Examining Ways to Improve the Health Care of People Experiencing Homelessness with Diabetes

Samantha Dorney-Smith, Nurse Research Associate; Lynne Wooff, Diabetes Specialist Nurse;

Rebecca Lace, Advanced Clinical Practitioner

WHAT WE DID—15 month national QI prOjeCt, 20 nurses involved Face to face event in April 2024 briﬁging nurses running ;. 0G0
plus wider MDT and Expert by Experience steering group w

Bolton project:

. The Diabetes Service has a community site managing adult patients 25yrs + from
Literature review (34 papers, mostly USA and Canada) E | across Bolton with complex diabetes conditions on an outpatient basis, taking
Review of 5 Safeguarding Adult Reviews * ~ ~ referrals from GPs and the in-patient team. There was no specific part of the ser-
vice dedicated to the specific needs of the homeless person with diabetes before
the project led by Lynne Wooff

The Homeless and Vulnerable Adult Team provide an outreach service supporting
those rough sleeping, staying at the night shelter, homeless hostels, temporary
accommodation, as well as an in-reach service for those attending the hospital.
Rebecca Lace has been the main contact on the team.

2 open access online workshops — on challenges and best practice

Visits to 4 areas of good practice — Bolton, Liverpool, St Helens,
Plymouth

13 practice-based nurse led quality improvement projects across
England and Scotland — visits to Edinburgh, Leeds and Bournemouth

Diabetes and inclusion health survey — 104 respondents RESOURCES:
3 Expert Patient interviews & devel t of video / audio content | faithsalth
xpert Fatieht INTETVIeWs & CevEIopment Or VIGEo atdio tonten . E-learning module Results of collaboration and targeted approach:
1 face to face event in London sharing the nurse led QI projects - Apri NS [FElEE! il 64% of patients on program have completed ALL 9 diabetes care process
2024 website LBk [ 0
o 0 IiF LI L : :
e o refining TsenEEs T s el dhaze (& .._-ll-..|,.!._.,..!._.|..,._ The data from small sample of patients taken for a matched period before and

(T,

after joining the program shows reduction in ED attendances and bed stays.
Positive Verbal feedback from patients:

Audit resources

WHAT WE FOUND — many ways to improve care in reference to: . Eye care leaflet NHS
) . o Bolton

S - . . . _ ‘No-one has ever cared like this B Lol

|dentification and clinical management of Type 3c Diabetes . Groundswell information /g% ) ) ] ] _
| o | - leaflets on diabetes and ( 7 . “No-one has ever spent time like this / explained this’

Use of Continuous Glucose Monitoring, and adaptions to insulin re- o _ _
gimes for people with addictions managing it . Lynne is now funded perman_ent_ly to work_W|th the HVAT team 1 day a week and

o | | | QICN Homeless and Inclusion the local approach has had significant national recognition
|dentification and responses to mental health issues associated with Health Proaramme clinical quidance
diabetes e.g. eating disorders and overdose risks J J

" : : : : : : resource ~: institute of Annual 9 Diabetes Care Mean HbA1c, Systolic BP, Cholesterol & ACR %
Nutritional & food security screening, vitamin/mineral supplementation, Pathway Qlcn Gommunity Processes (CP) ; Impmvem'ems
& possible supervised supplementation of nutrition supplements .

prOJGCt @ PCIthW(Jy o Parameters Mean at Baseline

Missed retinopathy screening / missed foot checks in primary care and report wlieng

75.31 mmol/mol 68.63 mmol/mol

on admission to hospital and responses to both

Systolic BP 151 mmHg 135 mmHg

,

To contact us re the wider project:

Hospital discharge and other transfers of care / location Type of Diabetes mAIl9 CP
Cholesterol 4.37 mmol/L 4.25 mmol/L
Self-neglect and safeguarding and the management of risk W Misscel -
T . f d d I B U r‘d ett Tr‘u St M Type 1 (h:ﬂl:;ssed , 35.88rn(/mmol 10,59 mg/mmol
rauma informed care and language for Nurs ng Tyl o
Expert patient Kellie talks about her feelings when being diagnosed with diabetes: W Type 3c 2 CP
; Top tips for i W Prediabetes
/HOW D1 ITFEEL GETTING DIAGOSED WITH DABETESD o ‘”
ﬁ,,,c_ SPOKEN IS, Bolton FT Hospital Impact Data Eﬁ?tr;i VF\I/SEZIVGV}QZ g;]ed B
@ EBE U_ED Vo DOWN To Reduced Bed Days by 58.8% and Reduced ED attendances by 65.8% (. SULELERMERCE L
f— | : s o :

2

Comparison of Hospital Attendances Pre & Post Diabetes Program
Involvement
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Samantha.dorney-smith@ucl.ac.uk
Bolton specific enquiries: ‘\

lynne.wooff@boltonft.nhs.uk E e —— y 2

rebecca.lace@boltonft.nhs.uk PRE POST
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homelessnursingteam@boltonft.nhs.uk

5 most frequent attenders (>10 admissions; data counted for same time duration pre & post
program involvement). NB. Not included CS 1 patient as social admission bed days and medically
stable




