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Overview

• Introduction to the ‘Big Room’ & ‘Flow coaching’

•Diabetes Foot Big Room case study

•Learnings & challenges from the reality of its 
application in today’s NHS
•Can we mitigate?

•What can we do as individuals, teams and institutions



What is the ‘Big Room’



Microvascular Complications



7,000/year

86% of inpatient costs 

are for ulcer admissions 

90% of diabetes 

budget (0.8-

0.9% NHS 

budget)



Mon    Tue    Wed    Thur   Fri      Sat      Sun

Week 1

Week 2

Week 3

Week 4

Imperial Multidisciplinary Foot Service
Podiatry 

clinic

MDT Foot 

clinic
Multi-professional 

MDT Foot clinic



Amputation incidence per 10,000 subjects with diabetes 

in Westminster treated at St Mary’s in financial years 

2004-2007 compared to 2007-2009

J Valabhji. Reducing Amputations at a multidisciplinary diabetic foot clinic. 

The Diabetic Foot Journal 2011 14 82-87



2015-16 Prelude (Vascular CSIP) 

Thistle Nurse  IR 

Training Programme

Cost savings £9,555 (n=10)
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Median LOS (n=10)Multi-

professional 

MDT

BUT:

•Median t to Podiatry referral 6.5 days (n=20)

•Median time to IP angioplasty 3.5 days (n=67)

•Patient experience – ‘waiting for tests’ (n=23)



2017: And then came FLOW…



FLOW improvement: the 
structure

Diagnosis - 

Change Ideas

Treatment 

– Test 

changes

SDSA

‘Standardise’

Assess

2 coaches

- QI methodology

- Engagement

- Social movement

- Behaviour change
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‘Post-it 

Frenzy’

Build a Big 

Room

Specific aim

Generate 

Change 
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Brainstorming
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Benchmarking 

and visits

Process/Value 
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Coached weekly
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Coaching skills

Helping 
Active 

Listening
COM-B Reframing

Ladder of 
Inference

Resistance

& Reflection 
Psychology

ARTS & 
PEARLS

Giving & 
Receiving 
Feedback

Time 
Management

Coaching 
Roadblocks

Troika 
Consulting



Diabetes Foot Big Room 

Patient 

journey & 

experience

Early access 

to expert 

care



Effective meetings – for the first time 
(and always since)

•  Conducted in a disciplined manner

•  Active participation of all

•  Clear action items

•  Agenda for the next meeting

•  Evaluation of meeting

•  Runs to time

 
Leader Timekeeper 

Facilitator Recorder 

Prepares the agenda and help the team move 

through it by eliciting participation from all. 

• Keeps the team on time by tracking 

time through each agenda 

• Re-negotiates time           

allocations where            

necessary 

• Announces half time, one  

minute from end and end 

times 

• Keeps a visual record for the team 

• Tracks the next steps/

action items/parking lot 

lists 

• Manages the group processes by     

ensuring balanced participation from all 

members of the group 

• Alerts the group when the 

discussion is not  focused 

on the agenda 

0 10

What went well?

What could be improved?



Diabetes Foot Big Room 



 

• Institutional competition works against 
pathway 

•  

• Board round lack of structure 

• No defined DF pathways 

• Thistlewhaite facilities 

• Contradictory opinions on right 
course 

 nfrastr ct re  r cess  n esti ati ns   
 nter enti ns 

• Staffing e.g. duplex, nurses on Thistlewhaite 

• Not all specialist consultants (in endo) are DF 
specialists 

• Beds – capacity and allocation 

• No co-location with vascular 

• Waits for Zachary Cope 

• Multi-site issues 

• Cerner issues e.g. template delays, no diabetes 
flags, not user friendly to read notes 

• Imaging – MRI scanner breaks down 

• Lack of screening – falls, cognition, 
frailty 

• No foot ward round template 

• EDD not always known or no medical 

decision on care plans 

• OT/PT time of assessment 

• Lack of screening of diabetes inpts 

• FWR 1xweek and only at SMH 

• Lack of recognition of DF issue at admission 

• Lack of continuity between teams 
(internal & external) 

• Lack of continuity – consultant of the week 

model 

• Outcome measures – quality of life not 
taken into account 

• Access to equipment e.g. prevalon 
boots, pressure relief mattresses 

• Foot Waterloo score not done properly 

• Delays – duplex, angio, imaging, surgery 

• Lack of dedicated slots 

• Pts bumped off emergency 
surgery lists and inpt slots  

• Unnecessary investigations – previous 
history not known/not read 

• Variability & timing of MDT 

• Admit pts to bypass OPD waiting lists 

 e  le  act rs   mm nicati n  isc ar e 

• Conservative approach to treatment 

• Expectation of long stays – leads to not 
chasing tests 

• Frailty status – not always performed/identified 

• HCPs not reading notes 

• Between Foot MDT & ward teams 

• Between Sites 

• Between specialties 

• Between nursing staff and medical team 

• Between investigation depts 

• Lack of coordination of care 

• With other organisations (GPs, Community, 
Trusts) 

• Social Services 

• TTA delays 

• Late referrals to OT/PT 

• New care package delays 

• Delays in referring/starting 
community vac 

• No confirmation re DNs 
receiving referral 

• Vac and larvae not provided 
by all boroughs (Brent & HF) 

• Delay in referral to DN 

 ffect   
 ong length of 
stay for dia etic 
foot patients 

Key: 
renal patients only 
 

• Difficulty in liaising with satellite units 

• Varying levels of clinician engagement 

• Lack of communication between microbiology 
at HH and SMH re foot pts 

• Duplication – lack of clarity over points of 
contact 

• Cognition – not always determined/identified 
as an issue 

• Staff overwhelmed with complex needs of 
patients and need regular up-skilling from 
diabetes specialist nurse 

•  • Challenges with dressings on renal wards and 
centres 

• Lack of advanced care planning between foot 
and renal MDTs 

• Main focus on renal/dialysis issues - associated co-
morbidities sometimes overlooked 

• Surgery delays due to dialysis* 

• Renal dialysis at HH while vascular hub at SMH* 

• Visibility of scans – access to duplex results from 
HH/SMH/CXH 

• No interventional service at HH 
•  

• No dialysis at HH* 

• Microbiology expertise is at SMH 
•  

• Service centred care not patient centred care 
•  • Antibiotic ownership when given over dialysis 

• Some disconnect re anti-microbial 
resistance – who advises? 

• Few inpatient visits by podiatry on HH wards 

• No foot round at HH 

• No treat and transfer – delays in angio 
and vascular for pts at HH 

• Renal unit not aware when podiatrists are 
on site 

• Timing of foot WR and dialysis 

• Renal ward nurses don’t know who to 
refer to 

• Dialysis patients off-site for long periods 
of time due to transport 

• Renal ward nurses don’t know who to 
refer to 

• Service level agreement between renal 
and podiatry not defined 

• Pts who dialyse at other hospitals e.g. 
NWP seen by several specialties 

• HD causes pts to miss WR/drugs/podiatry 
reviews/investigations 

• Palliative care involvement can be late • No robust F/U of plasties for renal pts – 
lack of ownership and no pathway 

MDT ward 
function 

IR and Vascular 
delays 

Key improvement 
areas 



Diabetes Foot Big Room 



Referral 

and 

treatment 

pathway

Electronic 

patient 

record

Diabetes 

foot checks

Inpatient 

MDT 

function



Diabetes Foot Big Room 





Staff Confidence scores
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Staff confidence scores BEFORE and 
AFTER 'Putting Feet First' campaign 
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‘  ttin   eet  irst’ cam ai n ’10-Point Diabetes Training’



Diabetes foot check audit Sep 2017 (n=43) 
vs Dec 2017 (n=53) vs Nov 2018 (n=52)

50%50%

Feet checked within 24 hours 
September 2017

Yes

No

83%

17%

Feet checked within 24 hours 
December 2017

Yes

No

79%

21%

Feet checked within 24 hours 
November 2018

Yes

No

Snapshots of activity 

from areas with 

high intensity workflow 

that have engaged with 

the programme.

We need LIVE data from 

all clinical areas

to identify training needs 

and resource allocation  
(and we have not had it for >2 years!)
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Big Room commenced April 

2017 with initial focus on MDT 

foot team function (There is also 

a 6 month data gap)

9 points below median indicate 

a Statistical Process Control 

“rule  reak” – median and 

control limits recalculated
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➢ Reduced length of stay
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➢ Reduced long stay patients
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We need LIVE data!

Major Clinical 

Analytics project



Diabetes Foot Checks – launched May 2019

Watch this 
space…

NADIA HARMS



Innovation? - Journey of reflective 
self-improvement

• ‘Big Room’ & Changes through it

• Clinically & Non-clinically led (team leadership skills)

• Clinically driven

• Non-hierarchical

• Permission to fail & try again (PDSA)

• Patient participation

• Ownership of change

• £500 budget

• Business ‘as usual’

Improvement is 80% human and 

20% tec nical (‘ab  t  e  le’)

‘Ser in  t e c mm nity can 

indeed be j y’



Challenges

Changing culture at Institutional level 
involves giving people the TIME to 
sustain the Big Room

•Time

•Data quality

•Engagement (specialties/sites)

•Time to implement changes

•People’s commitment to ‘doing the work’ can 
be variable

•Business as usual: ‘We will Big Room it’
• Focus on problems with good diagnostics



Challenges

• Changing culture at Institutional 
level involves giving people the 
TIME to sustain the Big Room

• Faculty with FCA Imperial
• Departmental support

• Clinical commitments reshuffled

• Members of the MDT & Big Room 
undergoing QI formal training to 
be able to support the Big Room



Image result for valabhji

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwj9xbnc4OvPAhXIXhQKHXpIB2oQjRwIBw&url=https://www.england.nhs.uk/about/whos-who/ncd/&bvm=bv.136499718,d.ZGg&psig=AFQjCNEY8B2HBQb1N9bSY4G5dPCjogp-fA&ust=1477134432451852


Congratulations, Diabetic Foot Team!

Congratulations to the 

Diabetic Foot Team who were 

shortlist finalist at the BMJ 

Awards 2019 for “Diabetes 

Team of the year”. 

The team have also been 

shortlisted for the 

Chairwoman’s Award in the 

category of “Driving 

improvement through data”. 

The Big Room concept of 

designing and improving 

services was harnessed by 

the team and the project 

supported the service in 

creating systems to capture 

data within existing electronic 

records. The Diabetes Foot 

MDT tool which is used for all 

patients with active disease, 

is an example of this. The data 

captured converts  into 

auditable measures which can 

be used to benchmark against 

national standards. 

The project has promoted 

collaborative working from all 

stakeholders and improved 

both staff and patient 

experience.

Contact: Donyale French
General Manager, Specialist Medicine HH

BMJ Awards 

2019



ICHNT Make a Difference Awards 2019

‘  airman’s Award 2019 n minati n’ 



Next…



Mitigating our challenges

• RESILIENCE 

• Clinical coach = Clinical lead for 
the service

• ‘Stepping  ack’ physically in the 
Big Room 

• Active weekly coaching by non-
pathway coach

• Independent coaching (at home)

• Involve key Big Room members 
in Q  H b ‘c ac in ’ acti ities

• Building team leadership in 
coaching

• IT leadership rather than 
support

• Live data to support the Big 
Room weekly

• Clear direction of travel 

• NOT everything can be fixed 
immediately and in a finite 
period of time
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