points had initially been
limited to community matrons and district nurses only, butdue to low referral rates in
November and December 2011 it wasxtended toinclude specialist community,hospital
nurses, community organisations and othersDue to the last start of the project the life of the
project was extended an additional 3mths to ensure that maximum activity and outcomes could
be achievedThis report was compiled with data collected up to the 30 t June 2012, andis
therefore subject to changes as not all clients have completed the programme.  Full

deliver of the project is expected to be completed by June 2013.

Clients

Client Numbersin the period 1st April 2011 to 30th June 2012 a total 068 referrals were
received. The most referrals were received in theslquarter (17) and the lowest was in the &
guarter (9). 11 were discharged (9 declined the service, while 2 decided to withdraw for
personal reasons) and 7 died whilst on the project (45 months). A total of 57 clients received a
service.

Client ProfilesMajority of clients are over the age of 60sars (85%) of which 76+ years was
highest (56%). The average age of clients is 73@ (Range:27- 90 years) and 62% are female
Clients come from a wide range of ethnic backgrounds (Figure.3)

Post code distribution ofclients is highest from B20 (196) and B21 (15%), followed by B42
(13%) and B19 (9%) which is the HandsworthHandsworth Wood, Birchfield, Lozells,Perry
Barr, Hamsteadand Great Barr areas.The most referrals were of clients registered fromlrower
Hill Medical Centre(13%), followed by Bloomsbury HC (9%) Handsworth Wood MC (7%)
Laurie Pike HC (6%), Newtown HC (6%)Soho road Primary Care Centre (%), St Clements
(4%), Colston HC (3%), Dr JK Bansalandsworth (3%), Great Barr Surgery (3%), Hockley
Medical Practice (3%), Holyhead Primary Health Centre (3%), St James MC (3%) and others.

Majority of clients has multiple health conditions with 75% having 3-5 diagnosesCOPD and
lung diseases (31%) being the most prealent, followed by diabetes (2%6) followed by heart
disease (22%), athritis and osteoarthritis (12%), renal disease (10%), stroke (9%), asthma
(6%), cancer ()h AADPOAOOEIT jtpbPgqh OAOEET OIT1680 jobQ
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Figure 1: New Clients
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Referrers

Due to slow rate of referrals midway (Jan 2012) through the project the referrers were
expanded to include other community healthcare professionals. Previously it was limited to only
community matrons and district nurses. This made a considerable differeedo the referrals

and enabled the project to reach its targets much more quicklyAround 57% of referrals are

from community matrons, 15% from the respiratory nurse, 9%from clinical case managers, %
from the heart failure nurseand the rest fromother specialist community and hospital nurses
GP and voluntary organisations

Figure 4: Referral Sources
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Service Activity

A range of direct client activities were delivered; assessments, therapies, teaching sessions,
telemonitoring and signposting/referrals . Atotal of 684 activity events(data for June 2012 not
yet available) have been delivered Around 45% of sessions have been direct therapeutic and
self-help teaching sessions, 31% are telemonitoring sessions, 158fe assessments and case
discussions and 8.5% are referrals to other Freshwinds and external support servicé§e
estimate that we are on target to deliver the final activity numbers (750yvhen all the clients
complete the programme

Information and education includes leaflets on, diabetes, cancer support, carer support, age
concern and others have been providedA range of signposting/referrals were made to

Freshwinds internal and external agencies. There includeslipport for carers, social isolation,
befriending, contacting primary or community health professional for further support, reduce
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the risk of falls, financial grants for medical/support equipment, housing issues, benefits advice,
winter fuel benefits, meals on wheels and support group.

Table 1: Signposting/referral agencies

CERS+ (emergency carer support) 9
B-sage (older adult support) 6
Falls Prevention 9
FINDA (Advice & Information) 10
Focus Birmingham 1
GP 4
Health Exchange 4
Support Groups 3
Specialst Nurse/Physio/other Allied Health 7
Professionals
Stay Warm, Stay Well 2
Other 3
58

Figure 5: Client Activity
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Self-Help Kits )
A useful aid for the programme i 3 -Adlp A&t sdwhich include a range ofnformation resources
and toolsdesigned to help clients to learn and implement appropriate selfielp skills.

o0 SelfManagement Booklet (NHS Kirklees PCT)

o Pain management Booklet (NHS Kirklees PCT)

o Arangeofo 1 & 3AA I1BE 3whidhhady©leen developed to assist in teaching séielp
techniques.

o Relaxation CD

0 Essential oils inhalation sticks
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Mini fans (for anxiety and breathing difficulty)
Stress Balls

Windmills (for breathing techniques)
Acupressure tool

O O OO

Winter Health Checks

In Deember-Jaruary2012x A 01T AAOOT T E A O7ET OAO (AAI OE #EAA
that they had adequate support and information on looking after themselves during the cold

months. The aim of this was to prevent EHA due to winter causes resulting from colds, coughs,

flu, falls, norovirus, hypothemia, seasonal affective disorder and dehydration. In addition the
importance to stay active and check smoke alarms was also reinforced. Relevant fact sheets

were also made available, such as;

1 Winter health risks 1 Exercising in the winter

1 Five ways to say healthy this winter 1 Running in the cold

1 Flu and flu vaccine 1 Avoiding winter weight gain
1 Preventing cold and flu 1 Staying warm in winter

1 10 myths about flu 1 Very cold weather

1 How to deal with colds and flu 1 Keep warm, Keep well

1 Five ways to stay healthy this winter 1 Asthma in the cold

1 Falls prevention 1 Norovirus

1 How to recognise the Winter Blues 1 Carbon monoxide poisoning
1 Falls Prevention 1 Other
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Data Analysis of Emergency Hospital Admissions

For the purposes ofreliability EHA data for 38 clients has been collated and the following
clients were excluded.

Clients who declined the servicg9)

Those who died less than 3nonths of receiving the service (5)
Those who ae on the service for less than gonths (15)
Discharged from the service da to it being inappropriate (1)

= =4 =4 -4

Data Collection
Client EHAs for the previous one year is providely referrers through the referral forms.

During the service provision the incidences of EHA is monitored by the teanthis data is then
re-confirmed with the client during the assessment as well as with any available official
documentation. Where an EHA was identified the relevant dates for admission and discharge
was recorded and where possible confirmed through hospél discharge papers.

Results
All 38 clients were registered between June 2011 to March 2012.h& average agés 72 yrs

(range: 27-87), 29 females and9 males. 14 (3Po0) were White British, 9 (24%) Black
Caribbean, 4 (1%) Indian, 3 (8%) Pakistani, 38%) White Irish, 1 (3%) Bangladeshi, 1 (30)
Somali, 1 %) Mixed and 1 (3%) White European. Primary diagnoses included; COPD ()1
heart failure (5), cancer (3, Pulmonary fibrosis/hypertension (3), mental health (2), diabetes
(2), and others flcohol dependency arthritis, MS, ulcerative colitis and macular
degeneration/falls ). Atotal of 127 EHAs(including 8 falls) were recorded from the previous
year (range: 1-12). Whilst on the project up to the 3@ June a total of 3ZEHASs(including 2
falls) (range: 0-5 days/EHA)were recorded, which was a total of B7 hospital days. The most
number of EHA were recorded in the period of OdDec 11.0verall there is apositive
improvement in the incidence of EHA for 35 (92%) of clients.

Table 2 Number of EHA (n=38)

EHAs in the Previous I | EHAwhile on the Project
Number of EHA(including falls) 127 32
Avg. no. of EHA (including falls) per client 3.34 0.84
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Figure 6a: Number of EHA

Figure 6b: Average number of EHA per client
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Table 3: Individual Client Incidences of all EHA (including falls n=38

Client No.  Length of Service (mths) EHA: Pre-Project  EHA: During Project Reduction in EHA
i 00OAMOT 00(Q
1 12 10 3 7
2 12 1 4 -3
3 11 4 0 4
4 11 7 0 7
5 11 3 1 2
6 11 3 0 3
7 11 3 0 3
8 11 1 0 1
9 11 3 1 2
10 11 2 0 2
11 11 12 1 11
12 11 3 0 3
13 11 4 0 4
14 10 1 1 0
15 10 6 3 3
16 10 8 2 6
17 10 3 1 2
18 10 1 1 0
19 9 3 1 2
20 9 1 3 -2
21 8 2 5 -3
22 8 1 0 1
23 7 3 0 3
24 7 3 1 2
25 7 3 0 3
26 7 2 3 -1
27 7 7 0 7
28 7 1 0 1
29 6 1 0 1
30 5 2 0 2
31 5 2 0 2
32 5 2 1 1
33 5 2 0 2
34 5 1 0 1
35 4 10 0 10
36 3 3 0 3
37 3 2 0 2
38 3 1 0 1
Total 127 32 95
13|Page
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Clients who have received minimum 6 months service delivery

In order to account forclients in varying stages of service delivery the table below shows EHA
data according to the length of service provisionA total of 29 clients have received a
minimum of 6 m onths service since the first assessment. All clients accounted for a total of
102 EHAsiIn the last 1 year. Whilst on the project31 EHAs have been recordetbr 15 (52%)
clients. Average lengthof hospital stay is 8days!, and average age is 66 yrsLhere is an overall
reduction of 71 EHAs. Overall risk ban EHA has been reduced by 2(49%) See tabled, 5.

Table 4: Analysis of Clients who have received minimum 6 m onths service

Length of time on Service 12mth  11mth 10mth 9mth 8mth 7mth 6 mth Total
No. of Clients 2 11 5 2 2 6 1 29
Total No. of EHA Pre

Freshwinds (X) 11 45 19 4 3 19 1 102
Total No. of EHA Post

Freshwinds (Y) ! S 8 4 5 4 0 sl
Difference in no. EHA (X-Y) 4 42 11 0 -2 15 1 71
% Improvement in EHA 36% 93% 58% 0% -66% 80% 100%

N= 29

Table 5: EHA Risk Reduction clients who have received minimum of 6 m onths service

Length of time on Service 12mth  11mth 10mth 9mth 8mth 7mth 6 mth Average

Risk of EHA Pre Freshwinds

[No of EHAPre/no of clients] 5.5 4.1 3.8 2 1.5 3.2 1 3.5

Risk of EHA while on service

[No of EHA-Post/no of clients) 3.5 0.3 1.6 2 2.5 0.7 0 1.1

Risk Reduction 2.0 3.8 2.2 0 -1.0 2.5 1 2.4(69%)
N =29

Details of individual EHAs indicates that a total of 12 hospital bed dayswere utilised and the
most commonreason is breathless and coughing, followed by pain and chest or urinary
infections. 3 EHA occurredbetween 3-15 days of the initial assessmenilhere was no specific
pattern to EHA occurrence although most EHA took pladetween 60-90 days and 186 days
(9). Further details are in Table 6.

Table 6a: Reasons for EHA
Reason for EHA
Breathlessness coughing 12
Pain (@bdominal, eye, chest)
Chest or urinary Infection
Fall
Collapsed/Passed out
Other

R W N N0

1 Average length of EHA is 12 days (Kings Fund analysis of hospital episode statistics 2009/10.
l4|Page




Table 6b: Individual EHA Admission details (clients with minimum 6 mths service)
EHA Client Bed Reason for Admission

No. no. DEVE
1 1 1 Swelling in his legs, breathlessness. Spent the time in the acute assessment unit. GP wgiablerteergency appointment i
time.
2 1 Severe chest pain.
3 12 Breathlessness, swelling of legs.
4 2 1 Severe hypertension
5 0 Severe abdominal pairkidney infection. Given antibiotics and sent home.
6 1 Went to A&E chest light, thinks she haie infection. Kept overnight they said no infections and sent home.
7 0 Severe abdominal pain. Diagnosed with severe constipation and sent home.
8 3 3 Client "collapsed" at home. Taken in to City Hospital and newly diagnosed with diaf@tdiapse = fell because legs gave
way)
9 4 3 |+SNE ONBIUGKfSaa oNBIGKAY3 @SNE RA T Fouedydifidiowlurgs?@Sa G A 3+
10 5 13 | Chest infection
11 6 14 Urinary tract infection
12 7 1 Exacerbation of CORBept inovernight for observation let out the next afternoon.
13 4 Exacerbation of COPD
14 10 Heart failure& Pneumonia
15 8 1 Developed breathlessness, pain and pani@nt to hospital (did not ring community matronadmitted overnight to ward
diagnosed chest infection.
16 1 Developed breathlessness, pain and pani@nt to hospital (did not ring community matronadmitted overnight to ward
diagnosed chest infection.
17 9 10 Chest Infection
18 10 0 Pain in eye - so went as ammergency to have it investigated at eye hospital
19 11 2 Atrial fibrillation passed out in hospital car on way to routine check up.
20 12 4 Breathing difficulties
21 11 3 hour coughing fit following discharge from Norman power centre with insufficiesdicine
22 17 Had a black out caused him to fall and sustained a hip Fracture.
23 13 0 Bad pain in chest & abdomen Tracey given ECG which was clear and discharged the same day.
24 0 Pain in chest, lower back and abdomen. Again haddg@@&hangeDischarged same day
25 0 Still experiencing pain following her fall on 7/12. A & E visit again where she was prescribed Ibuprofen for the pain.
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26 0 Still experiencing pain in head (across forehead, temples and occipital area) following fall Deearyber. CT scan found i
problem discharged same day.

27 0 Experiencing chest/abdominal pain went to A & E She was given 2x ECG which did not show any problems and she
discharged the same day.

28 14 9 fall at first then UTI

29 15 0 Calledambulance because client was coughing and having difficulty breathing. Diagnosed with chest infection and giv
antibiotics.

30 4 Chest infection whilst in hospital suffered an angina attack

31 1 Short of breath & sweating

Total | 124
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Client Questionnaires Data Analysis

A series ofguestionnaires have been used for clients as well as their carefidhese include
1. MYMOP(Measure your own outcomes)
2. MHLoC (Multidimensional health Locus of control)
3. AGQoL (Adult Carer Quality of Life Questionnaire)

The following data tables for EHA clients (including followup data where applicable)Accurate
as of 02/07/2012.

Table 8. Overall statistics on outcome measure completions to date

MYMOP ACQoL MHLC
Baseline 45 15 36
Follow -up* 14 2 9

Table notes: not all returned outcome measures were completed in full or to necessary validation level (see tables bélothdor
information). Baseline data missing for client 7228, 7341, 7344, 7653, complé&€A O OT OPAAOEOAI U6 &£ O 0V woeu
analysis.

*Average (mean) follow -up period = 6.5 months

1. MYMOP Questionnaire
The MYMORP is validated welkbeing questionnaire The questionnaire asks clients to list the

types of symptoms they would like help with. The range of symptoms include, pain, shortness of
breath, breathing, heavy legs, fatigue and weakness in legs. Activities include, walking, exertion
to answer the plone and speak and reading. Individual baseline and follow up scores are listed
in table 7. As this is a seven point score a clinically important minimal change score is between
0.5-1.0. This means that any change below 0.5 is not of any importance to fhegient and any
change above 1 is significanfappendix 2).

Data indicates that clients have experiencegood symptom benefitas well as to their activity
level and need for medication The most common symptom was gdain and breathing
difficulties. Majority of clients have had their symptoms for more than 5 years (37%), while
35% have had it between 15 yrs. Overall change in MYMOP score 1s10 whichis clinically
significant.

Table 9a. Baseline data for MYMOP questionnaire
Symptom Symptom  Activity Wellbeing MYMOP

1 2 profile

n=42 n=25 n =38 n=43 n=41
Mean 4.60 5.16 4.95 4.26 4.57
SD 1.45 1.14 1.33 1.48 1.14

Table notes: MYMOP profiles calculated for respondents completing at least Symptom 1 data and Wellbeing data (Profile invalid
without these scores)
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Figure 7a. Symptom 1 reported (recoded where applicable)
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N = 43 (Missing data = 2)

Symptom 1 reported by type (recoded)

Table 9b. Length of time with symptom 1

Length of time with

Symptom 1 n %

0-4 weeks 0 0.0%
4-12 weeks 1 2.3%
3 months to 1 year 7| 16.3%
1-5years 15| 34.9%
Over 5 years 16| 37.2%
Missing data 6 9.3%
Total 43 ] 100.0%

Figure 7b. Symptom 1 reported (recoded where applicable)

Symptom 2 reported by type (recoded)
14
12
10
8
6
4
: —— —
. | | N
Pain Cough Fatigue Low mood Weakness in legs

N = 24 (21 of total sample did not provide data for a second symptom)
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Figure 7c. Activity reported by respondents by type

Activity reported by type (recoded)
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N = 37 (8 did not provide data)

Table 9c. Data for respondents completing Baseline and Follow -Up MYMOP

Follow Change in 95% Confidence
Baseline up score* Interval**
Mean Mean
MYMOP SCORE (SD) (SD) Mean (SD) Low High
Symptom 1(n=14) 5.43 (1.16) | 4.43(1.22) 1.00 (1.41) 0.18 1.82
Symptom 2(n=10) 5.50 (0.85) | 3.70 (2.00) 1.80 (2.04) 0.34 3.26
Activity (n=12) 5.25 (1.06) | 4.33(1.07) 0.92 (1.16) 0.18 1.66
Wellbeing (n=15) 4.67 (1.68) | 3.80(1.93) 0.87 (1.46) 0.06 1.67
MYMOP profile
(n=14) 5.09 (0.92) | 3.98 (1.11) 1.10 (1.19) 0.42 1.79
4AAT A 11T 0AOd 01T OEOCEOA OAEAT CA EI

OAT OAOBGUup ZECOOAO ET AEAAOA OA’

*MYMOP guidance notes suggest change in score is likely to be clinically significant if betwedn.5

http:/sites.pcmd.ac.uk/mymop/index.php?c=fags
* *Caution should be taken with resultsiven small sample size

Table 9d. Taking medication for this problem

Yes No Data
missing
n % n % n %
Are you taking medication for this 28 62.2 14 31.1 3 6.7

problem?
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Table 9e. Additional information provided by respondents

o Ul WN =

©O

10
11

Additional Comments

Legs feel good for a day or two. Techniques have really not had an influence on positive think
Enjoy time with therapist.

| feel better after the 'Pressing' (Bowen Technique) and would like this more often.

A little calmer thanbefore, does not get as angry when his wife forgets things.
Makes a difference to breathing for 1 or 2 days. Body paiagain feels less achy for a day or tw
Service helps in showing me ways of being able to cope with pain.

My symptoms are worse at night. Its very hard to walk even short distances, the pain and my
breathing are very bad following my massage | feel better for a couple of days, | also feel slee
Please could | have more regular treatments? Waiting two moniietween them is too long.

| feel tired all the time following my breakfast and being dressed by the carer | am ready to go
back to bed for a few hours. My breathing is bad all the time. This may be due to the smoking
cigarettes/day) but | am unableo stop but | will keep trying. | feel the massager't helping very
much it just helps me stay the same. My right leg keeps swelling up also.

(Client) enjoys her treatments.

Enjoys the visits and chats feels that she will always be a little nenasuthis is her personality.
Quite liked both the massage and the relaxation but has to be in the mood for them both, whic
sometimes she is sometimes not. When she is not in the mood she is anxious to please and t
go with the flow, sometimes resultbetter than others.

Feels she is breathing easier not so stressed and better quality of life. Can take a little weight
legs now, could not take any before.

| find the Bowen Therapy very helpful

2. Adult Carers Quality of Life (ACQoL) Data

This is a questionnaire to measure the carers quality of life. It considers various aspects of the carers
well being, ranging from their ability to care, personal growth and developmegitpfesatisfaction,
financial, stress and choiceét present thee are insufficient questionnaires that have been returned

to be able to do an analysis.

Table 10. Baseline scores for Adult Carers Quality of Life Questionnaire

Support Caring | Caring | Money Personal | Sense | Ability | Carer Total

for choice | stress matters | growth of to satisfaction | QoL

caring value | care

n=14 n=14 n=13 n=13 n=13 n=14] n=15 n=14 n=14

Mean 8.43 9.57 10.85 8.31 9.62 12.07 | 11.47 12.5 82.5
SD 3.34 3.84 4 5.47 3.93 3.95 2.97 2.31 19.08
No. of Low 5 1 2 4 3 2 0 0 0**
QoL scores*

Table notesPlease note that at present only 2 questionnaires have been completed for feljywo data cannot be tracked over

time accurately.
* Score ranges for subscales (Low QoL-5; ™id QoL = 6.0; High QoL = 11+)
** Total score ranges (@0 = Low QoL; 4B0 = Mid QoL; High QoL = 81+)
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3. Multidimensional Health Locus of Control (MHLC) (Form B)
The measure requires that respondents provide responses to statementggarding health
outcomes on a likert scale between 1 (Slightly disagree) and 6 (Strongly agree). The
Multidimensional scale has three subscales: internal, chance, and powerful others where
specific statements relate to one of these subscales. Scores for subscales are dependent upon
where the individual perceives the control of their health to be, is their health due to their own
internal powers, a result of chance, or in the hands of powerful others (i.e. GPs and other health
professionals. Each subscale total will range between 6 and 36, whehigh scores indicate high
levels of control attributed to the specific subscale component (internal, chance, powerful
other). There is no total MHLC score; all subscales are independent of one anotl{@&ppendix

3).

The MHLC data would seem to show thahere is no much difference in the internal locus of
control (LOC). In some cases it would seem to be lower. This may be due to the-seléctive
nature of selfmanagement programmes where individuals who already believe that they are
responsible for their own health are more likely to be willing to take part in the programme.
This may also be a reason why the rate of clients declining service in the first instance as well as
early drop outs is high within this project.

Table 11a. Baseline and follow data for Internal Health Locus of Control (IHLC)

Internal Health Locus of Control (IHLC) subscale
If sick, | | am Whatever goes | My physical well When | amiill, it | | can stay
have responsible wrong with beingdepends on | is due to not health by
Time data power to | for health my health is taking care of taking care of taking care IHLC
make my fault myself myself of self
recorded well Score
Baseline Mean 3.9 4.4 3.3 4.9 3.5 4.4 24.4
(n=36) |sp 2.1 1.6 1.9 1.4 1.9 1.7
Follow-up | Mean 4.7 4.2 1.6* 4.4 3.1* 4.1 22.2
(n=9) SD 1.7 2.1 1.2 1.8 2.0 2.1
Table rotes: High score indicates high level of internal control affects health outcomes
*Indicates 1 missing value
Table 11b. Baseline and follow data for Chance Health Locus of Control (CHLC)
Chance Health Locus of Control (CHLC) subscale
No matter Health is When | am sick | When | stay Even when | When |
Time data what | do, | influence | let nature run | healthy | am take care of become ill, CHLC
will get sick | by its course just lucky self | still get its due to
recorded accidents sick fate Score
Baseline Mean 4.3 3.3* 4.2 3.9*% 5.3 4.4* 25.4
(n=36) |sp 2.0 2.0 1.9 1.9 1.0 1.9
Follow-up | Mean 4.4 34 4.0 4.0* 5.0 3.0 23.9
(n=9) SD 2.2 2.2 2.1 2.3 15 2.0

Table notes: High scores indicates high level of chance affects health outcomes
*Indicates 1 missing value
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Table 11c. Baseline and follow data for Professional Others Health Locus of Control

(PHLC)
Powerful Others Health Locus of Control (PHLC) subscale
See an excellent Other Care | receive
Time data Doctc_)r will mean | Maintain people _ HPs fr_om others FoIIowing Doctor's PHLC
less likely to get | health only | play a big keep me | dictates orders will
recorded sick via HPs part healthy | recovery maintain health Score
Baseélge Mean 4.4* 3.9 4.6 4.6* 5.0 4.4 26.8
n=
( ) SD 1.7 1.9 1.7 1.7 1.5 1.8
FO"O;V'UP Mean 3.7 4.0 4.6* 5.1 5.4 44| 213
n=
( ) SD 2.2 2.3 2.1 1.7 1.0 1.8

Table notes: High scores indicate high level of influence from Powerful Others affects health outcomes
*Indicates 1 missing value
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Economic Cost Analysis (minimum 6 months service)

On average the cost of one hospital admission has been estimated to be around £2;2(BD0,

while the average length of stay per emergency admission is 7.8 daigerature indicates that

for any given episode of care, hospital costs typically decline witength of stay, the highest

daily costs is incurred in the early admission period with a gradual reduction towards recovery

and discharge. Thenational average estimate per bed -dayis £255 &£ O OEA AT 00 1 &£ 1/
bed-day in 2009-10 as used in paymenby results (Department of Health, 2011a), which have

been adjusted by according to local variations applicable to Sandwell and Birmingham Hospital

NHS Trusts (0.9591) relative to the national average (Department of Health, 2011b).

Economic evaluation of vinether the project intervention is having an impact on the reduction of
EHA and having a cosbenefit is an important outcome. Analysis of the data estimates a cost
saving of £103,367 for 29clients. It is important to mention that Freshwinds understandbat
extrapolation of the outcomes from a small sample that may not be representative of the
population group and must not be considered to be an absolute result, but can only act as data
that contributes to guiding decisions made on the continuation oétproject.

For this purpose the following finangal information have been used;

1 Average cost of medical emergency medical admission £1,690 (based on short stay £730
no more than 1 night and longer stay £2,650, two nights or more)

1 Freshwinds EHA outcomse data for 29clients totalling 277 mths of service provision.

1 Based on project costs of £40,000 p.a. for 50 clients.

Table 7: Cost-Benefit Analysis for clients who have received minimum 6 m onths service

EHA £ Cost per average
EHA

Number of EHA 1 yr prior to referral 102 172,380
Number of EHA since referral 31 52,390
Number of EHAs saved 69 (A) 119,990
Cost of delivering a tdal of 277 mths (6-12mths) of
service to 29clients. —— ¢ xlx (B) 18,466

Total Financial CostSavings (A-B) £101,524
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Case Studies

Case StudyErrol

A 82 year old African gentlemancalled Errol referred by the community matron in May 2011 to

Freshwinds%l A 1T &£ , EAZA O, EOET ¢ #ET EAA O beabfalirEaAdbénign EQOE A
prostatic hypertrophy. On assessment it was identified that the client was more suited and

subsequently transferred to the EHA projecin June 2012 There was ahistory of more than 10

EHAET OEA DOAOET 00 UAAO OOOAI T U AOGA O Ao&EAAOAAOE
does not speak any English and depended on his niece (and carer) to translate for him. Freshwinds
alleviated the language barrier by allocating coordination of his care with an Arabic speaking

medical staff member to overcome it. From the start the client and his carers were very willing to

learn selfhelp skills. Initially, the client was advised tdhave homeopathy and bowen technique

which helped to reduce his complaints of joint pains. Due to concerns about the amount of oral

medications that the client was already taking the carers requested changing homeopathy.

Therefore massage was introduced tSAAA8 4EA Al EAT 060 T EAAA xAO OAC
and she was happy to use it between therapy sessions. Reported benefits of the massage include

improved sleep, relaxation. A referral was made to Freshwinds FINDA (advice and advocacy) project

for advice on housing issues and possible relocation to a more suitable property which does not

require the use of stairs or lifts.

Note: There has been a delay in the delivery of the EHA programme schedule due to prostate
surgery. Planned to end in Augst 2012.

Monitoring: MYMOP questionnaires indicates baseline symptoms as 1) pain and 2) fatigue, walking
and well-being was also a problem. Followp questionnaires at 6 and 9 mths indicates successive
improvements in pain and fatigue, with new symptonof urinary urgency at 6 mths.

EHA: A total of 3 EHA have occurred up to the 3LJune 2012 (12 mths).

1 The first admission(April 2012) occurred when the GP was unable to offer an emergency
appointment when contaded at 10 amfor excessive swelling of the feet. After waiting until 4
pm for a call from the GP the carer decided to take the client £& E He underwent routine
investigations and was kept overnight.

1 Second admission (May 2012) for chest pain and breathlessne8sscharged next day.By
this time the client had undergone a prostatectomy and was on warfarin and experiencing
urinary incontinence.

1 Third admission (June 2012) due to severe chest pains. Stayed in acute assessment ward and
discharged next day.

Case Stuly Samina

A 38 year old Pakistani lady diagnosed with fibromyalgia and arthritis since 2003 referred in June
2011.In the past year she has had 6 EHA due to breathlessness and chest pain . Client was
started on a care plan of aromatherapy with some benefib her low mood, which was added to with
EFT relaxation techniques and visualization. It was observed that the Client was struggling
considerably with low moods, generalised body and arthritic pains and urinary incontinence. For a
short period hypnotherapy was also offered but eventually reverted back to massage as the client
felt that even though the effect was short lived she benefited from it. She was also given an

O!' 01T i AGOEAES &£ 0 EAO OI OO0OA ET OEA EIT 1 AockiOOET C E
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isolation the client was encouraged to get out of the house, and a Support group and Art therapy
centre were identified for her to access and referrals were made to the relevant organisations.

Monitoring: MYMOP questionnaires indicate baseline syptoms as 1) pain and 2) fatigue, and well
being at their worst. Mobility was also a considerable problem. Followp questionnaires at 6
months indicate 2-point improvement in pain and fatigue, and ipoint for well-being and mobility.
There was a new symptm of back rash at 6 mnths.

EHA: Since starting on the project (12 nonths) there has been no EHA.

Case StudyDavid

A 62 year old gentleman diagnosed with COPD rbnchiectatis, gallstones and depression referred in
July 2011. He easily becomes breattdseven while talking, and complains of poor sleep and upper
abdominal pain from the gallstones, which is not adequately controlled by pain killerfn the past
year he has had 8 hospital admissions due to pain and panic attacks . He isunable to explain the
reason for hispanic attacks.If he is on his own Ie is afraid to have a shower as he is frightened of
having a panic attackHis wife is at work most of the week.

David was offered a seHkhelp kit and taught to use the windmill breathing technique andtress ball

to help bring rhythm into his breathing and reduce stress. He was also shown how to do colour
breathing and EFT to improve sleep, control his pain and panic attacks. He was also given a
relaxation CD. Throughout the period the breathing techiques were reinforced, and supported by
Homeopathy and Bowen technique. By week 12 Client B found that the Bowen emergency asthma
move helpful, gall bladder was not as painful and the consultant was pleased with his progreAs
winter health check was competed in Dec 2011.

Monitoring: MYMOP questionnaires indicate baseline symptoms as 1) breathing and 2) pain,
breathing activity and well-being were all at its worst. Followup questionnaire at 6 nonths

indicates 3-point improvement in breathing (both as symptom and activity), 6point improvement

in pain and 4-point improvement in well-being. Changes made includes, starting of exercise which
client says he would not have been able to do without the heof the treatments. CommentsO & A A |
1 EEA A TAx [T AT OET AA EAOET C OOAAOI A1 606 8

EHA: A total of 4 EHA have occurred up to the 31June 2012 (12 nonths).
9 First admission (Nov 2011) occurred due to pan, breathing and panic. 2 days.
1 Second admissionlov 2011) due topain, breathing and panic. 2 days.
o0 Break in treatmentsDecFebdue to difficulty contacting client to arrange
appointments.Treatments resumed 2BFeb 2012.
1 Third admission (Jan 2012) for chest pain and breathlessness. 5 days.
9 Fourth admission (Feb 2012) for chest pain and fever
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Discussion & Recommendations

Resultsfor the first year of the projectare extremely encouraging. There is a definite reductio

in the incidence and risk of EHAs (69%) with an EHA economic cost benefit of £98,144
(excluding qualitative cost benefits). There have been a number of challenges in delivering the
project. These are related to the time scales of the project, referradsid personal and health
changes for clients that pose either as a barrier or delay which prevents delivery according to
the schedule of the care plan. For the purposes of future review the changing circumstances of
clients and their ability to commit requires us to consider a shorter 6 mths intervention period,
with the option to extend it to 12 months. This will offer flexibility to tailor the programme
according to need.We anticipate that the final completion of the project will not be until June
2013 for all clients on the project,but this initial data for EHA is based on a small group of 29
clients but should be considered for its value in outcomes which are significat/e believe that
the success of this pilowill continue to be demonstrated for the reminder period of the pilot

and thus the impact of the project being expanded across Birmingham is considerable with the
potential to hugelyinfluence” EOI ET CEAI 6 0 %(! OAOAOS
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Appendix 1: Datasheet

NO. OF CLIENTS SEEN
CLIENTS DISCHARAGE
CLIENTS DIED

NEW BENEFICIARIES

AGE (yrs)
18-30
31-40
41-50
51-60
61-75
76+

CLIENT ETHNICITY
White British
White Irish
White Other
Black Caribbean
Black African
Indian

Pakistani
Bangladeshi
Asian

Mixed

Unknown

Total

1st Qtr 2nd Qtr 3rd Qtr 4th Qtr 5th Qtr
01-Apr-11 | 01-Jub1l | 01-Octll | 01-Janl2 01-Apr-12
30-Junll | 30-Sepll | 31-Decll | 31-Mar-12 30-Junl2 TOTAL
Provisional Data
7 31 37 48 38 57
1 3 1 4 2 11
2 2 3 7
17 16 12 9 14 68
1 1
1 1 1 3
1 1
2 2 1 5
2 6 5 1 6 20
13 8 4 7 6 38
17 16 12 9 14 68
5 8 7 5 7 32
1 1 2 4
1 0 1
4 3 3 3 13
1 1
1 2 2 1 6
2 1 1 1 5
1 1 2
1 1
1 1
1 1 2

%
1.5%
4.4%
1.5%
7.4%

29.4%
55.9%

%
47.1%
5.9%
1.5%
19.1%
1.5%
8.8%
7.4%
2.9%
1.5%
1.5%
2.9%
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SEX
Male
Female

Total

Total

VARIOUS CLIENT CONDITIONS & Co

morbidities

Heart Disease
Diabetes

COPD + Lung diseases
Renal disease

Stroke

Asthma

Arthritis + Osteo arthritis
Cancer

Parkinson's
Depression

Alcohol Dependency
Falls

CONTACT DETAILS
Assessments

Therapy & Teaching
Sessions

Telemonitoring Sessions
Signposting/Referrals

Total

17 16 12 9 14
2 8 1 1 5
15 8 11 8 9
17 16 12 9 14
6 6 1 2 3
9 5 3 1 2
3 7 7 4 6
1 3 2 1
4 1 1
2 1 1
3 2 1 2 1
2 1 1
2
1 1 1 1
1
1
30 28 18 12 15
4 32 33 16 20
5 95 85 64 60
1 55 57 54 45
5 15 14 9 15
15 197 189 143 140

68

12
42
68

TOTAL
15
18
21

W N WO~

103

TOTAL
105

309
212
58

684

17.6%
61.8%

%
14.6%
17.5%
20.4%

6.8%
5.8%
3.9%
7.8%
2.9%
1.9%
2.9%
0.0%
1.0%

15.4%

45.2%
31.0%
8.5%
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