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Your Long-Term Condition Management

Current process — How do you
manage your LTC?

Identifying cohorts of patients /
Preventative healthcare

How are ARRS roles involved in LTC
Management?

How do you promote and educate
patients on ARRS roles?

Capturing data before LTC reviews,
such as Florey's
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Current Challenges:
Long-Term Conditions in Primary Care
The Solution:

Why the Suvera model

Case Studies:
Patient Outcomes, Efficiency & Return on Investment
Top tips:

3 lessons fromworking with 400+ Practices
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Unrealistic Expectations

Achieving Excellence in Patient Care
Focusing on outstanding outcomes, satisfaction, and
for our patients.

Prioritising Staff Wellbeingand Retention
Ensuringwork satisfaction and retention of our dedicated
primary care team

Finandial Efficiency for Sustainability
Operatingsustainably despite the economic climate & funding
&funding pressures

]
__J» Patient experience

_J» Staff morale

_J® Cost savings

We need better technology and smarter ways of

working.

These aren't just extras - we can not care for our patients

and staff properly without them.
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Challenge: An ageing patient population

Projected total number of diagnosed cases for the common long-term
conditions managed in Primary Care

B 200

Dementia &0 45% . 2040
Heart faliure ——> 0 192%
COPD *—>0 137%
Atrial fibrillation —>0 451%
Chronic kidney disease —>0 +34%
Cancer —> 0 i31%
Anxiety or depression —0 +16%
Diabetes —————>o +49%

Chronic pain ————>0 +32%

Im 2m 3m 4m 5m 6m 7m 8m

Source: Analysis of linked health care records and mortality data conducted by the REAL Centre and the University of Liverpool.

63%

T
50%

80 hrs

of people over the age of 65 live

live with 2 or more LTCs

of all GP appointments are for LTCs
LTCs

On average lost monthly for an
average sized GP practice from not
not providing multi-condition reviews

reviews
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From Fragmented to Unified: Suvera's Proactive Clinic

Overseen by Practice Manager + GP Partner

.:‘dr_dens

Operational

accuRx.

Digital Tools for

oversight for co- _
- managing recall
ordinating recall

Clinical Staff
Admin In house Outsourced
Recall
Team

Supervision of clinical staff

>

No more spreadsheets
spreadsheets

Fia

4. Management

&y suvera

Provides a managed, end-to-end pathway

W7 Planner

1. Plan 2. Engage

3. Automate

No tasks back to practice

practice appts

Regulated by

CareQuality
Commission

More patients, fewer appts



Wy suvera O v I Q coro

0 crasiters
A modern population health

management solution

O Hypertension

Suvera's virtual clinics help NHS Primary Care providers deliver better
deliver better outcomes for patients with long-term conditions.

B

conditions.

O Insulin Initiation

100,000+ Patients
Partnered with 400+ Patients under Commissioned in R
400+ GP Practices management 20+ ICBs

Regulated by

Q CareQuality
Commission
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Regulated by

Q CareQuality
Commission

Suvera's proactive clinical services

Cardiovascular

CHypertension ) Cholesterol (Heartfailure* ) CNHSHeaIthChecks )

Diabetes and Obesity

CType 2 Diabetes ) Qnsulin Initiation / Titration ) CGLP-l and obesity management )

Respiratory

Asthma COPD

Renal <Chronic Kidney Disease >
Frailty (Structured Medication Reviews > <Deprescribing initiatives >

Recall and Medicines
Management

(=)

Medication reviews ) Clntelligentrecall )( Planner )

Mental Health

)

Severe Mental illness* ) (Common Complex Mental llinesses* ) *(coming Q2 2025)
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The Suvera «&rPlanner 1.Plan

No more spreadsheets with real-time analytics to prevent duplication

duplication Complete call & recall across your long-term
condition register
e Complete visibility across all dinical systems (EMIS/S1)
Generate your patient list B Need support?
= Flexible workflows that work around your practice
Target area lect option: 3 v Month of birth lect options v ) )
routines (i.e. Month of birth)
Investigations lect option v
a DAatinnt rick nriariticatinn fAr nrnactive Fara Aaliviang
I ULiIvCiiIue 119N PI IvViiviouuviviii i HI UL VG LUl O u\.—llv\-«l]

Generate your list >

e Unified care coordination between practice and

teams
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Hello Madelyn,

You can now log into Mayflower
Clinic's online clinic through the
patient portal:
patient.suvera.org.uk/login

Here you'll find some health
questionnaires to complete and
submit any blood pressure
readings before we book your
telephone appointment. We use
Relay UK to assist those with
hearing difficulties.

We use Relay UK to assist those
with hearing difficulties.

If you need help, visit https://
patient.suvera.org.uk/support or
call 0800 000 000

1.Engage

Different Patients, Different Approach

Multiple channels, Suvera's personalised patient
web-app experience achieves 81%
engagement

=D Texts/Phone calls/Letters

1 Digital (WebApp) / Non-digtal
=2=\ (Phonecalls)

@)
%)%y Colour blindness/Readingage/Font sizes
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@ suvera.co.uk

Cancel

Asthma information

This helps us understand your health ahead
of your appointment.

We'll ask you about

Control Symptoms

Triggers Medications

Exacerbations

1. Automate

Scale patient outreach while preserving clinical
quality - intelligent automation with clinical expertise

at its core

« dinician-guided automation: See more patients without
addingstaff time

« Smart patient triaging: Direct cases to the right

expertise based on need

o Streamlined care pathways: Reduce admin burden so

clinicians focus on patients

« Complete clinical oversight: Maintain safety

while scaling patient reach
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The Suvera Proactive dinic

No tasks back to the practice

g SUvVera Home Patient list ~ Task manager

B Timeline B Medical history K3 Log a consultation

Duration: 04:55 Hold %5 | Send amessage [ il Transcribing Medical History  Practice info  Guidelines

Consultation type | Review v Review type | Hypertension routine v Blood pressure Manage View graph
Average Max Sys 177

Your consultation
122/76 mmHg Max Dia 120

Appointment date Tuesday 17 Dec, 2024 at 13:00
Start date End date

Average BP reading is 122/76 mmHg with the maximum systolic of 177 and maximum diastolic of 31/09/2023 1420 (1 || 3112/202318:55 1

120. These readings were taken between 4th May 2023 and 23rd May 2024. BP Same as last

consultation.

Height is 180cm, and your weight is 55 kg, giving you a BMI of 17.0. Lifestyle Same as last Asthma Control Test score Edit
consultation. e
Try to eat well, don’t get much exercise. Same as last consultation.
Vape, ex-smoker, no alcohol. Same as last consultation. Getting things done: None of the time
No changes to medical history. No red flag symptoms.

Glucose readings below 4 mmolfL. Hypos about twice a week, needed help during a hypo twice, the
last one being on 13th September 2023. Sleep pattern: Mot at all

Last updated 01/02/2021
Shortness of breath: Once or twice a week

Use of inhaler or nebuliser: Not at all

© This consultation will autornatically sync to this practice’s EHR
Asthma control: Completely controlled
Total ACT score 8 Very poorly controlled (0-15)

W7 suvera = top / WeMis

1.Care

Complete clinical extension: Fully integrated care

delivered as if by an in-house team member.
¢ Seamless dlinical integration: Updates to practice

for source of truth

« Structured pathways: Pre-configured templates

meeting QOF, ICS, and local targets

Supervisedteam: Full prescribing and clinical

oversight, integrated with your team

» Proactive intervention: Critical patients flagged for

immediate clinical response
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How does Suvera think about the sustainability of General Practice?

<
K. &%
Collaborating never Integrating never
dictating duplicating

practice

—

2

Extending never
replacing
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wr suvera

Closing The Gap in NEL ICB

Suvera's Proactive Model of Care

‘- Ncrth East London
Health & Care
'- Partnershlp

NEL ICB - Cardiovascular Disease
Disease Project

Improving blood pressure management at scale

Link to full evaluation here

No.1 most deprived ICB in London

No.10 most deprived ICB in the UK

@®suvera

: World
i Hypertension
Day

: Gelywrbloodpvmu
S reading taken today
T
s B
-

PUrw v ——

3
e

wr suvera

Improving cardiovascular health in Core20PLUSS population
SEL Case Study for Suvera’s Model of Care in the NHS

() South East
CYANHS B3

SEL ICB - Cardiovascular Disease
Disease Project

Improving blood pressure management at scale

Link to full evaluation here

No.3 most deprived ICB in London

No.15 most deprived ICB in the UK


https://eu1.hubs.ly/H0ftzWK0
https://eu1.hubs.ly/H0ftzWK0

‘, South East
London ‘.‘

. . . o Integrated Care System
Invited Patients in Lewisham over 6 months e

Patients Invited:

~~§ 5,000 invited -,

oo,
’._-_-_-_---

‘ 5000
Most common age range Gender Deprivation
60-65 46.4% Male 69% in CORE20PLUS5

Total Invites Sent:

53.6% Female
5644

(644 pts re-invited with letters)

Ethnic Group
Overall patient Engagement

' ' ' * ' ' * -
I | I Non-engagement despite 3+ attempts
across multiple modalities

25.74% 25.14% 20.35% 17.71% §11.06 %
19.3% ien
1287 1257 1018 885 553 9.3% (965 patients)

Black, Black British, White Asian or Asian Mixed Other
Caribbean or African British race



B B
e 7,443 of consultations succesful ao v'.

198 7 15,908 1052

: e patient submitted patient submitted
patients achieving normal blood o 7450 clinician-generated SMSs blood pressure holistic lifestyle
pressure control 5 ' sent via the Suvera readings questionnaires
Platform
\ < 0
L.ﬁ 15% 54.01%

46.88%

improvement in patient engagement to
Suvera Patient Web App to submit clinical
readings when patients sent a letter in
advance of SMS:

85%

of patients who submitted a stage 3 blood
. pressure were seen within 24 hours
No letter Letter to patients

363 urgent BP submissions stage 3 blood

pressures submitted via the patient web app
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South East

: Lo London o4
Estimated SEL cost savings in Primary Care

From hypertension patients in Lewisham requiring treatment by Suvera (N = 5000)

TOta| hours in appOintmentS Saved by the two Suvera’s Primary Care Saving Summary:
two PCNs durmg the Suvera 6-month Pilot £170,000 saved from reduction in appointments for General Practice in the 5000 patient
Pilot population

e  £100,000 saved from the engaged patients through administration, clinical reviews and managing

7500 patients to target range
R e  £70,000 saved from administration, and recall outreach of patients who need to be contacted each year.
Demonstrating a saving of £1.70 in Primary Care from £1.00 invested in the Suvera Virtual
4000

Number of GP appointments saved (with medication review)

review)
Number of non-clinical engagement calls

calls
Number of blood pressure questionnaires to review

review
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: Lo London @ 4
Estimated SEL cost savings in Secondary Care

From hypertension patients in Lewisham requiring treatment by Suvera (N = 5000)

Reduction in cardiovascular events

A 10mmHg decrease in systolic blood pressure Suvera’s Secondary Care Saving Summary:
pressure lowers the risk of:
e Each stroke costs approximately £20,000 in the first year alone, the prevention of 40 strokes could lead

Major cardiovascular events strokes could lead to £800,000 in savings.

-20% e If you factorin the societal impact of 40 strokes and 25 heart attacks on the wider social system, through

unpaid care hours and lost productivity, it comes to an additional £20,000 per year per patient. This is

Coronary heart disease
not to mention the emotional impact to friends and families for these 65 prevented cardiovascular

-17%
events. (Link)
Strokes Overall there is a conservative saving of £8.00 in Secondary Care from £1.00 invested in the Suvera
-27% Virtual Clinic model

Heart failure

-28%
All-cause mortality 40 StrO kes 25 hea rt ataCkS
-13%
Estimated reduction in Hypertensive Estimated reduction in Hypertensive related
related admissions admissions

. Cost of a single bed-day is £400
. Average cost per patient in first year of stroke is £24,778 to the NHS

*Calculated NHS cost savings from reductions in stroke. SOURCE: Oxford Academic


https://academic.oup.com/ageing/article/49/2/270/5679684

N/
Estimated combined cost savings from
from Suvera

f1 = £9.70

Investment in Suvera Savings to the system

Suvera'’s Primary +Secondary Gare Saving Summary:
Initial investment for Suvera =£100,000

Primary care costsavings (£1.70 saved per £1.00 spent)
Secondary care (£8.00 saved per £1.00 spent)

A community-focussed preventative, digitally powered care model
return for every £1.00 spent by the NHS. In other words, £970,000 will

the system from this pilot intervention alone.
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Lesson 1: Competency mapping

Co-ordinating care to optimise effectiveness of clinicians, without
compromising care.

Ensuringthat patients are seen at the right time by the correct skill
level clinician through bespoke clinical pathways.

;@/_ Top tip: Conduct a competency skill matrix and up-skill
"Y' overlappingareas such as Cardiovascular disease
(Hypertension/Cholesterol/Diabetes).

Suvera automatically pre-populates this for your staff
practice list

Staff allocation

o~ O Clinical Pharmacist 1

Set weekly hours

MON
MON

TUES

Clinical Pharmacist 2

Clinical Pharmacist 3

Add new team member I

Hypertension X | | Diabetes X ‘ v Selectarole v ﬁ
8:00AM | -| 11:00AM 0 O
2:00PM |- 5:00 PM o O
800AM |-| 11:00AM | 0 O

Hypertension X | | Asthma X v Selectarole v a

Diabetes x‘ v Selectarole v [u]

Save allocation
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Lesson 2: Smart appointments to adapt to patient needs

Pre-appointment data collection alters their flow personalised consultation time based on patient needs, maximising

clinical efficiency.

O

HYPERTENSION
<

O DIABETES
©

O

CHOLESTEROL
©

.dltiple condition pharmacist appointment
Hypertension, Cholesterol

Mr Joshua Schel Y o——
GP Practice P

CURRENT

— e —— — —

Multiple condition pharmacist appointment 09:55-10:15
Hypertension, Diabetes, Cholesterol

Mr Adison Dias .
GP Practice Go to patient ‘

Multiple condition pharmacist appointment
Diabetes

— e ——

Mrs Olive Penderghast

ition pharmacist appointment
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Lesson 3: Breaking Through Engagement
Barriers

Qur approach connects with traditionally hard-to-reach
reach communities, drivingmeaningful health outcomes where
outcomes where engagement methods fall short

;@f_ Top tip: Lessons from hospital outpatient dinics where patient
’ patient attendance is frequently higher and can help with patient
with patient empowerment.

~4(0% Response rate for self-booking links*

%
N%S% Attendance rate for pre-booked appointments**
%

*40%achieved from 3xPCNpilots of 7400 patients
** 75%achievedacross 36 000|ive patients

Kings Cross Medical
Medical

Hello Dawn,

We've booked a telephone appointment for
you to speak to member of our team about
your asthma and hypertension on 12.04.24 at
12:30

Your appointment will take place over the
telephone, so there's no need to come into the
practice. We recommend finding somewhere
private for your appointment.

If you need to, you can reschedule your
telephone appointment here:

WWW.suvera.co.uk/appointment

If you'd like to switch to a video call, let us
know at the start of the phone call.

Thank you, Kings Cross Medical
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Suvera

A modern population health management solution

@ 0203882 5131 @ WWwWWw.suvera.com ﬁ partnerships@suvera.co.uk

5131 K


mailto:team@suvera.co.uk
mailto:team@suvera.co.uk

Group Clinics: a different
approach to managing

Eqt

programme  term conditions

Person Centred Care

Georgina Craig
National Director, The Experience Led Care Programme

Dr Rupa Joshi

GP Partner

PUt y Medical Director for Primary Care and Responsible Officer, South-West Region, NHS England

P olnal Primary Care Medical Directorate lead for Group Clinics, Estates and Children and Youn ,
eople =

Transformatlon Lead for the British Society of Lifestyle Medicine

(]
A 0,
Person Centred Care



After today’s presentation

 We will provide answers to any outstanding
guestions via follow up email and a link to
access free learning resources

* If you are interested in Group Clinic learning
programmes, post in the CHAT or email:

georgina@elcworks.co.uk to link with support

available in your ICB



mailto:georgina@elcworks.co.uk

Getting started with Group Clinics

Date

Time Topic
Group clinics and
FRI 07 MARCH 12.30 - 13.30 women’s health
How Group Clinic deliver
TUES 29 APRIL 12.30 — 13.30 10 Year Plan

Review case studies, past webinar highlights and

access free learning resources on our website:
www.elcworks.co.uk

®
A 1
Person Centred Care


http://www.elcworks.co.uk/

What are group clinics?




Group clinics...

Are an alternative way to offer planned clinical appointments for people
with similar clinical problems, with carers able to attend if they wish

Include group discussion of common concerns AND individual reviews
or assessments, discussion of hiometrics and treatment, and often
prescribing

Usually involve 6-8 patients (VGC) and 10-12 patients (F2F)
Are managed from start to finish by a ‘facilitator’

Are 60-90 minutes long, with the clinician present for the central clinical
session, which lasts 30-45 minutes

Are conducted via an NHS approved video platform (VGC) I

(]
A 0,
Person Centred Care



The three key delivery roles

Clinician Facilitator Clinic
Co-ordinator

(]
A 0,
Person Centred Care



Where group clinics fit
Into care pathways

Complex care: usually involves history taking,
diagnosis and management of complex
individualised risks e.g. making a cancer diagnosis, Group
urgent and emergency care - clinics fit
here
Simple care: is often planned and routine; driven
by guidelines and protocols and requires self
management or rehabilitation e.g. asthma or

diabetes review

Self care: self directed intervention or care e.g.
lifestyle change, sleep hygiene

*Simple care is often high volume -
healthcare J—

®
A 0,
Person Centred Care




Group clinics deliver Modern General Practice

Eﬁ A reliable process for long-term condition review
should include the following elements:
e A personalised care approach to LTC management with

How to improve care use of shared medical appointments, social
related processes in prescribing and digitally enabled self-management
general practice depending on patient choice and need.

August 2023 ¢ Unification of medication review and LTC review
processes

e Making full use of multi-disciplinary team and involve all
staff and patients in the design of new processes
encouraging patient responsibility for health and well-
being/management of their LTCs

e Equitable spread of activity across the year e.g. using
birthday month recall (avoiding Q4 panic to achieve

o QOF or generate high levels of personalised care____zu@
SHARED MEDICAL APPOINTMENT = group clinic adjustments) :

Publication reference: PRN00G 16

®
A 0,
Person Centred Care



Risks we need to manage

* Third party disclosure I.e. confidentiality

* Informed consent to share medical results
and participate in the group clinic

* |[dentity check (VGC only)

* Location and contact phone number
check (VGC only)




Dr Rupa Joshl

Deputy Medical Director for Primary Care and Responsible Officer, South West Region, NHSE

National Primary Care Medical Directorate lead for Group Clinics, Estates and Children and Young People
Transformation Lead for the British Society of Lifestyle Medicine

A 1
Person Centred Care




Getting started with Group Clinics

Date Time Topic

Group clinics and
FRI 07 MARCH 12.30 - 13.30 women’s health

How Group Clinic deliver
TUES 29 APRIL 12.30 — 13.30 10 Year Plan

Review case studies, webinar highlights and access free
learning resources on our website: www.elcworks.co.uk

Request information about training in your area: |
georgina@elcworks.co.uk S

®
A 1
Person Centred Care


http://www.elcworks.co.uk/
mailto:georgina@elcworks.co.uk

Contact us:

georgina@elcworks.

CO.uk

www.elcworks.co.uk



mailto:info@elcworks.co.uk
mailto:info@elcworks.co.uk
http://www.elcworks.co.uk/
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Underpinned by our support

Current pillar assessment levels

N

DIGITAL &
TRANSFORMATION
network

Communication
foundations

'

Patient
Communication

Digital Inclusion

Patient Engagement

Social Media

9]
I
Qo
2
Q
@

Management

DIGITAL &
TRANSFORMATION
+ hub

Access

s N

Websites

S —
Telephony

Care Navigation
Messaging
e

Triage

Self Referral

Patient
Journeys

\

Foundation

Appointments

Repeat Medication

Test Results

Sick/Fit Notes
& Admin

New Registrations

Records Access

Workflows
& Efficiencies

B Foundation

Workforce
& leadership

Developing ] Advanced

Demand
& Capacity

Y Y

Optimising EPRs

Patient Recall

RPA

Remote Monitoring

=
o
~-~
I~
o
- 4
o

Front/Back Office

Wellbeing
| '
ARRS Added Value

Workforce Planning

Working at Scale

Governance

Accessing Data

Understanding Data
N

Data Driven Decisions

Population Health
Management

G
Health Inequalities

Continuous
Improvement

Redmoor Health



Community Forum

Connect with peers across the UK in our dedicated forum. Share tips,

discuss challenges and discover solutions in digital & transformation.

Accessible via the Redmoor website and D&T Hub, this space is your

go-to for peer support and knowledge sharing.

Exclusive White Papers

Access industry-leading reports, starting with our “Primary Care
Digital Maturity” white paper. This report provides a comprehensive
assessment of digital progress in primary care over the past two

years.

Scan me!

00
fO"\

2

FREE Webinars
Enhance your professional development with our expert-led
webinars. These sessions cover key topics across digital and

transformation in primary care, offering you practical insights and

updates.

L

Resources & Templates

Explore a selection of downloadable resources, toolkits and

templates designed to offer practical tools and insights.

DIGITAL &

TRANSFORMATION
+ network

Regular Newsletter

Stay informed with our newsletter, featuring the latest news, tips and
opinion articles on digital transformation in primary care. This digest

keeps you updated with the latest industry developments.

FREE events

Network members will have exclusive access to in-person events
focused on digital transformation. These events are designed to
support your professional development and offer networking

opportunities throughout the year.

Redmoor Health
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