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Level 4 Paediatric Weight Management Service

1. The Big Picture Success Story

Birmingham is Europe’s fattest city with 29% of adults classed as obese. The National Child Measuring Scheme 2008/2009 across the West Midlands found more than 1 in 5 children are overweight or obese in reception class and  by year 6, this figure has risen to 1 in 3. Heart of Birmingham PCT has one of the highest rates of obesity in the West Midlands. Our project has developed a “One Stop Shop” service for clinically obese children. This format of service delivery has resulted in:-

· Increase in patient satisfaction by offering services on a “one stop shop” basis.

· Reduced waiting times for physiotherapy from 6 to 0 weeks for all children attending the clinic.

· Increased access to support from a period of 3 months to 6 months with no additional funding.

· Offering Healthy eating/activity group sessions with the introduction of a Generic Support Worker.

· Improving and sustaining healthier lifestyle with an increase in patient empowerment and the ownership of healthier lifestyle choices.

· Reduction in DNA rates for follow up appointments. 
· Positive patient feedback from satisfaction surveys. 

2. Service Context

Prior to commencement of this project the monthly Paediatric Weight Management Service within the Acute Trust offered to morbidly obese children consisted of an initial consultation with the Consultant paediatrician and dietician, followed by two follow up appointments. Children were discharged back to the community. Children requiring physiotherapy input were referred by letter resulting in a delay of at least 6 weeks to access physiotherapy services. This model failed to:

· Follow the guidelines of the “Pan-Birmingham and Solihull Obesity Strategy”, with little support for lifestyle changes, physical activity, physiotherapy or psychology. 

· Meet the needs of the obese child with poor continuity of care and little access to peer support.

· Support a long term positive outcome of weight loss ( NICE Clinical Guidance 43 for Obesity). 

Within existing resources, the project introduced a tailor made “One Stop Shop” Weight Management Programme. Six monthly consultations are now offered, extending the period of continuity of care. The initial Paediatric Consultant assessment is combined with the support of  physiotherapy and a dietician. A Generic Support Worker “meets and greets” the children providing consistent and familiar support, together with cross Therapy support and patient group sessions on healthy eating and exercise activities. Whilst the groups consist of an unpredicted mix of ages, sexes and needs, more regular support is provided for each child, and the Trust can offer an integrated range of treatment in one go. 

3. Strategic Priorities

The improvement aims were to reorganise resources to add value to the Clinic and subsequently to: 

· Reduce waiting times for physiotherapy appointments. Rather than referral by letter and a wait of up to 6 weeks for an appointment at a separate time, children could be seen immediately.

· Extend follow up from 3 to 6 months. A period of 3 months did not support long term intervention and was insufficient to build up the trust and confidence of the child. 

· Reduce DNA rates – up to 50% DNA for follow up appointments. This did not meet Trusts targets and was an unacceptable level, highlighting the children and their parents had no motivation to attend follow up sessions and inevitably leading to poor outcomes.

· Improve patient experience, continuity of care and improve outcome of intervention with a multi- disciplinary approach.. Previously children were not encouraged to engage with staff or meet their peers within the clinic setting and thus gain confidence in attending the clinic.

· Improve patient empowerment - to give the opportunity to make choices to improve body weight, image and overall well being, together with encouragement to take up community services once discharged. Evidence suggests that those who successfully lose weight need to access ongoing support to maintain this weight loss. This uptake had previously been very variable.

4. What was done and what was changed

Working with our stakeholders, we transformed our service as a result of feedback. Patients expressed they wanted to access exercise sessions at the same time/location as attending clinic. The DNA rate for follow ups was high (50%) and needed to reduce to meet Trust targets. Overall, outcomes for children attending the clinic could be better, with children being discharged from clinic with improvements in dietary intake, an increase in activity and fitness levels and overall patient empowerment.

We introduced a Generic Support Worker. Lesson plans for Healthy Eating and Activity Group Education sessions were developed. Due to lack of experience, Support Worker involvement in Group Sessions has been slower than anticipated but both the Dietitian and Physiotherapist are providing teaching sessions for the Support Worker to improve competency. The Support Worker meets either the Dietitian or the Physiotherapist prior to clinic to discuss patient’s needs and to plan activity sessions.

A Patient Information Leaflet was developed to give to the child at the first appointment. It outlines the format of the follow up clinics and the Group Session Programme.

The re-organisation of our resources to improve the service allowed us to:

· develop the role of a generic support worker- each child is met by the same staff member every appointment and allows provision of cross therapy group support in a fun way that keeps children interested. Children can be treated together for half day each month over a six month period.

· tailor one to one initial assessments for each child with the consultant, dietician and physiotherapist .

· offer 6 further follow up sessions comprising individual and group sessions with MDT approach. 

· offer immediate access to physiotherapist. This not only prevents the child waiting for an appointment but saves administrative time. This also filters these patients out of the physiotherapy waiting list and thus reduces waiting time for other patients accessing physiotherapy. 

The newly structured service commenced July 2010. We were concerned the activity sessions would be put on hold when the Physiotherapy gym was to be relocated off site. This had implications on our "One Stop Shop” since this was an ideal on site location for the activity sessions. Pro-actively we approached the Trusts on site Health Club to find its Gym was used infrequently during the day. Staff would offer this facility to the children at no cost. Equally one of the gym instructors is qualified to teach groups of children (Certificate in Paediatric Exercise). However the Physiotherapy Gym is not relocating but this has given us the opportunity to offer two levels of activity. Familiarisation with a health club Gym may give the children confidence to join such activities within the community setting.

Following the changes we made we wanted to capture and act upon the patient experience by using a patient satisfaction survey as well as inviting comments from children/parents after each group session. The patient satisfaction questionnaire demonstrates a 30% improvement in patients’ satisfaction to date.

Other indicators for Quality Improvement we are measuring include DNA rate, access to physiotherapy, frequency of dietetic follow up. Due to the monthly frequency of the clinics and small cohort of patients we recognised that the collection of data would be quite a slow and timely process.

We are collecting outcome measures to show improved short and long term outcomes of intervention. We want to show an improved /sustained patient behavioural change (healthier lifestyle - increased activity, healthier diet, weight maintenance) and an improvement in patient empowerment, with the children taking responsibility for changes to lifestyle and improving overall health and well- being. 

5. Demonstration of achievements

We have delivered improvements across our service by reorganising the service offered. The first patient entered the new service in July 2010. Since it takes 6 months to progress through the programme only one patient has completed the programme to date.

We are measuring both Health Outcomes ( BMI, Fitness levels using Step Test, Blood Pressure, and reported dietary improvements, increase in activity and reduction in sedentary time using a lifestyle questionnaire) and other outcomes ( DNA rates, waiting times, patient satisfaction via patient satisfaction survey at the start and end of the 6 month programme). 

Data is being collected to demonstrate achievements but will be more meaningful by July 2011, once the programme has run 12 months and been completed by more children. It is too early to have definite outcomes to date, but we have some excellent feedback and some meaningful data collected:

· Value has been added to the clinic as it operates via a “One Stop Shop” with the opportunity for children to see all members of the Multi-disciplinary team. 

Two separate parents commented: – “I am grateful for the help. We have not been offered any service like this anywhere else “ and “ We have travelled a long way for today’s appointment  . . . . .  it was definitely worth it “

· Length of follow up in clinic has extended from 3 to 6 months for all patients. 

· Waiting times for Physiotherapy have reduced from 6 weeks to 0 weeks for all patients. This in turn reduces the impact of long waits on other patients requiring Physiotherapy.

· Patient experience and outcome of intervention with multi-disciplinary approach are improving. 

Various children have commented:- “I love the team games “, “Sometimes we can get quite competitive – I always want to win “, “It’s hard work!”, “It’s good fun. I enjoy exercising with other people” and “My mum joins in with the classes. This makes me feel happy “. 

· Patient satisfaction survey results have improved by 30%, from 18/30 to 27/30. 

· Continuity of care has improved with the introduction of the generic support worker. Children see a familiar face at each clinic who introduces the child to other peers and builds up a rapport over time.

· Patient empowerment is improving – monthly group sessions and one to one discussions with the MDT give the patient the opportunity to make choices that will improve their body weight, image and overall well being. The recent opportunity to involve the Trusts Health Club will add to this.

Children and parents have commented: “ It’s easier to be motivated in a group”,“ I have learnt a lot about what to eat and avoid “ and “ I have felt more supported to improve J’s diet and activity ”.

· We hope the additional support given to the children, both via peer and health professional input, will potentiate an improvement in self- confidence and motivation. We hope this will facilitate a seamless transmission to community services by increasing confidence/ self- esteem of children discharged from the acute service to take part in activity sessions offered by the community.

· DNA rates are still very variable but we hope to see these reducing. We feel the new clinic has run for insufficient time to collate meaningful results.

6. The Benefits

The changes we have made will bring benefits to our stakeholders. This new model of care will:

· Help empower obese children to actively manage their weight through targeted interventions, promoting healthier lifestyle choices and a reduction (over time) in co-morbidities.

· Allow faster access and reduction in waits for Physiotherapy together with an extended time for interventions with continuity of care over 6 months, at no additional cost to the Trust.

The SIP project has benefited Therapy Services within the Trust by helping to raise their profile. We have promoted the project both within the Trust, local community and nationally by a variety of means including conference presentations, articles and awards.

7. What next?

This project is still in its infancy due to the clinic occurring monthly and the small numbers of children attending. The main priorities for our SIP are:

· To continue to develop/improve the service, whilst sustaining its momentum. Communication is key to success and the team meet monthly to address any new issues, ideas, developments.

· To continue to collect good productivity data.  Outcomes will be measured and presented after 12 months. In line with “The Better Health Outcomes Framework”, they will be publicised via the GP Commissioning Consortia for Birmingham and Solihull Newsletter.

· To promote services to commissioners which will have a positive financial implication for the Trust. GP awareness will be increased via the Pan Birmingham and Solihull Obesity Clinical Pathways Group Meetings. Solihull Care Trust announced this week that their GP's will be in the first wave of the GP Commissioning Pathfinder and this will provide timely opportunities.

· To develop Integrated care pathways further. “Choosing Health” recommends a co-ordinated approach for obesity prevention/management. The “Pan-Birmingham and Solihull Obesity Strategy” advocates this, but steps need to be taken to ensure a smooth transition of care from acute to community setting, and the continuity of care maintained with sustained levels of empowerment. 

· To continue to take advantages of sharing and publicising our services.

· With the financial status and changes occurring in the NHS, this is an opportune time to look at skill mix within Therapies with consideration to introduce Generic Support Workers in other areas to improve the quality and efficiency of care.

8. Project Outcomes

Other services can make achievements with a similar approach. Key aspects to our success include:

· Project management – plan of action that has developed using the ideas of all stakeholders.

· Flexibility – need to be pro-active to changes. It is unlikely that any Project will entirely follow the original plan; staff need to be prepared to be flexible, to make changes and take opportunity of challenges that arise to allow continuous developments and improvements.

· Communication - team briefings have been extremely useful. This project is based upon a clinic which only takes place once each month and thus keeping the team motivated and focused is essential in order for the project deliverables to move forward. Regular meetings after each clinic ensure all staff are involved. 

· Increasing the awareness and profile of the service - encourages enhanced access to the service.

For further information please contact:

Janice Clarke

Therapy Group Lead and Professional Lead Dietetics

Heart Of England Foundation Trust

E-Mail: Janice.Clarke@heartofengland.nhs.uk
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