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Our first Ql day experience
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* Encourage families to download at home

E m powe ri N g « Empower them to review their download and think

about how to self-adjust
* Team have changed language used with families

M ea S u ri n g * Collecting data in clinic and qualitative data direct

from the families.

Eva | u atl n g * Regular meetings and updates, sharing our positive

experiences and challenges

* Clinical in house training session on Empowerment and
Motivational interviewing by our Psychological therapist.

Learning




1/ To empower our |

young people and
families to
download their
equipment, review
their results and
self manage their
diabetes

N\

Our Improvement Journey- the
steps we have taken

2/ Revised the
initial plan to roll
out the initiative to
whole case load,
instead focused on
new patients and a
select few
motivated families

N\

N\

3/ Developed
survey to assess
level of home
downloading and
self-adjustment
amongst whole
case-load

4/ Gathered initial
Qualitative data
from talking to
newly diagnosed
families around

home
downloading,
reviewing and
\ making changes

adjustment
document
developed in
collaboration with
patients and
families

S\

6/ Training session
with Psychologist
on Empowerment,
Motivational
Interviewing and
guestioning style

\

7/ All new patients
are now following
protocol and the

way we
communicate with
other patients is
adapting too
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What our work place was like before and

what it is like now

Before Now
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The Sunderland Paediatric Diabetes Team
is working on a quality improvement (Ql)
project through the Royal College of
Paediatrics and Child Health to help
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to self-manage their diabetes™ — Sunderland Paediatric Diabetes Team

“Qur Ql mission is to empower children, young people and their families |
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| VWhat we are doing to make things better:
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VWe have arranged fundraising The team are training to improve
events to allow us to buy iPads to their communication skills.

use to gain feedback from you and
to use in clinic education sessions.

Created a ‘How
to Download’
information
sheet — this will_|
help guide you
in downloading
your meter.

it Ve
reliable source of information.

Involving children, young people
and their families in feedback on
the developed information
sheets — your thoughts and
opinions are important to us!

Developed an insulin dose
adjustment guide — this will
help you in making changes to
your diabetes management at
home between clinic visits.

Let the team know if you have any
suggestions as to how we can
make things better!




— Training session with Psychologist

e Session implemented following
reflection from team on the
challenges of empowering
patients and families to self-
adjust

* Agreed main learning outcomes
to be around the core principles
of empowerment, motivational
interviewing technique and
guestioning styles

* Session attended by 90% of
team

* Team are now attempting to roll
out learning and new skills with
families

* General reflection so far is this
approach has been well
received, especially by new
patients

* Agreed to do a second session to
revisit learning
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~ Data- that show the impact so far

* We gathered data during the * Staff reporting confidence in
initial phase of Ql development Empowerment improving.
via a survey — found not too Reflected in more patients
helpful appearing motivated to make

+ Subsequently developed section ~ changes independently
on our Wellbeing Questionnaire ¢ Long-term Goal is to review the

* We receive ongoing Qualitative changes in HbAlc with new
feedback from talking to newly patients in the first year post
diagnosed families who are diagnosis.
following the new
Empowerment Protocol
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DIABETES HEALTH AND
WELLBEING SUMMARY
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Please add as much information as you can. It will help your team to understand what is going well, but also

help to make life more enjoyable?

Things that are causing c i have questions about or want to talk

Please turn over
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For each of the following areas please indicate which trafficlight colour best matches your level of concern.

Does not limit joining in everyday activities or enjoying life.
Regularly or intermittently limits joining in everyday activities or impacts on ability to enjoy life.
Frequently limits joining in everyday activities or impacts on ability to enjoy life.

Areas of Interest / Concern No Some Serious
Concerns Concerns Concerns

Physical health concerns

Trouble with your feet

Eating, carb counting, food, appetite, weight concerns

Sleep

Hypos (low blood sugars)

High blood sugars

Equipment issues (blood monitors or pumps not working)

Difficulties doing injecti / las or probl with injecti: sites (I )

HbA1c — Overall Blood Glucose control

Sick Days — what to do?

Self: 1t of diab — insulin dose adjustment

Risks of long term complications

Alcohol / smoking /drugs

Exercise

Going on Holiday — being prepared

Transition to Adult Services

Emotional issues (mood, anxiety)

Self-injury / self-harm / suicidal thoughts or ideas

Disruptive or challenging behaviour

Friendships and relationship difficulties

Family issues, disagreements or stress

School issues, bullying or trouble with teachers

Do you have enough information about diabetes and services available to you?

Other (please specify):
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About Insulin Dose Adjustment

When was the last time you made a change in your/ your child’s insulin doses?

Did you do this

[ onyourown ?
[J  on the advice of a member of the diabetes team ?

How confident do you feel in making dose adjustments? — Please tick on the scale (1= Not i 9= Very i )
Not confident Very confident
1 2 3 4 5 6 7 8 9

How can we help you best to make independent changes?.




What have we learnt and how are we

building that learning into our daily work

* We have seen the benefit of how
self management from diagnosis  * Following the successes with

has a positive effect on new patients, we are starting to
patient/family confidence share our QI project with the
around their diabetes. whole case load. We are working

to gradually empower those
who are interested so they too
will see the benefits of self
management.

* We feel this project has brought
us all together as a team more
effectively.

e Learned the importance of
collective responsibility.
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7/ Barriers that are bugging us

* One of the main barriers for new * Barrier for existing case load is

patients is access to home changing the culture of their
downloading, living in a socially behaviour after them having
deprived area not all families relied on the team making
have computers. clinical decisions for them.

* Recent agreement with the trust
that we can use NHS England
Diabetes Transformation Fund to
purchase some laptops for those
families in this set of Sunderiond Chibtrenand
circumstances. a7 2 dbets Senise




