The Power of Personalised Care

Helping people achieve better health
outcomes
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We need to stop
just pulling
people out

of the river.

We need to go
upstream and
find out why
they're falling in.
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Healthsense PCN

care for everyone
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What's missing ?

What the person hasn't told you
(vet)
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CRM Management: o
Pillars of lifestyle medicine Heatsense

Evidence-based lifestyle pillars address the root causes of CRM conditions.

Intervention points are tailored to an individual.

Select priority areas for change via health coaching techniques to build sustainable healthy habits.

g Move
Cardiovascular+ strength training + flexibility.
Tailor to individual interests/capability/ resources.

Eat w

Whole foods, nutrient rich, avoiding UPFs.
Cultural preference and metabolic needs.

Avoidance of Harmful Habits ®

Tobacco/vapes/ shisha, excess alcohol, and
other addictions (social media)

Sleep Zz
r 4

Duration & quality: sleep hygiene.
Recognise & manage sleep disorders
+ @ -

Relax /BN

-~
Reduce stress via mind-body activity & CBT.
Building resilience against chronic stress.

Connect

Meaningful relationships & community engagement.
Group-based peer support to sustain outcomes.
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Turn & Talk: table activity
5 mins

"What’s a normal
day for you?"

Dr Madhvi Joshi
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CRM Pathway: Harrow Model 5 Pl

care for everyone

= Inclusion: Group 1, 2 & 3 (high/medium/ low intervention) based upon lifetime risk of CVD
. . = NDH/ T2DM/ Hypertension/ MASLD/ CKD / HF / BMI — accounting for ethnicity and deprivation factors
Identification = Exclusion: palliative care/ EOL

Patient

All patients * HCA check: Blood/uACR tests/ BMI/ waist circumference / BP / phys activity
= Send pre-appointment CRM questionnaire via AccuRx + QRISK/ Heart Age
= Enrol to digital platforms MyHealth London/ Know Diabetes/ NDPP

benefit from care
navigators to co-
ordinate across
different settings.

_|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|

il
]

Clinician review :metrics (QRISK/Heart Age/ KFRE/ Fib4) + coding

Review & optimize medication — any barriers, side effects?

CRM template & Lifestyle Care plan

Referrals to IAPT / SW/ physio/ social prescribing/ VCSO / Welfare Employment

i Patients offered an i -
| extended length | CRM clinic

| appointment 20-30 mins i 1st Appointment
| |

| |

| |

with CRM clinician +
Personalised Care Plan

| | = Care co-ordinator calls to check progress/ identify barriers
i lipid, and kidney function markers at ' Follow up * Follow up & repeat metrics (3- 6 months) — clinician review completed
I |

|

1:1 / group
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HCA Health Check Pathway (CRM-Driven, Risk-Stratified)

STEP 1: ENTRY — CRM Register Patients
Conditions: AF | CKD | CVD | HF | HTN | MASLD | Diabetes

Risk Stratification — Group 3
Which Group? Low Risk

STEP 2: CORE CLINICAL CHECKS — All Patients Credit: Dr Jay Verma
Observations Blood Tests & Urine ACR e
> Smoking Status == Waist Circumference OFBC 0O HbA1c Hilli ngdon GP
Alcohol AUDIT-C #* Blood Pressure O U&Es O Glucose .
5 @ Pulse or single-lead ECG assessment OLFTs O AST (Aspartate Aminotransferase)
5.E BMI Ht/Wt —> 12-lead ECG if irregular rhythm detected O Lipids [0 Urine ACR

€9 Foot Check
Mental Health Screening (PHQ-2/GAD-2)
@ Retinal Eye Screening

STEP 3: DIABETES OVERLAY
— Applies to All Groups

v
STEP 4: Group 1/2 ONLY STEP 4: Group 3
High Risk Enhancements Low Risk: Core Checks Only
Lifestyle Medicine (6 Pillars) Diabetes overlay applies if relevant.
Diet | Sleep | Physical Activity | Alcohol No additional lifestyle medicine/HCS.

* Social Isolation » Stress Feeling stressed
« Loneliness, Lives alone » Work stress
+ Support available + Absence from work

S VOB WO = Ne9ts comigeiing OUTPUTS — Final Pathway Results
Health Confidence Score (HCS) Updated Risk Profile | Recall / Follow-up Plan | Targeted Interventions
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Person-centered Care

Vel s—thomrattor it oy

Psycho

‘ “What matters to you most?”

: J’,g‘;

Seeing people as awhole
This means the person:

» can take control of their own care & build knowledge to
engage meaningfully

* has hope and confidence that the process /plan will deliver
what matters most to them

* is central in developing their personalised care plan

* is seen within the context of their whole life, valuing their
skills, strengths, experience and important relationships

* is an active participant in conversations and decisions about
their health and well being.

Dr Madhvi Joshi



Equal Partners

Person's Input j'

What matters to
them
Experience of
symptoms

Risk appetite
Personal
preferences
Experience of
how the wider
determinants of
health affect

them

v

Engagement

\

Shared
Decision

Making

© 21H Copyight Practice Unbound

sy Practitioner’s Input

How symptoms
affect systems
Lifestyle
interventions
that could help
Outcome
probabilities
Other treatment
options
Diagnosis

Prognosis

“Equal in importance, different in strengths, powerful together”

Dr Madhvi Joshi
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Write- Pair- Share — 5 mins
“What would help you

achieve better health?”
“What gets In the

way?”

< T N\ “How might you manage

“Who/ what else that?”
might help?”

Dr Madhvi Joshi



Health Coaching skills

Connection & active listening

« 5 AS- Positive empowerment
ask, assess, advise, assist, arrange

Partnership working

* GROW model: Language matters !!!
Goal setting

Right now/ reality...
Options

N T
What will you now do? | CAN DO IT'Y

(L TRY To po IT
How Do 1 po IT 7

» Conversation with your future self | WANT TO DO \T
| CANT DO IT

| WON'T DO IT

Dr Madhvi Joshi



People will forget what you said,
people will forget what you did,
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but peop]e will never fozget
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3 Things | learnt from CRM

Starting on a journey towards a healthier lifestyle can be much more manageable and effective with the right
support and resources. One of the first steps is to find out what services are available in your local area.

(QRISK/Heart Age, KFRE, Fib4, HCS, use graphs !)

2. Talk less - listen++ (curiosity & compassion) R i

FULHAM

(Max impact with F2F. Language matters. File notes at end)

3. Know your neighbourhood — local knowledge/ resources

Dr Madhvi Joshi



Graphs are powerful tools:
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Top Tips

* Patient preparation: invitation, check/ test, send pre assessment Q’s,
motivation

Dr Madhvi Joshi



Key Messages
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Healthsense PCN
care for ever yone

m.joshi@nhs.net
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