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ADVANCING QUALITY AND SATETY TOGETHER:

Background

Year of Care & Personalised Care & Support Planning

@  Year of Care
@YearofCare
On #WMTY22 we joined the wonderful teams from
Yishun Health and National University Hospitals,
Singapore for the second part of our
#personalisedcare and support planning masterclass,

well done to all © . Now to finalise travel plans for
@lindsayeoliver and @NickBarned <t

11:14 PM - Jun 9, 2022 - Twitter Web App

Picture credit: Year of Care Partnerships, UK
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ADVANCING QUALITY AND SATETY TOGETHER:
A CELESRATION 07 LEARNW

Background

Living with a Long Term Condition

1 Preparation> el =
| ‘v"r""
/e )
( UA@]&;

l:‘ (0”‘9’(
' Support for self-

Time spent in self-management
=8756 hours in a year

management & to live well

Time spent with a health and care More meaningful

professional (H&CP) .
=4 hours in a year conversations

“Care and support planning”

A scanned drawing at a world café event by a participant living with a LTC & his relationship to contact with health services

Picture credit: Year of Care Partnerships, UK



Background

The evidence base in all long-term conditions

Care and support planning

Productive
interactions

©Year of Care Partnerships, UK 2021 Wagner Chronic Care Model (USA)
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PCSP & YOC: Pulling it Together

Year of Care: All the planned care that a person with long term condition(s) should expect to receive, usually over the course of a yeatr,
including support for self-management.

ADVANCING QUALITY AND SATETY TOGETHER:

Personalised Care & Support Planning Implementation Framework: House of Care

The process of agreeing on a care plan which offers people active involvement

in deciding, agreeing & owning how their long term condition(s) will be managed
Organisational & supporting
— processes
[ Information gathering ]i T

L Sl
[ Professional preparation ]:
B [ Explore &
[ discuss
[ Information sharing ]
| Set goal(s)
b o
[ The conversation ] Riweii
' Plan to review
[Flecord of agreed shared care plan] e “More than Medicine”
________ - | — Participatory Care Ecosystem & Community Services Ecosystem
» Robust reproducible 5-step model: preparation, = 4 elements for success: engaged, empowered person
conversation, recording, actions, review working with committed health & care professionals,
= Solution-focused, practical, systematic approach to supported by appropriate robust organisational systems &
planned care underpinned by responsive whole system commissioning
= Forward looking, uncluttered conversation = Interdependent elements
= Emphasis on people, not diseases = Flexible framework for localisation

Restricted Roberts et al https://bmcprimcare.biomedcentral.com/articles/10.1186/s12875-019-1042-4



https://bmcprimcare.biomedcentral.com/articles/10.1186/s12875-019-1042-4

Workflow for Annual PCSP at Community Health Posts

Preparation &

Information Gathering PCSP Conversation

Connector/Nurse
= |Introduces PCSP &

A Healthier Connector/Nurse

Me booklet to the resident for

the 1sttime

= Guides resident to access

HealthHub

= Resident thinks through
prompters & fills in past health

readings in booklet

= Conducts a PCSP conversation
& reviews A Healthier Me with
the resident

= Summarises the conversation
and guides the resident to write
down his/her goal(s) and action
plan(s)

» The next appointment is
scheduled in 1-2 weeks’ time

it'sin
our
hands

a healthier me
begins here

nnnnn

i
LA

https://for.sg/healthierme-e

Connector/Nurse

= Documents the conversation &
the resident’s goal(s) & action
plan in the NGEMR
documentation system.

Documentation

.
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ADVANCING QUALITY AND SATETY TOGETHER:

Interim Follow-up
(6 months)

Connector/Nurse

= Checks in with the resident on
the progress of his/her action
plan(s) & goal(s)

= Schedules the next annual
PCSP conversation in another
6 months’ time

» Repeat from
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Story of Mdm Emily s

&

MINISTRY OF HEALTH |

Emily (Feb 2023)

BP 126/80, anti-HPT dose reduced by GP  Entered a community beauty pageant organised by grassroot organisation, to celebrate her
success and new-found confidence

Emily (May 2022) Emily (Feb 2023)
BP 180/113
BMI 31.1 BMI 28.9

PCSP: Improve health, find ajob ~ Works at a bakery

Active in community group “Mums with
Mugs”
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ADYANCING QUALTY AND SATETY TOGETHER:

Story of Mr Soon

Are
Yﬂu
& )’ws nld?

13
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“’w,nun , HEIREER

Meet your
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‘Winnie
N

Jannah

Connect ¢ .!z-; T >

with us to... Jax: X

SRIBE: bt il A i
Hi. umiEeatm EEBEROFN

(6390: DZiGGRME. QEWMEE)

g X, 'ﬁ

Get to know people in your Find out how you can play a Find support in dlifficult times
neighbourhood part in your community (eg. health challenges, stress)
W 7 R#H4
(16990: GEREMRERRNIE ) )
Scan to getin You may also meet us at the nearby P
E E dichvithiie Community Health Post 82
£ ‘ EETHHEFR S RORE Qe
Vg HORE, Blossom Seeds B0
SROKFR! 106 Canberra Streat, #02-01/06, 750105
E H 1] Tuesday ( 71— ) . 9:00am - 12:00pm

lormvation accursnn 34 o Fetrary 2023

Open Access Poster (Sep 2022)

MY LIVING WELL PLAN

STARTS HERE!

i
xxx}>/<84

1. PREPARE

2.DISCUSS
o Swwhatls

SELF-PREPARATION

Complete this before yourvisit
Thisswillaliows to understand you better.

What

Full recovery from
my sickness /

i wiant to talk ab
Circle those that you are concerned with.

 Think
achieve anc whit you can o
achieve them.

/ witeforaw  {Dthiak N

K (/ 3. MAKE A PLAN
[ | 4. REVIEW Agree on your care goals
and action ph n together.

thot you have,

GOAL SETTING

What do you want ta work on?

Full recovery from

my sickness
o/
Stop taking my
medicine
ey
Haw impertant s it to you? (Girclit

1

ACTION PLANNING

1. What is the diagnosis
| have?

2.Can | stop my
medicine?

3.Can | start work? .~

If doctor said that T'can’t
stop my medicine or if |
can’t work

To stay positive &
continue physical activity

"

Regional Team@CHP

Mr Soon visited the Community Health Post
at Blossom Seeds on 4 Oct 2022. A
community nurse explained his condition &
treatment to him, a connector engaged with

him in PCSP.

'\ ;
Mr Soon contributing back to the Community

Mr Soon is now a Medical Escort with Blossom Seeds,
volunteers his free time at the rooftop garden and is back to
doing the thing he enjoys most — cycling with his friends.



Impact on Practitioners

More meaningful conversations

With PCSP, | listened more to residents on what
mattered to them. | am able to engage them in a

more meaningful conversation.

PCSP has taught me to reserve my judgement and
hold back from making assessment without first
listening to resident’s full story.

PCSP has changed my practice at CHP, now | focus
more on what is the most important things/what
motivate the resident to live well with their long term
conditions.

”
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ADVANCING QUALITY AND SATETY TOGETHER:

Resident-led goal setting

Sometimes we just need to slow down and take a
step back, to allows resident to do self-reflection

and set goal by themselves.

The preparation process allows the residents to have
time to think and prepare for the PCSP conversation. A
realistic goal and specific action can be set by
residents.

It has made a difference to the way | speak with
residents, and how | can support the resident to set
specific goal and what the residents want to achieve.
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ADYANCING QUALITY AND SATETY TOGETAE:

Our PCSP Journey in Yishun Health

Training Implementation Sites in YH PCSP in NGEMR (Epic)

» Level 1 Practitioners Training: 271 trained + 20 Community Health Posts (CHPS) in Documentation System
(Yishun Health, NHG and other partners) Yishun & Sembawang e Launchedin YH from Eeb 2023

. Leyel 2 Train-the-Trainers: 9 accredited « Geriatric Clinic and Diabetes Clinic « Integrated PCSP care plan across care
trainers « Plans to systematise PCSP as a Person- settings

* Embedded as one of the multidisciplinary Centred Care practice to the rest of YH

programmes within Yishun Health (YH)

YH PRG COMMUNTY CARE - NGEMR PRD complete Notes &0 = SR
‘Scheate § PatentLookup | PrOwveach g Chant | Telephone Cail 3, Resil XPatientStation (=iin Basket [*] Transcrive Order \'n_h’“ﬁ&hm- »\. & Pt - @Secire B LogOut
= |

iew REport Viewer | ynapsis  Mistory Problem List Medication  Enter/Edit Results v |

is concer about his health and has mleohemvw rsation to quit
1 fll sck | cannctdo nyu-ngam nnot continue to be a caregiver 1m<oca4es< ) to help the residents and
volunteer at Blossom Seeds.*

{21 We decussed on the folowing (Professicnal Skory):
When asked about ason for his decision to quit smoking, uncle Soon shared that

cance
Vohaeer and hep ofher resdents in the communi ity
Connector guided him on the use of nicotine patch purchased by him via the instruction guide

(:) mlmp el for next visit:
on his progress via text message

To quit smokm;bylryngom mnepa  for 8 weeks

What do you want to achieve?
To be smoke-free in 8 weeks.

Noulmpuu itis it to you?

Action Planning
What e umy nyougm g to do?
Undie Soon 2 box of nicotine patches (7 patches) and will start using i tomorrow (8 Mar 2023)

What mi do about it?
20t his and e hirks tha he might be tempted 1y smoke when he sees s kiends
n-smoking kakis when e other 2 kaks 15 9o for smoke break o prevent

smoke s nof
himself from succumbing to cmp(ahm

How confident do you feel?
5

Accreditation of Yishun Health’s PCSP trainers at a Visit by Dr Nick Lewis-Barned and Ms Lindsay Residents’ care plan jointly developed with their care
Level 1 Practitioners Training by NUHS’ PCSP Oliver from Year of Care Partnership UK to a CHP team is linked to a PCSP Episode of Care in Epic
Master Trainers in Sep 2022
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Key Challenges Tips & Recommendations
1. Health & Care Professional’s mindset 1. Engage key stakeholders as key drivers
“How is this different from what we are already

Clinical champions (e.g. doctors, nurses,

doing? allied health) supported by a strong
Preparation as a key component of PCSP; implementation team (e.g. HRD, Ops and IT)
two-way conversation to co-develop the care
plan with the person 2. Train the whole care team

For an impactful rollout and consistent care

2. Patient’s/ Resident’s mindset : . )
experience for the patients/ residents

“Can’t you just tell me what to do?”

Takes time to practise self-management 3. Conduct regular monitoring and
improvements to the implementation
3. Implementation

“Who is missing from the table?” e.g. Community of Practice, learning

sessions, feedback from practitioners and
Systemic approach to build the House of Care patients/ residents

(e.g. process, IT, manpower, community

resources)



Ng Huoy Ling
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Caring for patients ¢ staff « community ¢ environment
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