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There are lots of good ideas out there about 
how to improve healthcare, but good ideas 
only become good practice when there’s 
an opportunity to develop, test and gather 
evidence to support them. That’s why the Health 
Foundation has developed the Shine programme.

Our annual Shine programme focuses on 
aspects of healthcare quality that reflect the key 
issues facing the UK health service. This year 
the challenge was to find new approaches to 
delivering healthcare that aimed to achieve one of 
the following:

• supporting patients to be active partners  
in their own care

• improving patient safety

•  improving quality while reducing costs.

This booklet collates posters produced at the end 
of the programme providing a visual summary of 
the challenge, intervention, learning and results 
from the Shine 2014 sites.
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The challenge
Acute Kidney Injury and Sepsis are two of the most 
common causes of avoidable harm to patients admitted 
to hospital. Life saving information that is crucial for safe 
management of patients at risk of these two conditions is 
oft en buried between the redundant and trivial in bulky 
records. 

We aimed to develop a system of icons that translates 
complex information into simple visual prompts to 
signpost risk to patients, carers and clinicians at the 
bedside.

We brought together clinicians from six hospitals in 
London and Wales with patient representatives and 
designers from the Helen Hamlyn Centre for Design 
at the Royal College of Art. In consecutive Plan-Do-
Study-Act cycles we developed and tested a suite of four 
interrelating interventions on six hospital sites in two 
clinical networks in London and Wales to improve safety 
of patients at risk in general wards. 

• Patient diaries explained signifi cance and risk of renal 
dysfunction and off ered patients the opportunity 
to become active partners of their care. In the 
participating patients 84% were able to record their 
fl uid intake and 87% the quality of urine output. 
Patients with measurable frailty using the Clinical 
Frailty Scale found the tool more diffi  cult to use 
(p<0.01).

• Th e KidneySafe Bracelet is being given to patients 
who are identifi ed at risk by clinicians or automated 
alert systems generated by pathology computers. 
Attachment of the bracelet led to statistically 
signifi cant improvements in the documentation of 
urine output (p<0.032). 

• Th e WeeWheel allows nurses to get instantaneous 
information about the minimum safe volume for 
urine of individual patients. Th e dial up of the patient’s 
weight shows recommended and ‘at-risk’ output per 
hour and per 6-, 12-, and 24 hours. 

• Th e SepsisPanel is a set of icons for Systemic 
Infl ammatory Response Syndrome and infection, 
which is located in the patient’s bed space. Abnormal 
sepsis markers get turned and change from blue to red. 

We achieved proof of concept that patients can 
contribute to their own hospital records and thus 
support their own safety. We showed that visual 
prompts can signifi cantly enhance clinicians’ intuitive 
understanding of interventions required in the context of 
Acute Kidney Injury and result in measurably diff erent 
behaviour for monitoring of patients at risk. 

Visual information is likely to improve safety of patients 
at risk with little or no extra workload for staff  at 
minimal cost. 

SAFETY=DESIGN 
Designing visual prompts for safer care of patients 
at risk of Sepsis and Acute Kidney Injury
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Figure 1. Double Diamond design process

Figure 3. Th e KidneySafe bracelet: attachment of the bracelet led to statistically signifi cant improvements in the documentation of urine output

Figure 6. Documentation of urine output with and without KidneySafe bracelet

Figure 4. 
Th e Sepsis Panel

Figure 5. 
Th e Wee Wheel: 
urine output too low 
if purple zone!

Figure 2. Patient diary
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Manage 
Backs D/C1:1 care

D/C1:1 care

The challenge
Putting people at the centre of managing their low back pain 
needs a service capable of enhancing people’s activation. It is 
the beliefs and attitudes of people with low back pain (PLBP) 
that has the greatest predictive value upon disability.  The 
challenge was how to enable PLBP to develop the knowledge 
and skills to support their effective engagement in both 
decision making and self-management strategies.

The response 
•  Develop a close collaboration between Clinical Psychology 

and Physiotherapy to change the entry point on the care 
pathway from traditional 1:1 physiotherapy to a Group 
Intervention (GI), facilitated by a physiotherapist.  

•  Include people with low back pain in designing the solution 
by inviting service users, physiotherapists and stakeholders 
to co-productive events that designed and reviewed a novel 
group intervention named Manage Backs (MB) that aimed 
to activate PLBP.

•  Participants suggested peer support and ensuring that a GI 
was accessible locally was a priority. This meant expanding 
the project to run over 6 sites and changes to the evaluation 
protocol.  

•  In order to support this heightened engagement it was vital 
to enhance the GI physiotherapists’ attitudes and beliefs 
(Darlow et al 2012). A biopsychosocially informed training 
and mentoring programme was developed and delivered to 
support this change. 

Results 
•  MB was delivered at 6 locality hospitals across Cardiff & 

Vale UHB, with over 600 PLBP attending a GI.
•  MB has gained wide stakeholder acceptance on the primary 

care LBP management pathway. 
•  Improvements in the physiotherapists’ confidence to deliver 

the GI and a shift in beliefs toward a biopsychosocial focus. 
•  Qualitative and quantitative measures demonstrate 

the usefulness of the GI to support PLBP to engage in 
decisions and self-management strategies. This heightened 
confidence has enabled 13% of PLBP to opt to self-manage. 
In total a potential pathway delivery cost saving from 
wasted healthcare resources of up to 28% was identified. 

•  Those opting for 1:1 care following the GI, demonstrated 
improvements across self reported measures of quality of 
life, activation and function. The magnitude of some of 
these changes however differed from those anticipated by 
the project team.

Lessons learnt 
•  When reflecting on the learning from the project, the team 

recognised the challenges adhering to a co-productive 
methodology and delivering the GI across 6 localities has 
provided. This decision was driven from both patients and 
staff alike ascribing to ‘Closer to Home’ service standards. 
However delivery across 6 sites may have extended the 
project too fast too soon, putting generalisability above 

MANAGE BACKS

References
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Starting physiotherapy with a group intervention
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fidelity to the clinical intervention and creating governance 
challenges.

•  The service has identified opportunities to further develop 
and enhance the MB model. Through this work it is hoped 
that this patient centred and prudent model of care will 
be provided with the opportunity to spread and thrive in 
the current healthcare environment in order to meet the 
challenge of supporting and empowering PLBP.

“The physio was very, very good at giving us 
information about different things and telling us 
what they can do.”

“The groups are really helpful in talking to someone 
who has a similar problem.”

“It’s a useful education session for those who might 
not seek information in other ways.”

“By going it helped me physically and psychologically.”

Clinical 
self-report outcome

Traditional model 
(baseline measure)

GI model
(implementation phase)

Sample
Mean 

change 
(SD)

% achieving 
significant 

change
Sample

Mean 
change 

(SD)

% achieving 
significant 

change

Quality of Life
EQ-5D Index

25

0.16 
(0.12)

44% 17

0.02 
(0.15)

28%
8.4 

(10.77) 5.76 
(15.04)Quality of Life

EQ-5D VAS
Patient Activation 

PAM 24 0.21
(1.06) 25% 41 0.59

(0.18) 51.2%

Functional Activity 
PSFS 23 2.95

(2.06) 56.5% 37 2.67 
(0.60) 48.7%

Partial booking 
letter

Figure 1. Changes in care pathway

Patient story quotes on their experience of attending a GI.

Figure 2. Average changes and percentage of patients achieving    
 significant change on clinical self-report outcomes
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Figure 4. Enhancements in  biopsychosocial beliefs of   
 MB vs OP physiotherapists on PABS before,  
 during and end the MB project

Figure 3. Average wait for Manage Backs 
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Figure 6. Co-production event
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“I found the whole session very good. One of the 
physios showed us a film thing, also everyone giving 
their own experiences... I found it most helpful.”
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IMPROVING
PHYSICAL
HEALTH CARE
in mental health settings
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The challenge
• People with Severe Mental Illness (SMI) have a life 

expectancy which is 13-30 years shorter compared with 
the general population, attributable to cardiovascular 
disease associated with disproportionately high rates of 
obesity and tobacco use.

• Despite this evidence people with SMI continue to 
have restricted access to physical health assessment and 
treatment – which indicates an implementation gap 
between what is known and what is done (Bartels, 2015).  

The response  
• Quality improvement approaches such as process 

mapping were utilised to identify current processes for 
assessing inpatient physical health (see Figure 1).

• This provided an opportunity to allow the doctors and 
nurses to redesign the process of physical healthcare 
assessment, which included the introduction of the 
routine calculation of the patients’ cardiovascular risk 
score (JBS3).

• Service users and healthcare professionals worked 
together to co-design a personalised physical healthcare 
plan for patients to facilitate shared decision making 
about their physical health.

Results 
• A baseline audit identified that whilst 81.3% had a 

physical healthcare assessment only 80.1% had their 
smoking status documented, 21.6% had a documented 
body mass index (BMI) and only 22.4% had a systolic BP 
recorded. 

• It was estimated that only 1 in 20 patients had enough 
information recorded to enable the calculation of a 
cardiovascular risk score (although this was not routinely 
done in any case). 

• Following the introduction of the improved physical 
assessment weekly data was collected and analysed 
using the Web Implementation Support for Healthcare 
platform (Curcin et al., 2014). The platform allows the 
data to be analysed using Statistical Process Control and 
reports are generated weekly to assess the recording of 
physical health parameters (see Figures 2-6). 

• This demonstrates that currently an average of 100% of 
patients received a physical healthcare assessment, 70.9% 
have their smoking status documented, 61.4% have a 

documented BMI, 80.1% have a documented systolic 
blood pressure, and importantly, an average of 41.7% of 
patients have a cardiovascular risk score documented. 

Lessons learnt
• In order to change systems a sufficient understanding 

of the current processes is a necessary first step, which 
in itself can be challenging. The use of a systematic 
approach to quality improvement, as developed by NIHR 
Collaboration for Leadership in Applied Health Research 
and Care (CLAHRC) Northwest London can be helpful. 

• Developing new processes with those that will use them 
and trialling small tests of change using Plan-Do-Study-
Act cycles provides the best opportunity for success.

• Involving service users with lived experience in the co-
design of patient centred materials can be achieved and 
is beneficial for healthcare professional and service users 
alike.

References
(1) Bartels, S. J. (2015). Can behavioral health organizations change health behaviors? The STRIDE study and lifestyle 

interventions for obesity in serious mental illness. The American Journal of Psychiatry, 172(1), 9–11. doi:10.1176/appi.
ajp.2014.14101246

 (2) Curcin, V., Woodcock, T., Poots, A. J., Majeed, A., & Bell, D. (2014). Model-driven approach to data collection and reporting 
for quality improvement. Journal of Biomedical Informatics, 52, 151–162. doi:10.1016/j.jbi.2014.04.014

“As a team member with lived experience I felt that being 
involved in the project has given me more confidence to 
work with professionals and the project itself has helped me 
understand my own continuous battle with my physical health.”

—Sandra,  project team member (service user)

“I’ve been involved in many project over the years but this is the 
first time I’ve really felt part of a team.”

— Jenny, project team member (service user)

Top control: 107.7,154,104.8
Average: 98.2,80.4,100
Bottom control: 88.7,6.9,95.2

Figure 2. Percentage that received a physical healthcare assessment
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Figure 3. Percentage where the smoking status was documented in 
the physical healthcare assessment

Top control: 136.8
Average: 70.9
Bottom control: 4.9

Figure 4. Percentage where the Body Mass Index was documented 
in the physical healthcare assessmentTop control: 104.2,114.5

Average: 37.7,61.4
Bottom control: -28.8,8.4
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Figure 5. Percentage where systolic blood pressure was 
documented in the physical healthcare assessment

Top control: 131.1,112.4
Average: 61.1,80.1
Bottom control: -8.9,47.8
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Figure 6. Percentage where Risk Score was documented in the 
physical healthcare assessmentTop control: 38.9,105.3

Average: 12.3,41.7
Bottom control: -14.3,-22
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Figure 1. DANUBE WARD PROCESS MAP CNWL SHINE Version 0.2
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Process evaluation 
• Learning events with stakeholders, GP online survey 

and f2f interviews were conducted.

Key learning from process evaluation
• Contribution of SP coordinators is key to success.
• Most GPs are on board.
• Community organisations also on board.

Key challenges
• Low number of referrals from some GP practices.
• Need a feedback loop of positive patients’ 

experiences to GPs to increase referrals.
• Some community organisations did not know 

patients had been referred as part of SP.

Some solutions
Strategies to improve some of these challenges include:
feedback letters sent to clinicians by the SPC, GP 
education events, encouraging SPC attendance of 
clinical meetings, information stalls within practice 
reception areas, and insertion of a ‘pop up alert’  
(‘Consider referral to Social Prescribing Service?’) into 
GP practices’ electronic records.

Future development of Social Prescribing 
We are considering the design of a ‘universal point of 
access’ which will reduce duplications and maximise 
investment in the local health economy. However, 
this is likely to need substantial initial investment to 
align di� erent partners and interests, thus we seek 
partners to direct social prescribing towards the 

implementation of this model.
We are also planning to disseminate the 

� ndings from this project to a wide 
audience by building a social 

prescribing network and website 
which will act as a repository 
for social prescribing project 
and be accessible to a wide 
range of stakeholders 
including patients, GP 

practices, commissioners, 
voluntary sector and researchers 

across the UK. 

The challenge
Making more e� ective use of community and 
voluntary sector organisations to deliver health and 
well-being to socially isolated, frequent attenders to 
GP/A&E, presenting with a social problem, and had 
mild to moderate mental health problems. � ere 
are many di� erent types of links between primary 
care and community organisations ranging from an 
unstructured information service (i.e. lea� et) to a 
sophisticated holistic approach involving a facilitator. 
We delivered a model that was ambitious in scale and 
wide in coverage.
Why do we need Social Prescribing?
• Ageing population with a wide range of co-

morbidities which experiences problems with social 
isolation.

• Increase in Long Term Conditions: around 15m 
people in England have one or more LTCs increasing 
by a third over the next 10 years (DH, 2013).

• Primary care and community services could be 
integrated better to bene� t the patient.

• Increase number of people accessing community 
activities. 

How does SP work in the City and Hackney CCG area?
23 GP practices referred 737 socially isolated, and 
those with mild mental health problems to 3 social 
prescribing coordinators (SPCs) employed by a 
voluntary sector called Family Action. Patients were 
supported for up to one hour long session and up to 
6 sessions to produce a well-being plan. � ey referred 
patients to 85 di� erent voluntary and statutory 
organisations.

Evaluation
Qualitative evaluation 
Positive results from 15 interviews with SP participants.
Re-connecting with the world: 

SOCIAL 
PRESCRIBING 
integrating GP and community assets for health

Author:

Marcello Bertotti
University of East London

Renewed hope for the future:

Poor Knowledge of the term ‘Social Prescribing’
Participants had no knowledge of the term ‘social 
prescribing’, the provider organisation (FA), or the term 
‘well-being/social prescribing coordinator’ but could 
remember the personal names of SPCs referring them 
and the types of activities they had been referred to.

Outcome evaluation 
No signi� cant change between baseline and follow 
up. Logistic regression analysis showed no statistically 
signi� cant change in health, well-being, anxiety, 
depression, or A+E visits due to the SP intervention, 
even a� er controlling for age, gender, ethnicity, living 
arrangement and work status.

Economic evaluation

• Average cost per patient shows that investment 
from CCG into Family Action was justi� ed.

• A&E attendance decreased slightly over the period 
(self-referred).

• GP consultation rates appears to 
have increased. However, 
more work needs 
to be done. 

“Best thing has been meeting new people and making friends. 
My mobile full up with names and numbers of friends before 
it was just family and doctor’s number.  I was really depressed 
before but now really happy. Before I have nothing to do, now 
every day I wake I think ‘yes volunteer work!’ or ‘meeting 
friends!”—Patient

“� e terrible thing is that I referred � ve but I should 
have referred about 15 times that. Although I am 
very enthusiastic about it, it is hard to keep in front 
of your mind, and that’s the challenge!” 

—General Practitioner

City and Hackney
Clinical Commissioning Group

NHS Foundati on Trust

Scale Baseline 8 months Follow up
Measure Intervention

(N=184)
Control
(N=302)

Intervention 
(N=65)

Control 
(N= 127)

General 
health

Very bad to neither
Good/very good

79%
21%

59%
41%

85%
15%

58%
42%

Wellbeing 
past week

6 good as it can be
0 bad as it can be 
(mean)

2.8 3.6 2.8 3.9

Anxiety (*) 21 extremely anxious
0 not anxious at all 
(mean)

11.3 8.1 11.2 7.6

Depression 
(*)

21 extremely anxious
0 not anxious at all 
(mean)

9.9 6.7 10.1 5.9

Positive 
and active 
engagement 
in life

5 poorly integrated 
to 20 highly 
integrated (mean)

13.5 13.7 13.5 14.1

A&E visits in past 3 months (mean) 0.4 0.3 0.3 0.5

Table 1. Change in health pro� le from baseline to follow up

“It’s done me a world of good, taken me out of the 
house, given me a routine and given me a sense 
of purpose and…hope. It’s given me back my 
con� dence”—Patient
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The challenge
Dementia is the condition most feared by 
people in England over the age of 55.  Following 
the UK Government’s commitment to the 
G7 mandate, GPs have been incentivised to 
improve the diagnosis rate for dementia.  This 
has led to an expansion in memory clinic 
provision.

One unforeseen consequence of this expansion 
is that there are large numbers of older people 
not having dementia but who have been 
identified to have Mild Cognitive Impairment 
(MCI), a condition where the patient has 
memory and/or other cognitive deficits that are 
greater than expected but are not of a severity 
for a diagnosis of a dementia.  Such patients are 
at a much higher risk of developing dementia in 
their later life than the general population.      

The risk factors for developing dementia are 
well-known and there is evidence that attending 
to lifestyle factors, such as mental and physical 
activity, may reduce this risk. However, there 
is little evidence on what interventions may 
be effective for people with MCI. A review of 
the literature has shown that there is no well-
validated treatment currently available and the 
current provision for MCI in the NHS is poor.

The response  
THYMe is a 5 week, group programme 
designed specifically for people with MCI. Each 
group consists of 7-8 patients each of whom 
are encouraged to bring along a partner or 
friend. Self-management is the cornerstone 
of the groups and each week goal-setting 
and memory problem solving are practiced. 
Group participants are encouraged to set goals 
which are checked against SMART criteria. 
The course programme also contains an 
educational element based around the ‘6 Pillars 
of a Healthy Lifestyle for the Brain’ (i.e. regular 

THINK HEALTH FOR YOUR 
MEMORY (THYMe)
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Figure 1.

Case study: Anne and Tom’s story

Self-management groups for people with  
Mild Cognitive Impairment
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exercise, healthy diet, mental stimulation, stress 
management, active social life and quality sleep) 
to empower participants to take control of their 
own health.

Results 
Our primary outcome measure was the Patient 
Activation Measure (PAM), which has been 
well-validated as a measure of a patient’s 
confidence in managing their own condition.  
This showed a statistically significant increase 
when average levels at the end of the group 
programme were compared to the start.  
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Average PAM scores

At start At end

(N=43 p< 0.0001, the mean of PAM at group 
start minus PAM at group end equals -6.867,   

95% confidence interval -9.899 to -3.836).
Average PAM scores

Lessons learnt
1.  Mild Cognitive Impairment is no barrier to 

effective self-management
2.  Whilst self-management groups are effective 

in improving patients’ confidence to manage 
their own condition, for maintenance, this 
needs to be integrated into a pathway that 
allows for further opportunities to reinforce 
the gains made.

3.  The true potential of group work is found in 
opportunities to share experiences and come 
together with a common purpose; people 
feel empowered when they learn they are not 
alone.

4.  Continuous feedback from all involved 
in the project is the key driving force to 
improvement and you should never be 
scared to make changes and test out new 
ideas based on this.

5.  The value of dedicated project time cannot 
be underestimated, including time to get 
together as a team.

Tom (patient): I first heard about the groups from 
the doctor in the memory clinic… It was all helpful 
and I think that everyone takes something different 
away from it.

Anne (wife): I could probably say that I learned 
more than Tom (laughs). He often said that my 
memory was worse than his, but a lot of my 
problems were stress related, to the point that I 
would forget silly things. Now I know I need to be 
more aware of controlling stress, I think I am doing 
it much better these days. During the groups we 
challenged ourselves… Tom did some cooking, we 
did more walking and drank more water… we were 
also doing more word games and SUDOKU…

Anne: I used to always worry about Tom. I was 
finding it hard to ‘let him do things alone’. Now, 
even if he makes a mistake or bangs his head I let 
him do it. THYMe groups helped both of us… and 
we continue to challenge ourselves, we even got a 
white board where we write our goals down!

Tom: I have always found word games hard, 
however after the groups, we started playing cards 
again, something that we both enjoy.

Devon Partnership
NHS Trust
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The challenge
The psychological needs of facial injury patients attending the Centre 
for Oral and Maxillofacial Clinic in the Royal London Hospital were not 
being addressed.
Research by the Institute of Psychotrauma and the Centre for Oral 
and Maxillofacial surgery trauma clinic (2015) demonstrated 40% of 
patients met diagnostic criteria for either depression, post-traumatic 
stress disorder (PTSD), anxiety, alcohol or substance misuse or were 
presenting with facial appearance distress. Most facial injury patients 
were not receiving mental health assessment or treatment and the 
maxillofacial team did not have direct access to psychological services.
A study by the King’s Fund Centre for Mental Health (2012) concluded 
that providing support for co-morbid mental health needs can reduce 
physical health costs in acute hospitals. They also found that integrated 
treatment for mental and physical health has better outcomes than 
overlaying mental health interventions on top of medical treatment.

The response  
The key aim was to introduce collaborative medical and psychological 
care for all facial injury patients within the Centre for Oral and 
Maxillofacial Clinic in the Royal London Hospital. This was achieved 
by:
• Providing brief psychological and neurological screening and 

assessment. 
• Implementing early psychological interventions.
• Conducting risk assessments. 
• Negotiating and managing referral pathways.
• Carrying out specialist psychological therapy.
• Training the medical team to better recognise and respond to 

psychological distress.

Results 
Data was collected from over 600 patients coming through the Centre, 
between September 2014 and September 2015.  
See Figures 1-6.

Lessons Learnt
Patient experience
Of those patients who received any psychological intervention, 78% said 
that the psychology service either slightly or significantly improved their 
experience of attending the maxillofacial trauma clinic.
Patients valued the following aspects of the psychology service:
• Having someone to talk to about the psychological impact of their 

injury.
• Being proactively approached within clinic by a psychologist.
• Receiving empathy, validation, support, hope. 
• Relief at feeling like it was normal to be experiencing psychological 

problems. 
• Improving their understanding of psychological difficulties. 
• Being given tools for managing psychological distress.
see quotes from patients, above right.
Medical team feedback
The medical team gave feedback on their experience of the psychology 
service:
• Rapid, flexible, integrated psychological care was beneficial to patients.
• Addressing psychological issues facilitated medical recovery.
• Families reported that they had also found psychological support very 

beneficial. 
• Their awareness of the psychological impact of facial injury had 

increased and they would value more training in this area. 
See quote from surgeon, above right.

Quotes from patients Quote from surgeon

PROVIDING 
PSYCHOLOGICAL
SUPPORT FOLLOWING 
FACIAL INJURY
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Figure 3.
Geographical spread of Patients – 85% of patients lived in a London 
Borough at the time they attended the clinic
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Figure 5.

Figure 6.

“ It helped me to think more rationally, I was too distressed to 
do that on my own.”

“It is good to know the patient is being taken care of as a whole. 
Psychological problems can be dealt with efficiently which 
means they’ll recover physically sooner.”

“The psychologist helped me address my drinking, helped me 
offload and feel validated.”

East London
NHS Foundation Trust

Barts Health
NHS Trust
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1%
1%

63%
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EARLY INTEGRATION OF THE 
BRIDGES SELF-MANAGEMENT 
SUPPORT PACKAGE INTO USUAL 
CARE FOLLOWING TRAUMATIC 
BRAIN INJURY
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Introduction
Persistent cognitive, psychological and emotional symptoms following 
traumatic brain injury represent hidden disability and limited support 
exists. Supported self-management is underpinned by variable 
assumptions, which may determine and preference which groups are 
considered likely to bene� t by healthcare professionals (Kendall et al, 2011). 

Aims
1. To develop self-management support through engaging people who had 

experienced traumatic brain injury in the co-design of resources.
2. To enhance the skills of healthcare professionals in supporting self-

management.
3. To implement self-management support package across a traumatic 

brain injury pathway.

Method 
1. Development phase:

Focus groups and semi-structured interviews for co-design of patient 
and family tools.

2. Training and implementation phase:
A series of ‘Plan-Do-Study-Act’ cycles, informed by Normalisation 
Process theory (May and Finch, 2009), sought to generate interest in 
supporting self-management, facilitate sense-making, engage sta�  in 
collective action, and re� ect upon the new ways of interacting with 
patients and families.

3. Evaluation: 
Sta� :
- Change in beliefs, attitudes and skills in supporting self management 
were assessed through bespoke questionnaires.
- Experiences of implementation were assessed through semi-structured 
interviews and written feedback.
Patients and families:
- Standardised outcome measures were collected to enable pro� ling 
against a matched historical sample from 2014.
- A bespoke health and social care utilisation tool was developed and 
piloted to inform future economic evaluation.
- Feedback on experience of the Bridges package was gathered through 
semi-structured interviews and questionnaires.

Results
• Self-management support tools speci� c for the traumatic brain injury 

context have been co-designed and implemented in:
- Acute neurosciences and trauma wards of a Major Trauma Centre.
- A specialist inpatient rehabilitation Unit.
- Headway (the brain injury charity) community-based centres. 

• � ese ‘Bridges Brain Injury’ resources comprise a patient-held 
interactive book, a family and friends’ book, and a multi-disciplinary 
bespoke training package. 

• Seventy multidisciplinary sta�  and voluntary sector workers participated 
in 3-stage training (9 hours) (see Figure 1). An additional 40 sta�  and 
managers attended abbreviated training (1 hour).

• Questionnaire responses showed a signi� cant di� erence in levels of 
sta�  con� dence regarding knowledge and skills to support people with 
traumatic brain injury and their families to self-manage, following 
training (p<0.001).

• Implementation was achieved with 73 patients across pathway settings, 
within the initial 3-month implementation period.

• Standardised outcome measures were collected for a subgroup of 
18 patients allowing pro� ling comparison with a matched historical 
sample (see Figures 2-5).

• Qualitative evaluation revealed the ways in which sta�  had used 
the Bridges package to motivate patients to plan and to gain ideas 
from others who had experienced TBI. Patients reported the value 
of recording and re� ecting on thoughts and goals (see Figure 6 and 
quotes). 

Discussion 
• � is is the � rst project to co-design self-management support with 

people a� er traumatic brain injury.
• Challenges were encountered due to lack of a cohesive team structure 

for patients a� er traumatic brain injury within the acute services of the 
Major Trauma Centre (Figure 7).

• Individual, team and organisational responses demonstrated a range of 
engagement and adaptation processes.

• Future work will focus on sustaining the intervention within the project 
settings, and spreading to other Major Trauma Centres and their 
Trauma Networks.

People 
with TBI, 
families & 

friends 

Should give 
the books to 
everyone -

‘a guide to life’

Should give 
the books to 
everyone -

‘a guide to life’

Helping 
acceptance, 

understanding 
ups and
downs

Helps to 
remember 
targets &

goals 

Helps to 
remember 
targets &

goals 

You’re not 
alone -

‘picking out 
someone like 

you’

You’re not 
alone -

‘picking out 
someone like 

you’

Figure 6.
Summary of themes
from patient and
family feedback

Figure 7. Key learning points

• Willingness of contributors and families
• Feasibility of service improvement collaboratation
• Role of patient stories in iterative ‘PDSA’ cycles

• Challenging but achievable in Major Trauma Centre
• Lack of cohesive acute team impacts embedding
• Need for authentic organisational support

• Regular, planned communication
• Adoption and adaptation take time to emerge
• Early � ndings guide ongoing sustaining activities

Coproduction
with people a� er 

brain injury

Supporting
self-management in 

acute setting

Perservering to 
enable organic 
integration and 

growth

70 multidisciplinary sta�  attended 
3-stage training workshops

Sta�  from acute, rehabilitation
clinic and community third

sector settings

Mix of backgrounds and settings faciliated 
interdisciplinary and cross-organisational 

awareness

Figure 1. Training workshops

“I introduced the book and talked through with her the part of the 
book where she could write down her own thoughts and feelings. 
� e next day when I saw her, she said that she had not been able 
to sleep overnight, and she had decided to write down in the space 
about what she hoped to do next in her life.” —Nurse

“I think that actually once you start working in this way it becomes 
self-sustaining, because you get into a pattern of working where 
you see positive changes and positive results.” 

—Occupational � erapist

“I think it is great that it is o� ered to people, and you can 
actually say, ‘Here is what people have gone through’ 
and also for friends and family, because maybe the 
person would not be ready for it straight away.” 

—Project contributor following traumatic brain injury

Figure 3.
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Figure 2.

Numbers introduced to Bridges across settings (n=73; 67% male)
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The challenge
Diabetes is a chronic condition that puts a 
lot of stress on patients’ lives and demands 
high self-motivation to maintain therapy 
regimes and lifestyle changes. Over half of 
patients with type 1 diabetes (T1DM) do not 
have optimal glycaemic control, o� en due to 
psychological issues which interfere with their 
ability to manage their diabetes.1 Although 
face-to-face cognitive behavioural therapy 
(CBT) is e� ective in addressing such issues, 
many patients cannot attend regular face-to-
face sessions.2-4 
� ere is evidence that online CBT is as 
e� ective as usual face-to-face CBT sessions in 
the treatment of depression.5 We investigated 
whether this method is e� ective in the 
treatment of diabetes-speci� c psychological 
problems. 
� e project built an integrated system to 
develop and deliver online-therapy to patients 
with T1DM. � e primary objective is to 
improve glycaemic control, with secondary 
objectives of improving mental health 
outcomes, and identifying the processes 
involved in training DSNs in CBT-informed 
techniques.

The response  
In this project we investigated whether a 
psychologically informed approach utilising 
a CBT framework and strategies can be 
delivered electronically by DSNs for diabetes. 
CBT consists of 10 sessions each lasting 50 
minutes via the Iseo Health online messenger 
system (NHS-approved to protect patient 
con� dentiality), augmented by motivational 
enhancement tools via a smart phone app 
(uMotif). In order to fully integrate medical 
and psychological care, the sessions are 
delivered by DSNs who have attended 
training in basic CBT techniques (e.g. 
Socratic questioning, downward arrowing) 
and building CBT informed formulations, 
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Figure 1. Mean change in HbA1c over 6 months in � rst n=10 patients

a nurse-delivered e-cognitive behaviour therapy 
intervention for type 1 diabetes
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with regular supervision from a psychologist/
psychiatrist. We recruited 70 patients from 
King’s College Hospital and 4 a�  liated/
satellite hospitals in South London who had 
poorly controlled diabetes for over 6 months.

Results 
We have developed a manualised training 
curriculum and with Iseo Health created a 
bespoke platform for diabetes CBT-informed 
therapy. We have trained six DSNs in basic 
CBT techniques and formulation skills.  Our 
main outcome measure is blood glucose 
control (HbA1c), measured at the beginning 
of therapy and following its completion (at 6 
months). Our interim data (n=10) shows a 
mean improvement in HbA1c of 7 mmol/mol 
(0.7% DCCT) see Figure 1. We also found 
improvements in diabetes-related distress 
and symptoms of depression and anxiety see 
Figure 2.

Lessons learnt
Identify, Innovate, Demonstrate, Encourage
We have successfully trained diabetes 
nurses to deliver a manualised CBT-based 
intervention using an online platform. � is 
intervention is associated with improvements 
in self-care. However, it is di�  cult to � t CBT 
sessions into the busy and stressful NHS, 
the nurses value the protected time to give 
more care but, � nding that time has been a 
challenge.

“It enables one to collate all of one’s thoughts and 
feelings and have them at hand (written down). 
During a face-to-face session it can be di�  cult to 
get all one’s points across because of the dynamics 
inherent in this form of therapy.” —Patient X

“� e DOT training and supervision has been 
excellent… It feels exciting to be learning new skills 
and having the chance to put them into practice as 
we go. It is a fantastic opportunity for us.” —Nurse Y
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The background
ICU is a resource intensive area costing over 
£2000 per patient per day.  While many lives 
are saved in this area, some patients, regardless 
of their health prior to ICU, never regain the 
quality of life they had before ICU admission.
Two thirds of survivors will experience 
signi� cant physical and psychological health 
problems that can last many years a� er 
discharge (Lee et al 2009). � is includes: 
reduced mobility, poor cognition, impaired 
memory, chronic pain, anxiety, depression and 
post-traumatic stress disorder.  � ere is also 
a 45% reduction in the number of patients 
who report employment as their sole source of 
income at 12 months post ICU (Gri�  ths et al 
2013).  
At present there is there is no established 
treatment pathway or intervention which has 
been shown to improve outcomes for this 
patient group.  Further, there is no approach 
which has targeted the needs of caregivers in 
this population.

Key aims  
� e main aim of this project was to improve 
health and wellbeing of patients at 12 months 
post ICU discharge. Speci� cally, we aimed to 
increase the number of ICU survivors who 
returned to work by 20% and the number of GP 
visits by ICU by 20% at one year post intensive 
care discharge.  

Intervention  
� e project team have successfully prototyped 
a rehabilitation intervention for ICU survivors. 
InS:PIRE (Intensive Care Syndrome: Promoting 
Independence and Return to Employment), is 
a � ve week rehabilitation programme which 
focuses on patient education, peer support and 
the facilitation of self management.

Each week patients receive one hour 
of physiotherapy as a group, as well 
as individualised sessions with health 
professionals, to help facilitate an accelerated 
recovery and return to employment.  

INTENSIVE CARE 
SYNDROME: 
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Table 1:  � emes and subthemes generated from the     
  qualitative interviews 

Promoting Independence and Return to 
Employment (InS:PIRE)
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Patients and their caregivers receive 
appointments with the doctor and nurse 
from the ICU, the ICU pharmacist, as 
well as an individual appointment with 
the physiotherapist. Personal goals are 
created with patients across these group 
and individual appointments. Patients and 
caregivers also receive psychological support. 
We provide a social prescription week 
where patients can meet with third sector 
organisations from the community.  � is is 
the � rst programme which has also placed 
speci� c emphasis on recovery for family 
members.

Results 
Qualitative � ndings
We undertook in depth semi structured 
interviews at a six month follow up 
appointments with 10 patients and relatives.  
� e themes and subthemes generated from the 
these interviews are summarised in Table 1. 

Self e�  cacy
We used self e�  cacy scores at the start and the 
end of the InS:PIRE programme to understand 
how ‘in control’ patients feel about their future.  
� e scale ranges from 10-40 (10 lowest possible 
self e�  cacy and 40 being top score).  At the 
start of the clinic, the average self e�  cacy score 
was 26 but within � ve weeks it increased to 28 
(p=0.04) indicating that patients feel more able 
to cope with the future a� er attending the clinic.  
We have also seen this improvement sustained 
at six months. 

Lessons learnt
The value of peer support in this patient group 
cannot be underestimated. Further, the use of 
patient volunteers alongside sta�  in the clinic 
has been very successful. Health and social 
integration will always be challenging with 
programmes such as this, however, with the 
health and social integration agenda being 
fully implemented within the NHS, this should 
become easier over the coming years.

“It gave me the opportunity to voice 
hidden fears and thoughts.”

“� ere is someone who knows exactly 
how that feels, every base is covered.”

� eme Subthemes

Overarching support 
from programme 

• Patient volunteers giving 
hope, optimism and peer 
support;

• Cohesive MDT approach;
• Access to community 

resources.  

Psychological impact of 
the programme 

• Understanding symptoms;
• Reassurance for family 

members;
• Normalisation.

Physical impact of the 
programme 

• Increased con� dence and 
independence;

• Positive impact of with the 
use of personal goals;

• Importance of caregiver 
involvement.

Future improvements for 
InS:PIRE

• Longer programme/ balance 
with dependency;

• Importance of ongoing 
follow up.  
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The challenge
• 5% of the UK health budget is spent on diabetes 

care.
• Most costs are associated with diabetes-related 

complications.
• About 45% of people with Type 2 diabetes do not 

attain optimal diabetes control.
• Better diabetes control reduces significantly 

diabetes- related complications. 
• For many, education alone does not lead to changes 

in  self- management behaviours.
• Anxiety and depression are associated with poorer 

diabetes  control, yet successfully treating these 
with standard approaches does not lead to better 
self-management.

The innovation
• ACT Now! is a brief, manualised guided self-help 

intervention aimed at improving key aspects of self-
management and emotional wellbeing. 

• It consists of 5-8 face-to-face meetings, all 
complimented by web-based support.

• Participants progress through 5 core modules, 
focused on identifying and overcoming barriers to 
better self-management.

ACT NOW!

Contacts
Dr Kirsty MacLennan kmaclennan@nhs.net
Dr Andrew Keen a.keen@nhs.net 
Ms Holly Martin-Smith holly.martin-smith@nhs.net

Analysis of pre- and post-intervention 
activity levels and emotional wellbeing

Guided self-help to improve self-management and 
emotional wellbeing in adults with type 2 diabetes

Authors:

Dr Kirsty MacLennan, Dr Andrew 
Keen, Ms Holly Martin-Smith, 
Dr Alasdair Jamieson,  
Ms Lorraine Cowie, Dr Ann Gold
JJR MacLeod Centre for Diabetes, Endocrinology & 
Metabolism, NHS Grampian

• There are 3 optional modules focused on anxiety, 
depression and emotionally-driven eating, for 
participants experiencing these difficulties.

• The relationship between our health and living the 
kind of life we want is emphasised and utilised as 
motivation.

Results 
• 27 people, with their last HbA1c values in top 40% 

of the local Type 2 population have completed ACT 
Now!

• Post-intervention Fitbit records showed people 
walked 11,213 steps further per week (about 5.6 
miles).

• Follow-up HbA1c readings were 6.8 mmol/mol 
lower following ACT Now!  

• 57% of people were male.
• 80% of participants had co-morbid medical 

conditions.
• There was no significant difference between those 

recruited and the local Type 2 population on age 
(M=63.7 years), time since  diagnosis (M=9.7 years), 
BMI (M=33.4), and deprivation.

• In qualitative interviews, people reported that ACT 
Now! was engaging, attractive, and helpful.  

• All commented that the intervention had been a 
worthwhile investment of time and energy. 

Lessons learnt
• The multi-disciplinary steering group consisting 

of senior  clinicians and managers in primary and 
secondary care was essential to facilitating success.

• ACT Now! delivered to an unmet need, so 
professionals and people with Type 2 diabetes were 
grateful for help and support. 

• Using Fitbits worked well: they provided accurate 
feedback on activity levels which people found 
motivating.

• Delivering ACT Now! as a research study 
constrained our ability to feedback on progress 
to clinicians and limited awareness of the project 
successes. 

• ACT Now! was engaging, attractive, and helpful.  

• All commented that the intervention had been a 

worthwhile investment of time and energy.

See Table 1.

Lessons learnt
• The multi-disciplinary steering group consisting 

of senior  clinicians and managers in primary 

and secondary was essential to facilitating 

success

• ACT Now! delivered to an unmet need, so 

professionals and people with Type 2 diabetes 

were grateful for help and support 

• Using Fitbits worked well: they provided 

accurate feedback on activity levels which people 

found motivating

• Delivering ACT Now! as a research study 

constrained our ability to feedback on progress 

to clinicians and limited awareness of the project 

successes 

“I actually learned what I shuld do and what 
I shouldn’t do and it made me feel better, 
made me feel good and made me aware of 
things.”

“The community doesn’t offer an awful lot for 
diabetics when you think about it”

“The introduction gave you a basic what 
was happening and then as each week 
passed on the picture was getting better and 
better. You’re beginning to fully understand 
what was going on. For me to help myself... 
because at the end of the day it’s you that’s 
got to make the decision. It’s better if i make 
the decision about something in my life.”

p d

Activity

Weekly Steps (Fitbit) <0.001 0.45

Emotional wellbeing   

Anxiety (HADS) 0.004 0.53

Depression (HADS) 0.003 0.53

Diabetes-Related Distress (PAID) <0.001 0.56

Diabetes control   

HbA1c (mmol/mol) 0.055 0.24
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The challenge
• Older people in hospital are susceptible to dehydration due to pre-

existing and acute health problems, which causes complications 
and prolongs admission.

• There is no standardised assessment used by nurses to identify 
patients who are at risk of poor oral fluid intake, but relevant 
information may be easily available. 

• Simple interventions targeted at higher risk patients to encourage 
drinking soon after hospital admission may reduce complications 
and the need for intravenous fluid replacement.

Aim  
• To develop a risk assessment and nurse-led response protocol for 

inadequate oral fluid intake which can be easily implemented into 
patient care within 48 hours of hospital admission.

• To demonstrate whether the protocol improves documentation of 
oral fluid intake. 

• To explore how acceptable the assessment is for staff, patients and 
families.

Methods (See Figure 1)
• A systematic review to identify nurse led hydration risk assessments 

and simple care interventions to promote oral fluid intake.
• Individual and group interviews with patients, staff and family 

members to describe themes in relation to hydration assessment 
and fluid support. 

• Development of the Northumbria Assessment of Hydration 
(NoAH) to reflect the content of the systematic review and 
interviews. 

• Audit of clinical records before and after introduction of the NoAH 
in 4 wards. 

Results
• The systematic review identified 22 articles describing 9 

dehydration risk assessments and / or simple approaches to increase 
opportunities for patients to drink. Most were focussed on patients 
who were already dehydrated and / or the settings were not directly 
relevant to the NHS. 

• Staff interviews (n= 55) reported that formal recognition of the 
support needed to maintain oral fluid intake would be helpful but 
NoAH must be simple to complete.

• Public interviews (n=5) and consultation (n=6) reported that this 
was an important care process and some families may be willing to 
assist with recording or providing fluids.

• The NoAH tool and matching response protocol was developed 
to reflect the most useful information items and actions from the 
literature review and interviews.  See Figure 2. NoAH Screening 
Tool.

• 304 NoAH tools were documented during 650 admissions. 
Amongst 346 without NoAH documentation, 143 would have been 
screened out mainly due to receiving intravenous fluid replacement. 
See Figure 3. 

• The nursing documentation from 100 patients (34 stroke / 66 
other) across 6 wards was compared to 650 patients (170 Stroke/ 
459 other/ 21 not reported) across 4 wards before and after 
introduction of the NoAH tool. See Figure 4.

Conclusion
• A simple bedside assessment to identify the support needed to 

drink is feasible and acceptable to staff and patients.

THE NORTHUMBRIA 
ASSESSMENT OF 
HYDRATION

Interview quotes

Authors:
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• In this unblinded audit there was an increase in documentation 
of fluid intake and other relevant care information after 
implementation of the NoAH tool.

• Further modifications are required to achieve the most valuable 
combination of risk indicators and actions, followed by an 
examination of clinical cost-effectiveness. 

“I think there is value in having overall hydration 
education such as needs and consequences etc. It 
was nice to be included in the development and 
know where and why something came from.”

“There is definitely a need for the tool, because even 
though it’s in the notes the tool is right in front 
of you and you don’t have to go searching for the 
information so you can see quickly people’s needs.”

“The form for the assessment itself was a two 
minute job.” 

“It’s simple, easy and quick.”

“The tool backs up my thinking, before I was 
mentally assessing and now I can see the process 
in front of me.”

Clinical 
governance

Training

Implementation

Observation of
- Risk assessment
- Protocol response

Interviews to examine
- Patient experience
- Staff attitudes

Protocol 
development

Interviews LiteratureBaseline audit

Ongoing 
intervention 
review cycle

Figure 1. A summary of the intervention and change methodology

Figure 2. NoAH screening tool

Exclusions Number % of Noah completed

IVT 113 37.9

Fluid Restriction 7 2.3

NBM 19 6.4

Palliative 0 0

Screened Out 124 41.6

NoAH responses Number % of Noah completed

Risk factors

Thickened fluid 5 2.9

Communication difficulty 16 9.3

Diuretics 37 21.5

Antibiotics 63 36.6

D&V last 24 hours 8 4.7

Dry tongue and/or mouth 7 4.1

Confusion 43 25

Locate, pick and take a drink

Independently 132 76.6

Partially 30 17.4

Unable 10 5.8

Risk category

Low 93 54.4

Medium 73 42.7

High 5 2.9

Figure 4. Pre & post audit comparison
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The challenge
Emergency surgical ward rounds are fast-
paced, covering a large number of patients 
with varying conditions, over a short period 
of time. � ere was a lack of structure and 
consistency in our emergency surgical ward 
rounds, compromising the quality of patient 
care.

The response  
We introduced a Ward-round Non-Technical 
Skills for Surgery (WANTSS) training 
program for nursing and medical sta�  to 
educate them about good and poor ward 
round behaviours. We then developed and 
implemented a ward round proforma to 
help structure patient assessments on ward 
rounds.

Methodology  
We measured the quality of our emergency 
surgical ward rounds on the basis of clinical 
and non-technical skills variables:

• Clinical variables – clinical tasks, which 
sta�  indicated were essential for good 
patient care. We measured how o� en these 
tasks were performed for every patient 
encounter pre- and post-intervention.

• Non-technical skills variables – good ward 
round behaviours, which sta�  indicated 
were essential for good patient care. We 
measured how these behaviours were 
exhibited for every patient interaction pre- 
and post-intervention.

Results 
See Clinical variables � gures 1 - 3. and Non-
technical skills variables Figures 4 - 6

Summary of Results: 
• Clinical variables were signi� cantly 

positively correlated with the non-technical 
skills variables (p < .001).

IMPROVING 
EMERGENCY 
SURGICAL WARD 
ROUNDS

Authors:
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• � ere was a signi� cant improvement 
in clinical variables from pre- to post-
intervention (p < .001).

• � ere was a signi� cant improvement in 
behavioural variables from pre- to post- 
intervention (p < .001).

• � e average time for each patient 
assessment reduced from 5.9 min 
(pre-intervention) to 4.3 min (post-
intervention).

Lessons learnt
• � ere is a correlation between the 

performance of clinical tasks on surgical 
ward rounds and non-technical skills.

• Clinical performance and non-technical 
skills improved following training and 
quality improvement.

• Following a consistent and structured 
approach for patient assessment on surgical 
ward rounds doesn’t take more time.

• � is intervention was designed by the sta� , 
for the sta�  which we feel contributed to 
the success of implementation.

Ward-round Non-Technical 
Skills for Surgery (WANTSS) 
training program.

Ward round proforma
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The challenge
• Improve the e�  ciency of follow-up for patients 

undergoing hip and knee replacement in line 
with the national guidelines;

• Change 2 face-to-face with 5 virtual 
appointments that review a locally taken x-ray 
� lm and web-based patient reported outcome 
measures (PROMs);

• Reduce the cost of face to face appointments 
through introduction of a more e�  cient, cost 
e� ective follow up service;

• Provide patients with su�  cient information 
about their condition, avoiding unnecessary 
visits to the hospital clinic;

• Provide surgeons with more useful, complete 
data about their patients, at both an individual 
and cohort level.

Results to date  
• 300 patients followed up in a virtual clinic;

• 520 additional patients choosing the new 
service for future follow up;

• 0% DNA rate;

• High levels of satisfaction; patients � nding 
it e� ective, quick and easy but missing the 
personal interaction;

• All survey respondents reported having an 
x-ray at a location of their choice; 79% saved 
money, 70% saved time;

• Signi� cant potential to increase use: only 21% 
of slots were � lled;

• Varied use by surgical teams; 6 to 54% of slots 
were � lled;

• A potential productivity gain converting 2 
face-to-face appointments to 5 virtual clinic 
appointments.

• £216,000 CQUIN agreed to support 
implementation of virtual joint replacement 
follow-up.

VIRTUAL CLINIC
FOLLOW-UP 
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Lessons learnt
• Dedicated project management support 

required from outset of project to ensure success 
of service change;

• Aim to standardise follow-up practice across 
consultant teams; 

• Set patient expectations regarding their 
management pathway and method of follow-
up at earliest opportunity, with the support of 
improved patient information; 

• Transition from one system to another, with the 
consequent change to patient expectation mid 
pathway, is administratively labour intensive;

• Ensure appropriate training is available to 
everyone involved in pathway;

• Ensure bene� ts of project are clearly outlined at 
start of, and reported on throughout, the project; 

• Earlier engagement of the core team with 
representatives from both internal hospital 
departments and external stakeholders.

Next steps
• Streamline pathway process and improve 

available patient information from point of 
referral to start of follow-up. 

• Proactive involvement of commissioners and 
all sta�  involved to better embed the patient 
pathway in everyday practise.

• Better measure and share pathway metrics to 
secure £216,000 CQUIN.

“It would be great to think that someone 
might be monitoring my progress and that 
consultants would be able to get feedback 
about outcomes post op to help them 
with strategies etc which I assume doesn’t 
happen/is less available without this 
technology.” 

“Very e�  cient and also completed at home”

“Very clear and helpful letter”

“Easy to follow and no concerns”

“Missed the personal - face to face – 
appointment”

“Saves a consultant’s time when there is no 
problem”

“� e technicalities involved were di�  cult 
to understand unless I had some medical 
knowledge.  Needed to look up some 
details to clarify”

Quotes

Royal Cornwall Hospitals
NHS Trust
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The challenge
Eating disorders are severe mental health disorders which 
typically start in adolescence and young adulthood, with risk 
of adversely affecting psychological, social-emotional and 
occupational trajectories. Without rapid treatment, eating 
disorders can become severe, chronic and treatment resistant. 
Poor access to services and long waiting lists are key barriers 
to early effective treatment, and have been shown to lead to 
deterioration in the individuals concerned.

The response  
We developed a First Episode and Rapid Early Intervention 
Service (FREED) for young people (aged 18-25) with short 
(<3years) first episode illness duration to overcome barriers 
to effective early treatment. The FREED service includes a 
rapid screening and assessment protocol, which aims for 
patients to complete their assessment and start treatment 
within 1 month of referral. Once assessed, patients are 
rapidly allocated to an evidence-based treatment including 
individual therapy and guided online or manualised self-
help interventions.

Results 
In the cohort of 60 patients, the FREED service has 
demonstrated a positive impact on the quality of patient 
experience and patient safety throughout the treatment 
journey - from referral to clinical outcomes. 
• DUED was reduced by approximately 1 month (4 months 

when no funding delays) compared to matched audit data. 
(See Figure 1).

• FREED patients waited almost 40% less time for an 
assessment (63% when no funding issues) and waiting 
time for treatment was more than halved (69% when no 
funding issues) compared to matched audit data (see 
Figure 2).

• Patient engagement with the FREED service was excellent: 
there was a 100% up-take of treatment (compared to 
rates of 87% reported elsewhere) and drop-out rates 
were reduced by 25-35% (when comparing to previously 
published rates [1, 2]).’   

• At the 6 month point, the average score on the Eating 
Disorder Examination - Questionnaire (the most widely 
used scale for eating disorder symptoms) was below the 
clinical cut off (see Figure 3). There was also an increase in 
BMI in patients with Anorexia Nervosa (see Figure 4).

Patient satisfaction was very high, with an average 
satisfaction for waiting times of 9.1 (score 0-10; n=17) and 
for the process of starting treatment of 9.2 (score 0-10; 
n=16).

Lessons learnt
• Early intervention (i.e. reduced DUED and waiting times) 

are associated with improved outcomes and high levels of 
patient satisfaction. 

• Funding delays contribute to longer DUED and waiting 
times (assessment & treatment).

• Further engagement with and education of 
commissioners is key in making early intervention 
available to all young people with ED.

FREED

References
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Patient journey

Development and evaluation of a First Episode 
and Rapid Early Intervention Service for Eating 
Disorders (FREED)
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“The referral process is really good… that it’s so 
quick”—Patient

“It’s been good and helpful because she could have 
been still waiting and her situation could have 
been worse”—Carer

“It’s made such a difference to ‘strike whilst the 
iron is hot’ and work with these young people so 
soon after they seek help. The longer patients sit 
waiting, the more time there is for behaviour and 
thinking to get entrenched”—Clinician

Young person 
attends GP and 
discusses eating 
difficulties

GP makes 
referral to eating 
disorder service

Young person is 
called within 48 
hours of referral 
received by 
FREED team

Young person 
encouraged to 
bring family to 
assessment

Family attend assessment 
and treatment plan 
developed collaboratively 
with young person

Young person 
attends 
FREED clinical 
assessment 
within 2 weeks 

Young person starts psychological 
treatment within 2 weeks of assessment
Additional FREED treatment options:
- Dietician sessions
- Family therapy

Options for family involvement  
in treatment:
- On-line support
- Carers skills workshop
- Family therapy
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The challenge
There is a high prevalence of personality 
disorders and affective disorders in Kingston 
and Richmond boroughs accounting for 71% 
of the admission ward population. People 
with these diagnoses may have difficulty 
establishing routines that facilitate activities 
and struggle with problem solving (Lee et 
al, 2011). A lack of routine in self-care and 
leisure impacts negatively on mental health 
and quality of life (Shahar and Davidson, 
2003). 

In this project a four month occupational 
therapy intervention called GLOW 
(Graduating Living skills Outside the Ward) 
was implemented to support people to take a 
more active role in their health post discharge 
from hospital. The intervention is innovative 
as it has not been tested with people with 
these diagnoses.

To test GLOW with people with affective 
and personality disorders in Kingston and 
Richmond three Occupational therapists 
implemented it with 19 service users and 
changes in social functioning, time use and 
quality of life were measured. Changes in use 
of crisis services were also measured.

Results 
At the end of GLOW mean scores on 
Personal and Social Performance Scale 
and Time Budget Measure increased, 
indicating an improvement in self-care and 
social activities. At four months follow-up 
improvements were maintained or slightly 
further improved. Figure 1 outlines the 
new or resumed activities that service users 
participated in at the end of GLOW and at 
follow-up. (See Figure 1)

Crisis use 
Reduction in mean number of mental health 
act assessments, home treatment contacts 
and number of days in hospital was observed 

GRADUATING
LIVING SKILLS
OUTSIDE THE WARD 
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Figure 1. 
New activities 
carried out at 
least once each 
week by     
participants 
at the end of 
GLOW and 
follow-up

Testing an intervention to promote independence 
following discharge from hospital

Authors:

Dr Mary Morley
Dr Mary Birken

at the end of GLOW and at follow-up. Figure 
2 shows that although two participants 
spent more than 50 days as an inpatient 
during the four months following GLOW, 
16 participants were not admitted during 
that time, demonstrating a reduction in days 
spent in hospital. The total average reduction 
in cost of use of crisis service for 19 service 
users from baseline to four months after 
completion of GLOW was £3104.00. When 
the cost of GLOW per participant (£1935.78) 
is deducted, a cost saving was made as a 
result of implementing GLOW. 

Lessons learnt
A key lesson has been the importance of 
making sure that the impact of holidays and 
service changes are taken into account in the 
set up phase when designing the project plan. 
Occupational therapists using GLOW need 
to be part of a clinical team for support.

I bumped in to one of the GLOW service 
users and he said “really you changed my 
life with that GLOW referral.”

—HTT Consultant

“I don’t think I would have achieved as 
much as I have done if I hadn’t had GLOW 
in the months after leaving hospital.”

—Service User

Wellbeing centre
Zumba

Volunteering
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Art course
Local cafe

Recovery college
Sewing club

Skyping friends
Mindfulness course
Healthy walks group

Cinema
Swimming

Cycling
Teaching

Figure 2.  Number of days in an acute mental health ward (n=19)
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The challenge
A relentlessly increasing demand, an ageing population and ‘Exit 
block’ have led to intractable crowding in most UK Emergency 
Departments (ED). This is exacerbated by winter pressures, when 
acute Trusts are pushed beyond their operational capacity.

Crowding has a profound impact on the ED; patients are managed 
in makeshift extra capacity areas and conventional nurse to patient 
ratios are exceeded. In addition, an ED workforce staffing crisis has 
resulted in a reliance on agency and non ED-trained staff.

Crowding contributes to clinically significant delays to diagnosis, 
recognition of acute deterioration and in instigating the correct 
treatments; patients’ suffering from time critical conditions such as 
stroke, sepsis or heart attack are particularly vulnerable.

An ED safety checklist was designed and introduced – a time based 
framework of tasks that is completed for every “majors” patient. 
The checklist can be completed by any member of clinical staff in 
any area. Since implementation at UHB (SHINE 2014 project) all 
key performance indicators have improved, including monitoring 
of vital signs, calculation of early warning scores, pain scoring 
and administration of medication, and we have had no clinical 
incidents related to failure or delay in recognising a deteriorating 
patient.

A well-designed checklist can improve the delivery of safe care in 
overcrowded Emergency Department.

Key outcomes/results
• CQUIN introduced.
• Pain scoring now levelling with 

analgesia given.
• Hourly Obs and EWS scores 

increased.
• Nursing Quality indicators 

improvement across the board.
• No serious clinical incidents.
• Increased take-up of the checklist.
• Ambulance, Agency and Bank  

staff using the checklist.
• Checklist now incorporated into 

the ED Notes.

Feedback 
Many of our nursing staff were able to understand the benefits of 
the checklist very quickly, and could translate the completion of the 
tasks into an understanding of how this improved the delivery of 
safe care. Different staff were motivated by different factors; some 
individuals required an explanation of previous high risk incidents 
highlighting the omissions in basic care, where others were more 
able to interpret indicator factors.

Staff felt it improved continuity of care and ensures that each 
patient is reassessed hourly. 

Safety
We have had no clinical incidents reported related to failure to 
recognise deterioration since the implementation of the checklist, 
and this speaks volumes for the success of improving a critical mass 
of basic elements of care. Over the project period the use of the 
checklist has increased significantly and is now being incorporated 
into the standard ED notes.

SHINE PATIENT  
SAFETY CHECKLIST:
QUALITY AND SAFETY 
OUTCOMES

Figure 1. Pain scoring at triage and analgesia given Nov 13 - May 15

Figure 2. Hourly observations including EWS scoring

Figure 3. Total number of incidents reported in the ED

Figure 4. Quality Indicators Metrics – Dashboard Results

Bristol Royal Infirmary Adult Emergency Department
Author:

Emma Redfern ED Consultant

Contact: EDShine@UHBristol.nhs.uk

“A good prompt or tool for staff not familiar with ED, 
including Bank, Agency and new starters…”

“Useful aide memoir, drawing attention to basic care 
needs…”  “....an efficient handover…”

Action
Time Initials CommentsAssessment/Triage

Vital signs measured + EWS recorded
Chest Pain:
ECG recorded ( within 10 minutes)
ECG reviewed by Dr ( within 30 minutes - time on ECG)

Undressed and gown
Wristband
Pain score assessed
Analgesia administered (if appropriate)
Infection control screeening 
Sepsis suspected (Temp < 36° or > 38°C, HR > 90 or RR > 20)
Investigations Initiated (as appropriate):
IV access + care plan
Blood tests
Imaging (Stroke, # NOF within 1 hour)
Specific Pathway Triggered (  see box 1)
PFC informs CST - specialty bed reqd
Pathway commenced (e.g. Stroke, DKA, NOF, GI bleed, Sepsis)

Vital signs measured + EWS recorded
Pain score assessed
Analgesia administered (if necessary)
Next of kin aware
Patient has dementia (This is me  commenced)
Refreshments offered (if not NBM)
Pressure Area Care:
Assessment undertaken
Care plan commenced (as appropriate)
Patient goof to go:
Patient ready for transfer
Specialty bed confirmed

 

Vital signs measured + EWS recorded
Pain score assessed
Analgesia administered (if necessary)
Refreshments offered (if not NBM)
Review by senior doctor
Regular medication administered (if appropriate)

Vital signs measured + EWS Recorded
Pain score assessed
Analgesia administered (if necessary)
Refreshments offered (if not NBM)
Regular medication administered (if appropriate)

Adult Safeguarding referral
Box 1 - Specialty Bed Trigger:Child cause for concern referral
Stroke/TIA □   Stroke Unit (B504)Mental Health Matrix completed
Upper GI Bleed □   Ward 11 (B404) or MAU (A515)Mental Health Referral
DKA □    MAU (A515) or ITU/HDU (A525)Domestic or sexual violence      Yes  / No+ Cardiac (accepted by cardiology) □   (BHI)IDSVA Referral
NIV □    Respiratory (A522) or  MAU (A515)Paddington Alcolhol Test      Yes / No
Chest Drain □  MAU (A515), Respiratory (A522) or BHI/700Referral to Alcohol Clinical Nurse Specialist # NOF □   T&O (A609)Referral to Drug Clinical Nurse Specialist Tracheostomy □   (Ward 700, A522 or ITU/HDU/CICU)

BRI Emergency Care Safety Checklist
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Patient Label here... 

Date___________________                              Time Booked in_____________ 
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  Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15
Grand 
Total

Pain - Pain score & triage 86.50% 88.00% 81.50% 72.50% 60.00% 59.50% 92.00% 96.50% 96.50% 87.50% 90.50% 87.50% 94.23% 87.00% 93.42% 87.00% 92.50% 87.00% 92.00% 85.88%

Pain - Analgesia 73.00% 84.00% 72.50% 57.50% 47.50% 50.00% 79.50% 88.50% 87.75% 79.90% 83.00% 80.50% 86.54% 77.50% 78.95% 77.50% 80.00% 91.00% 93.50% 77.41%

Timeliness 
Chest pain - ECG in 10 mins 57.50% 71.50% 62.50% 87.50% 88.50% 95.00% 90.00% 87.00% 87.50% 90.50% 80.00% 79.50% 84.62% 74.00% 99.34% 74.00% 84.50% 97.00% 83.32%

Stroke - Hrly neuro obs 92.00% 90.00% 86.50% 94.50% 93.50% 86.00% 81.00% 89.50% 89.00% 86.00% 89.50% 92.50% 98.50% 99.34% 98.50% 89.00% 96.00% 91.43%

Stroke - pathway 95.00% 87.00% 82.50% 91.00% 88.00% 66.00% 84.00% 92.50% 90.25% 76.00% 85.00% 89.50% 86.00% 95.50% 89.18%

Stroke - CT scan <1hour 99.00% 96.00% 99.50% 99.00% 94.50% 85.00% 89.50% 94.50% 92.00% 89.00% 95.00% 98.00% 95.00% 99.50% 95.57%

#NOF - XR , 30 mins 97.00% 97.50% 93.50% 99.50% 94.00% 96.50% 97.00% 87.50% 88.25% 92.00% 92.00% 92.50% 96.15% 96.71% 95.83% 99.50% 99.00% 95.06%

#NOF - pathway 95.00% 90.00% 95.00% 98.50% 89.95% 88.94% 98.00% 85.50% 92.00% 91.00% 91.50% 94.50% 94.23% 96.05% 95.00% 98.00% 99.00% 94.17%

SEPSIS - pathway 97.00% 92.00% 91.50% 89.00% 92.46% 90.00% 93.50% 99.50% 94.75% 93.50% 87.50% 93.50% 90.38% 98.00% 94.74% 98.00% 93.33% 92.50% 98.49% 93.85%

Mental Health Risk assessment - 
RAM completed 99.50% 99.50% 99.50% 98.00% 99.81%

EWS - Hourly Observations 
including EWS 27.00% 59.50% 28.50% 53.00% 58.00% 48.50% 55.50% 55.00% 54.50% 48.00% 56.00% 61.00% 73.08% 88.00% 87.50% 88.00% 86.67% 69.00% 82.50% 60.37%

University Hospitals Bristol
NHS Foundation Trust
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The challenge
Individuals with Chronic Obstructive Pulmonary disease 
(COPD) su� er from chronic ill health and are at risk of early 
death.  Its symptoms, including breathlessness and cough, can 
lead to and amplify anxiety, low self-esteem and social isolation.  
� ese in turn lower mental wellbeing and can result in both poor 
self-management and a lack of engagement with key treatments 
for COPD, e.g. smoking cessation and pulmonary rehabilitation. 
Patients can become trapped in a negative cycle where poor self-
management leads to worsening symptoms. See Figure 1. 

Response  
A whole system approach was taken.  A broad partnership was 
set up involving local patients and carers, primary and secondary 
care clinicians, academics, public health professionals, and 
third sector organisations to discuss and develop innovative 
solutions to the social isolation and anxiety we had observed in 
individuals with COPD.  � is led to an Asset Based Community 
Development approach where we tried to match individual 
patients to existing community assets such as painting classes or 
� shing clubs. However, the high levels of anxiety and low self-
esteem observed in our client group hampered this model. 
Following patient consultation we decided that an informal 
community based clinic would act as a catalyst for increased 
involvement. We began this by bringing our sickest COPD 
patients together for a Christmas party in a local community 
centre.  � is event was well received, and patients reported 
feeling less isolated and more cheerful. We built on this and in 
February 2015 this evolved to a group model where we blended 
an informal clinic and education session with social activities 
such as bingo, quizzes, singing and seated yoga every Monday 
a� ernoon in a community centre.

Results 
• Reduced social isolation
• Reduced anxiety
• Increased mental wellbeing
• Transformational change in individual lives as evidenced by 

personal stories
• Improved con� dence in ability to self-manage
• Preliminary evidence of a reduction in unplanned admissions
• An innovative and integrated new model of service. 

See Figures 2 - 6.

Lessons learnt
• � e integration of health care and social activities has delivered 

transformational change.
• While signi� cant cultural and organisational di� erences exist 

between the NHS and third sector organisations these can be 
overcome with creativity, trust, and compassion.

• Some health care individuals have found a new approach 
challenging and have required time to adapt to a di� erent 
model.

• NHS organisational procedures optimised for hospitals are not 
always well suited to a community based holistic care model.

• Innovation requires an element of risk-taking, time, and 
perseverance.

• Responsive project management can be challenging within 
NHS reporting/governance structures.

• It is essential to obtain the support of senior management at an 
early stage for innovative projects.

RIPPLE
Figure 1. 
Negative 
COPD cycle

Figure 2. Example of BLF self management literature

Figure 3.

Respiratory innovation: promoting a positive 
life experience

Authors:

Dr Alan Taylor Coventry University
Rev. Janelle Kingham University Hospitals 
Coventry & Warwickshire NHS Trust
Paul Dodd South East Sta� ordshire & Seisdon Peninsula CCG
Rev. Simon Betteridge University Hospitals Coventry & 
Warwickshire NHS Trust
Dr Louise Sewell Coventry University
Dr Nicole Steils Coventry University
Dr Colin Gelder University Hospitals Coventry 
& Warwickshire NHS Trust

Tips to help you manage your COPD

Stop 
smoking1 Smoking is the main reason why COPD  

gets worse. No other treatment is as effective as giving 
up. You don’t have to do it alone – using a service to 
help you give up means you’re more likely to succeed.  
Call Fag Ends stop smoking service on 0800 195 2131

Stay 
active4

Balanced
diet5

You might not feel like doing exercise, but it will help to:

• reduce breathlessness;

• reduce risk of chest infection;

•  reduce anxiety, depression and stress levels; and

• reduce fatigue and tiredness.

If you haven’t attended a course of pulmonary rehabilitation, ask your 
GP or practice nurse about this.

Maintaining a  
well-balanced diet  
is important.

This is helpful when you are short of breath. 

Step 1.  Choose one of the three positions shown here – whichever is most 
comfortable for you.

Step 2.  Relax your shoulders, arms and hands.

Step 3.  Gently, breathe in through your nose  and out through your mouth.

Step 4.     Try to feel more relaxed and calm each time you breathe out. Talk to 
your health care professional for advice and demonstrations. 

Breathing
control2

This is helpful when you are short of breath. 

Your inhaler will only help you 
if you are using it in the right 
way. Ask your doctor, nurse or 
pharmacist to show you how.

Inhaler
technique3

University Hospitals
Coventry and Warwickshire

NHS Trust

Tips: 

•  Eat five portions of fruit and veg 
each day

•  Drink plenty of fluids (water,  
fruit, squash)

•  Eat oily fish every week  
(salmon, sardines, mackerel)Hope and

support
at every

step

Patient reported con� dence in their capacity to self-manage their condition

How con� dent 
do you feel to 
manage your 

condition?

How well do 
you understand 

how your 
medication works?

How well do you 
feel you use your 

inhaler?

How well do you 
understand what 

COPD is?

How aware are 
you of any other 

services/organisations 
that can also 

help you?

How socially 
included do 

you feel?
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Figure 5. RIPPLE data (as at 22/09/15)

Figure 4. Hospital admittance data
We looked at the six month period of the running of the Ripple clinic from Feb – July 2015 and 
compared this with the same period in 2014. We were able to compare admittance data for the 
corresponding patients, and also to anonymously look at a sample of data from people who were 
invited to attend the project, but did not.

Patient cohort

Total number of 
unscheduled
admissions

Feb – July 14

Admission
rate

Total number of un-
scheduled admissions 

Feb – July 15

Admission 
rate

41 patients not 
attending Ripple 

but of similar MRC/
Severity

11 27% 15 36%

31 patients who 
are regular Ripple 

attendees
13 42% 10 32%

n Mean (SD)

Age (yrs) 45 68.6 (8.53)

Gender (M:F) 20:24

MRC Grade 22 4

WEMWEBS score 1 45 42.00 (12.38)

WEMWEBS score 2 31 46.52 (11.14)

WEMWEBS score 3 15 46.20 (6.14)

SGRQ total score 18 67.21 (23.61)

Figure 6. RIPPLE WEMWBS scores

T1

n= 45 3months) n=31

W
EM

W
BS

 sc
or

es

months) n=15

Age matched population WEMWBS score*

*Tennant et al 2007

(baseline) T2 (+ T3 (+6

35.00

60.00

55.00

50.00

45.00
42.00

46.52 46.20

40.00

“Coming here, well, it’s given 
me a social life I didn’t have 
before…I feel like a fraud 
coming here now because I 
feel so good.”

—Helen

“� e company is great – it’s 
so nice to meet di� erent 
people who deal with the 
same thing as me.”

—Chanan

“Having access to my doctor 
is invaluable...I feel so much 
better. I’m not just sitting 
watching the world go by 
anymore.”

—Robert

“I feel safe being here. � ere 
are medical and other sta� , 
who are always on hand to 
help me. Everyone is just so 
nice. And if I get tired, I just 
take a break and no-one will 
pressure me.”

—Susan

Patient quotes

Negative COPD cycle

Increased 
use of NHS 
Resources

Worsening 
Symptoms: 

Breathlessness 
and Cough

Anxiety/Low 
Self-esteem

Poor Self-
Management

University Hospitals
Coventry and Warwickshire

NHS Trust
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The challenge
Tracheostomies are small tubes that are inserted into the neck 
as artificial airways for around 15,000 patients in England 
and Wales annually. These complex patients are dependent 
upon competent, knowledgeable care as a number of well 
recognised complications can occur. Unfortunately, the needs 
of patients frequently cross traditional physical and specialty 
working boundaries, and resulting airway problems can 
rapidly become fatal.

The Project  
Many of the identified problems are amenable to 
prospective quality improvement (QI) strategies, leading 
to the development of groups such as the UK National 
Tracheostomy Safety Project (NTSP) and the Global 
Tracheostomy Collaborative (GTC). This Shine project 
introduced the GTC into four diverse hospitals in South 
Manchester resulting in rapid adoption of a number of 
system-wide QI interventions. These broadly encapsulated 
the GTC’s key drivers including staff education, enhanced 
multi-disciplinary collaboration, standardised care and 
patient focussed interventions, capturing quantitative safety 
metrics, surrogates for the quality of care and qualitative data 
concerning implementation.

Impact 
The hospital stays of 296 tracheostomy patients were tracked 
using the GTC’s online database over 12 months. Safety 
improved, with a significant trend towards reduction in the 
severity of harm resulting from tracheostomy-related adverse 
events (Chi Square p<0.01, Graph 1). Median hospital length 
of stay was similarly reduced by 6 days over the project 
(95%CI 9.96-3.96) (Graph 2). Improvements in Critical Care 
and hospital length of stay formed the basis for our ‘cash 
releasing model’ which estimated savings of £473,000 across 
the four sites over the project.

Tracheostomy patients (local champions and GTC 
champions such as Professor Stephen Hawking) had input 
into a number of patient-centered interventions which led 
to improvements, such as significantly improved time to full 
oral nutritional intake (median slope = -0.5 days per month, 
95% CI -1 to 0), and highlighted the scale of issues such as 
communication.

Lessons learnt
The project provided a basis for emerging learning on 
the specific improvements chosen and barriers to change 
from different sites. The biggest changes were seen at the 
lead site where high-level institutional support was offered 
throughout, an MDT committee was established, patients 
were seen by weekly tracheostomy MDT ward round, and QI 
initiatives were rapidly implemented. At another, corporate 
level support assisted trust-wide changes to how and where 
tracheostomy patients were cared for. Changes at the other 
sites began to occur but took longer than anticipated,  
likely hindered by the small proportion of tracheostomy  
in-patients.

IMPLEMENTING THE 
GLOBAL TRACHEOSTOMY 
COLLABORATIVE INTO FOUR 
DIVERSE TRUSTS
An expert guided, quality improvement project 
around tracheostomy care

Authors:

Brendan McGrath Project Lead

James Lynch Project Manager

“The most 
unpleasant thing 
for me was that I 
had to cough up a 
lot of food that had 
slipped onto my 
lungs during each 
meal.”

—Professor Hawking speaking at the GTC 
European Launch.

“It is like a different place altogether to 
the one that I remember…last year” 

—Robert Sutcliffe, UHSM Tracheostomy 
Patient Champion.
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Graph 2:  Pooled hospital length of stay data for all sites over the 12 month data collection period (n=296).
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Graph 1: Pooled incident rates 
per 1000 tracheostomy bed days 
(TBD) by level of harm during the 
12 month data collection period.
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The challenge
Young people diagnosed with psychosis typically have a poorer 
quality of life with higher rates of premature cardiovascular and 
metabolic disorders leading to a reduced life expectancy. Compared 
to their non-psychotic peers, they are more likely to smoke 
tobacco1, misuse harmful substances, and have a poor diet and 
sedentary lifestyle.  When prescribed obesogenic antipsychotic 
medication, typical weight gain of >12 kg within 2 years are 
evident2.

The response  
Early Intervention (EI) service offers a bespoke 12 week exercise 
and lifestyle therapy intervention which aims to educate young 
people with psychosis about healthy lifestyle behaviours in a socially 
inclusive setting.

Results 
Attendance, refusal and drop out 
Of the 113 patients invited, 27 completed the programme. 59% 
of those invited chose not to attend due to reasons such as poor 
motivation, poor mental health and distance to travel.  By week 5, 
41% of the attendees dropped out of the programme. 

Physical health data 
Mean baseline data suggests this population group are at an 
increased physical health risk due to elevated values in resting heart 
rate, triglycerides (blood lipids)3, body mass index (BMI) and waist 
circumference (see Table 1).  At the initial health screening:
• 71% (n=45) were classified as overweight (BMI > 25.0 kg/m2) 

or obese (BMI > 30.0 kg/m2); five of which were classified as 
morbidly obese (> 40.0 kg/m2).

• Over 50% were smoking daily and ate less than 5 fruits and 
vegetables a day. 

• 52% were taking the most obesogenic drugs (Clozapine and 
Olanzapine). 

At 12 weeks post-intervention, no changes in mean body mass, BMI 
and waist circumference were observed (see Table 2). These results 
compare favourably to a similar intervention programme entitled 
‘Keeping the Body in Mind’ delivered in Sydney, Australia4. Of the 
27 patients that completed the programme, 13 patients maintained 
(±2 kg), 6 decreased (2-7 kg) and 7 increased (2-9.6 kg) body mass; 
only 1 patient exceeded the recommended guidelines for weight 
gain (+7 kg).

At 12 months post-intervention, there was a 5.9 cm mean reduction 
in waist circumference (p=0.04); no change was observed in mean 
BMI, body mass or any physiological variable (see Table 3).  Positive 
impacts on lifestyle behaviours included 4 patients reported eating 
healthier (p=0.05), 2 ceased substance use, 1 ceased alcohol use and 
3 were less sedentary.

Lessons learnt
• Young people with psychosis may reduce or delay their physical 

health risk following a 12 week exercise and lifestyle therapy 
intervention and sustain these benefits longer term. 

• Both personal barriers to attendance (e.g. social anxiety, poor 
motivation and psychotic symptoms) as well as issues with 
transport and sustainable funding require more focus and further 
support. 

• Successful partnership between the NHS and the University 
provided access to clinical and research expertise which enabled a 
systematic delivery and evaluation of the programme as well as a 
youth focused site for programme delivery.  

• Involving university students enhanced the ‘normalising 
approach’, as well as increasing mental health awareness amongst 
the student instructors.

SUPPORTING HEALTH AND  
PROMOTING EXERCISE (SHAPE)
PROJECT FOR YOUNG PEOPLE  
WITH PSYCHOSIS 
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“it was always quite informal and … a relaxed laid back 
atmosphere when we were doing everything…...”

“…once I’ve done the exercise, and I’ve done it, I feel loads 
better, like a weight has been lifted, it enables me to carry 
on for the day, for the rest of the week.  It really motivates 
me……….”

“ It has made me change my routine on other days...  Before 
I wouldn’t want to go out or do anything, like walk my dog…
whereas I’ve started doing it in the morning, then setting up 
my day with it, just to get that level of activity and to make 
me feel just a little bit better.” 

“The sessions have been worthwhile and I have gotten more 
fit and I have lost weight.  I can walk quicker without losing 
breath.  Before I’d have to walk slow.”

“I was a lot more unstable to start with, as the programmes 
gone on my mood has become more stable and I think that 
my motivation has got better because before I … just sat in 
my room at home”
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Variable N Mean  (SD) Normal range Reference
Age (years) 66 25.8 (4.9)
Males (%) 45 68%
Cardiometabolic Health Measures 
Body mass index (kg/m2) 63 29.1 (6.3) < 25 Lester UK Adaptation (2014 update)
Waist circumference (cm)   41   93.8 (21.4)   <94 International Diabetes Federation (Albierti et al. 2006)

  18   99.2 (12.5)   <80
Systolic blood pressure (mm Hg) 52 121.2 (16.9) < 140 Lester UK Adaptation (2014 update)
Diastolic blood pressure (mm Hg) 52 79.3 (13.9) < 90 Lester UK Adaptation (2014 update)
Resting heart rate (beats/min) 46 88.2 (18.8) < 80 NICE guidelines
Total cholesterol (mmol/L) 49 4.8 (0.9) < 5 Lester UK Adaptation (2014 update)
Triglycerides (mmol/L) 21 2.02 (1.34) < 1.7 NICE guidelines
HbA1C (mmol/mol) 31 37.4 (8.9) < 42 Lester UK Adaptation (2014 update)
Prolactin (mIU/L) 38 458.1 (378.4) < 400 NICE guidelines

Table 1.  Baseline characteristics of SHAPE participants. 

Table 2.  Comparison of mean within-group change (95% CI) between SHAPE 
 (12 wk), Bondi KBIM study and Bondi Standard Care for cohorts 1-5

UK SHAPE
(n=25)

Paired t-test data for SHAPE Bondi KBIM*             
(n=16)

Bondi Standard Care 
(n=12)

BMI (kg/m2) 0.2 (-0.3, 0.8) t = 0.863           p = 0.40 0.4 (-0.1, 0.9) 2.6 (1.6, 3.6)
Body mass (kg) 0.6 (-1.1, 2.3) t = 0.717           p = 0.48 1.8 (-0.4, 2.8) 7.8 (4.8, 10.7)
Waist circumference (cm) 1.3 (-1.7, 4.2) t =0.869            p = 0.39 0.1 (-2.1, 2.2) 7.1 (4.8, 9.4)

* Results compared to Bondi 
‘Keeping the Body in Mind’ 
(KBIM) programme4

Table 3.  Comparison of anthropometric and physiological variables from pre- to 12 months  
 post-intervention (Cohort 1: attended > 3 weeks of the intervention).

N Pre-intervention 12 months Post- 
intervention

95% CI t P

Anthropometric Measurements 
BMI (kg/m2) 8 34.8 (9.7) 35.6 (10.9) 0.7 (-2.6, 4.1) 0.526 0.62
Body Mass (kg) 8 105.3 (32.3) 107.2 (34.0) 1.9 (-8.1, 11.8) 0.443 0.67
Waist Circumference (cm) 7 110.3 (29.6) 104.4 (28.8) -5.9 (-11.3, -0.4) 0.971 0.04*
Physiological Factors
Resting Heart Rate (beats/min) 7 83.0 (18.2) 78.0 (15.7) -5.0 (-10.2, 0.2) -2.363 0.06
Systolic Blood Pressure (mm Hg) 8 121.8 (22.3) 131.8 (20.5) 10.0 (-2.9, 22.9) 1.836 0.11
Diastolic Blood Pressure (mm Hg) 8 79.8 (11.1) 77.0 (11.0) -2.8 (-6.5, 1.0) -1.718 0.13
Total Cholesterol (mmol/L) 6 4.1 (1.0) 3.7 (0.7) -0.4 (-1.1, 0.3) -1.505 0.2
Triglycerides (mmol/L) 3 1.8 (1.9) 2.1 (2.4) 0.3 (-1.1, 1.7) 1 0.42
HbA1c (mmol/mol) 6 35.7 (5.5) 37.7 (10.6) 2.0 (-3.7, 7.7) 0.907 0.41
Prolactin (mIU/L) 4 765.5 (803.2) 369.3 (299.4) -396.2 (-1472.4, 679.9) -1.172 0.33
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