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Assessing equality of access and provision of Palliative and End
of Life Care in a Coastal Community: A mixed methods study
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1. NIHR ARC East of England Fellow, 2. Norfolk and Norwich University Hospital, Norwich, UK 3. University of East Anglia, Norwich, UK 4. NIHR ARC EOE Deputy Theme Lead
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Background:

* Coastal communities are known to be disadvantaged when it
comes to provision and access to healthcare. 1}

« This is due to factors such as poor transport links, social
deprivation and difficulty recruiting health and social care staff.

* Health issues such as cancers and organ failure leading to
terminal illness have a high prevalence in coastal populations 2!

* There is no current research looking at whether coastal
communities are disadvantaged when it comes to palliative and
end of life care (PEoLC), and this study hopes to fill that gap.

Research Aims:
1. To compare PEoLC outcomes for patients living in coastal regions
to those living further inland to examine if there is a measurable

difference.

2. To use this information to explore the views of healthcare
professionals who provide care to these patients as to why there
are (or not) differences in these outcomes for in patients living in
coastal regions.

Methodology:
Mixed methods explanatory sequential study (see Fig. 2)

¢ Quantitative phase
* Deceased patient records from JPUH and ECCH

¢ Compare PEoLC outcomes in coastal to non-coastal
patients (defined by LSOA)

* Is there a measurable difference?

=« What outcomes need to be explored in Phase B

Analysis

* Qualitative phase
* Focus groups of healthcare professionals working in
coastal regions

 Reflexive thematic analysis

=« Develop ideas for implementation projects

Analysis

* Working with ECCH/JPUH/ICB/St Elizabeth Hospice
to implement change to improve access

| Figure 2: flow chart of the research study showing explanatory sequential design |

S
| Fig. 1: Norfolk & Waveney Map of Deprivation 2019 (the darker blue, the more deprived)® |

* ReSPECT
documentation

» Preferred place of
death achieved

* Presence of care
package

* Time taken to
source CHC care

* Anticipatory
medications in place

 Syringe driver use

* Time before death
of referral

* No of contacts

* F2F v.s telephone
contacts

Next Steps:
» Study ongoing: data collection & focus group recruitment start in
Autumn
* Further updates to study:
* Next NICHE conference
« Dying Matters Week May 2024
* NIHR ARC showcase April 2024
* Do you have any ideas/thoughts about how we can improve PEOLC
in coastal communities?
» Contact Abi if you would like to get involved:
Abigail.Hensley@nnuh.nhs.uk

‘Rebrences:

1. Whitty C. Chief Medical Officer’s Annual Report 2021: Health in Coastal Communities. Dept of Health and
Social Care. 2021

2. Public Health England, Cancer Ri h UK. N | Cancer Intelligence Network .Cancer by Deprivation
in England Incidence, 1996-2010 Mortality, 1957-2011. May 2014.
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An innovative approach to improving practice education to develop the physiotherapy workforce
Melissa McGeary BSc MCSP, Anna Baker MSc MCSP, Therapy Department, JPUH, Gorleston, NR31 6LA

James Paget

|

Burpose

As a Therapy Department, placements were completed on a 1:1 student-supervisor model, unevenly distributed
most of the year. This had a detrimental effect on the educators’ wellbeing due to limited capacity for project work
and feeling restricted with annual leave. Educators fell increasing student numbers would impact on quality of

placement experience.

Our aim:

. Maintain a high standard of leaming in student placement experience whilst supporting workforce
wellbeing

Standardised approach for student placement experience across all specialties
Meet increasing demands from universities

Results

For the academic year 2022/23, our placement numbers

have risen by 34% compared o previous years and

student feedback has remained positive.

Students enjoyed:

* Peer leaming opportunities

o Emphasis of teamwork demonstrated through project $ &« m B ®m2 B W =
work

Number of students on placement
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Method
We used the model for improvement 1o measure the success of our new student model. Our model ams to

cater for increased placement demand whilst maintaining quality experience for students, but also giving
educaltors and specialties space for project work and staff development.

Our outcome measures were:

. Number of student placements within the acadermic year

. Student feadback questionnaire (Likert scale and open lext)
. Verbal feedback from educator debrief at end of placement
. Retrospective educators’ wellbeing questionnaire

We used the 2:1 studentis-educator model. with a team-based approach to education incorporating
physiotherapy and occupational therapy students. Instead of having one or two students three to four times
a year, specalties have two concentrated blocks of four to eight students, creating ime for the teams fo focus
on team projects and ressarch. This was trialed in two leams as part of the first PDSA cycle. Although there
are named educators for supervision, the leam share the responsibility of student education. Our support
workers completed an online module on how 1o support students, recommended by the CSP

The students were allocated time each week o work on a group project, which they presented at the end of
placement. They attended weekly collaborative leaming-in-practice sessions with other health care students.
Students were also encouraged 1o join existing Band 5 training and Preceplorship.

"I felt more involved

Impact

Placement capacity has increased by 34% with

scope for further expansion o meet demands and

widen our calchment from one lo three

universities.

+ Student projects developed as part of this model
have directly fed into the department’s embedded

"I had more
time for team .
projects” ~
orthopaedic
physiotherapist

in the student
placement™ —
Therapy assistant
practitiones

_——— Pamwwr Vocw
Contact Acknowledgements
Melissa megeary@ipaget nhs uk Thank you, Emily Leeks, placement co-Ordinator and Clinical Specialist OT,
Annza Baker@wseh nhs uk JPUH, and Rene Gray, Professional Lead for physiotherapy, Research feflow,
Twitter: @melimcgearyl5 JPUH for their ongoing drive to support research and innovation within the
@melows department.

research culture.

+ A Senior Occupational Therapist has successfully
secured a research fellowship buiding on a
student project. The next stage is to complete a
second PDSA cyde 1o indude two more
speciallies.

We will aim 1o gather further quantitative feedback
from specialties 1o support our developmeri

members of staff an opportunity to be part of o
student education.

References
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Background

The Guiding Lights for Effective Workplace Cultures programme was commissioned by NHS England and jointly delivered and evaluated by the Foundation
of Nursing Studies (FONS) and the former ImpACT Research Group (now NICHE) at the University of East Anglia (UEA). The programme focused on applying
the four ‘Guiding Lights’ to the community (nursing and/or interdisciplinary) team setting.

The anticipated outcome of the programme was that it would enable learning about how current workplace cultures (as experienced by programme
participants) map against the Guiding Lights (as a framework to support practice and team development) and the steps needed to facilitate learning and
effective workplace culture development at an individual, team, service and systemwide level.

Guiding

for Effective
Workplace
Cultures

The Guiding Lights for Effective Workplace
Cultures were developed as part of a three-phase

Lights

Workplace culture
The development of workplace cultures that are effective and person-centred is a key focus

for practice development and transformation activity. A number of high-profile reports and

investigations highlight its centrality to quality of care, leadership and overall workforce satisfaction.
The Covid-19 pandemic has shone a light on the importance of workforce ‘wellbeing’ linked to

resilience and the importance of workplace cultures that are person-centred, safe and effective.

The Guiding Lights built on the authors’ experience and understanding of working with ‘real world’
complexity and being part of practice, team, system and regional transformation, along with earlier

published work.! Each Guiding Light describes what good workplace cultures are and identifies the

intermediate outcomes that result for those providing and/or experiencing care/services.

Together the Guiding Lights account for the following ultimate outcomes:

» Strong, high-performing teams
» Staff retention and low sickness rates

study based on the principles of appreciative
inquiry and realist evaluation:

* Collective leadership
¢ Living shared values

» Safe, critical, creative
¢ Change for good that

TABLE 1: PROGRAMME EVALUATION

Satory, Wckting key themw

Part1

Participants were asked to reflect on what
was good about the programme and what
they had taken away from it, Responses are
on the right,

They were also asked what could have made
the better. Many
they would have liked the programme to be

opportunity to share outcomes and reflect on
these with the group.

Part 2

Participants were invited to share their
learning and reflections from the programme.
Transcripts from group and Individual
discussion and subsequent blended stories
from practice were shared with participants
for agreement of accuracy and approval,

Reflection
on the
programme

“Using the gulding
lights with my

team gave us the

framework to consider all the elements
of our team culture and how we can
make changes that are informed by
everyone and have a strong sense of
meaning. We held several workshops
inwhich we used claims, concerns

and issues to highlight the key areas
inwhich the team felt it needed to
change, We developed an action log as
previous ideas and changes had been
lost and drifted, leading to staff feeling
disempowered, Having a live action log
and regular reviews meant that staff
felt heard and real ownership of the
changes being made because they had
written them/|’

that|

longer and others would have welcomed the |

learning environments
makes a difference

were
The programme:
* Acted as a means of reflecting on culture and engaging teams in discussions and
action planning
* Facilitated learning with and from others
* Enabled participants to recognise that they share goals/challenges/issues, helping
to reduce any percelved sense of isolation
* Provided time away from practice to think, reflect and plan, which was linked to
team effectiveness, workplace culture and wellbeing
* Encouraged Integration of the Guiding Lights into practice and continuation of their
development with teams

1, How did you approach using the Guiding Lights with your team?

* Bringing the Guiding Lights to team meetings; discussing with individual team
members; and sharing widely to enable discussion

* ‘Context’ was dentified as a difficulty - working with competing pressures and
priorities. The Guiding Lights encouraged team thinking about workplace culture,
enabling people to ‘look upward, outward’ and to the ‘future’. This was seen as
fundamental to team wellbeing

2. What worked well and why In using the programme?

It provided a structured approach to understanding workplace culture and
supported the development of structured approaches to team development

« |t helped open up discussion about what mattered to staff. Parocipants used the
Guiding Lights based on their understanding of what would add most value to
the teams based on where they were currently and the potential for growth and
development

3. What would you do differently and why when using the Guiding Lights?

* Better appreciate the Importance of language that was ‘accessible to all' and the
need to adapt and be creative in working with their teams. Working remotely
during Covid highlighted this

* Help prepare individuals for the feedback received about workplace culture, when
there might be different perceptions of how effective the culture is

* Ensure the ‘time and space’ to work with the Guiding Lights amid workload
pressures

4. Who will have benefited and how would you know?

Guiding Lights allowing the ime to focus on workplace culture, address challenging

situations and have difficult conversations, Chservable outcomes that benefit staff

included.

* Bewer communication across locality based teams

* Less duplication of work and more effective use of staff time

* New ways of working linked to better outcomes for patients and staff Support for
individual and team g and growth

4. Where and what next?

Participants felt they were at the start of their journay with their teams and were
committed to progressing the Guiding Lights further. They saw the end of the
programme as the start of an ongoing process for the and for
their teams, In terms of learning about, Improving and sustaining workplace culture

3Carn 5, Sasaters, €, Weksser, 1. Mabey, €
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* Sustained positive, improving, workplace cultures not dependent on specific individuals
» Building effective partnerships within and across settings

Participants

Participants were nominated by their employing organisations
across England. The 21 participants came from a variety of different
community nursing and interdisciplinary teams and held a variety of
team and clinical leadership roles at Agenda for Change bands 7-8a.

The programme

The programme drew on the practice development principles of
Collaboration, Inclusion and Participation (CIP). It ran for six months,
followed by an offer to participants to join a Community of Practice
for ‘Culture Change’ as part of the UEA School of Health Sciences’
newly launched Collaborative Workforce Transformation Academy.

Covid-19 restrictions meant it was delivered virtually via three
workshops/webinars along with two follow-up regional support
groups. Additional virtual 1:1 support was offered by FoNS and UEA.

Evaluation

Evaluation was a continuous process throughout the programme.

At each workshop, participants were invited to draw from realist
evaluation, ‘what worked for whom, in what circumstances and why?’
The programme evaluation outcomes are presented in Table 1.

Conclusion

The programme enabled participants to work together both
nationally and regionally, focusing on workplace culture. The Guiding
Lights framework acted as an enabler/starting point for them to enter
into conversation and dialogue with each other and their teams.

An emergent theme throughout were the multiple challenges faced
by participants on a day-to-day basis. However, they consistently
focused on wanting to make a difference to care and teamworking,
recognising the importance and centrality of effective workplace
cultures. While the focus was very much on the ‘here and now’, there
were opportunities to ‘look to the future’ and ‘new possibilities’.

Acknowledgements

Our thanks to Hilary Garratt, former Deputy CNO, and Sam
Sherrington, Deputy Director of Community Nursing, NHS England,
for commissioning this programme. Our thanks also to all the
participants who contributed so actively throughout the programme.

For a copy of the fully referenced report, please contact:
Dr Jonathan Webster: Lwebster@uea.ac.uk
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Care Worker Job Evaluation Framework

In 2021 Norfolk Care Association (NorCA), in
partnership with Innecto, a pay and reward
consultancy, began work on the Care Worker Job
Evaluation Framework. Using research into skills,
job descriptions and pay within the adult social
care sector, we created a methodology that
allows for the comparison of work roles within
social care and with other sectors including
health thereby promoting parity of esteem and
the equal valuing of skills and competences
regardless of employer.

Following an extensive desk top study followed by
testing with individual social care providers, the
Framework was finalised in late 2022. Consisting of
S levels and 7 key attributes or work factors, it also
includes a pay calculator and Guidance on use.
In 2023 the Framework was transformed into an
online evaluation tool, for providers across
Norfolk, the East of England and the rest of the UK
to use.

The online tool offers the opportunity for providers
to assess the skills of employees, to benchmark
their capabilities and review their current training
and support offer. It facilitates the creation of a
coherent staffing structure that offers clear
career development and provides a vital
opportunity to gather data on real time pay.

This tool is the first in the country to offer this type

of support to the adult social care sector and has

already been widely socialised with Partners

across the UK, including other Care Associations,
ocal authorities, MPs and Ministers.

The Framework draws on experience, qualifications, skills, expertise,
level of individual responsibility and complexity of service delivery
and will support the development of a robust career pathway within
the adult social care sector.

It provides both generic and social care-specific descriptions of job
skills, bringing together transferable and industry specific knowledge
and skills. The skill levels selected from each of the seven work factors
are fed into an algorithm which gives an overall skill level for the job
role being analysed. Th e descriptions chosen for each work factor
can be downloaded for providers to use with staff atinduction, as
part of HR reviews and as evidence of skills audits for CQC.

Feedback on the tool to date has been very positive and NorCA has
used the experience of developing both the Framework and online
tool to inform its contribution to recent Government consultations
such as the social care workforce pathway.

Care Worker Job Evaluation Framework
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Care with Kindness is a programme offered to all staff at the Queen Elizabeth Kings Lynn to
enhance their understanding of the impact of them on care.

The facilitators of Care with K ted and with an ever-changing
environment which embedded, practice centred delivery of the programme ensured that
the pace of change was kept up to date,

The design and delivery of the programme has required clear leadership from ward to board
and is underpinned by patient feedback and par

Care with Kindness was developed as a result of a number of different data sets such as
complaints, inpatient survey, FFT etc where staff were, it was being reported care was
‘rushed’, or not 'kind' with little emphasis on an individualised, person centred approaches.

As 2 result, a prog ne was devel d exploring the fundamentals of care delivery using
learning approaches that encouraged staff to reflect on their practice and to encourage a
safe psychological space for individuals to talk through care experiences that did not meet
the Trust values of ‘Fairness, Wellness' and ‘Kindness',
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The design and delivery of the programme has required clear leadership from ward to board
and is underpinned by patient feedback and participation. Whilst the topics’ may not
change working with le who have d and experienced our services does, which
enh. positive oL for participants and develops understanding and learning from
and in practice, We use multimedia approaches to enable patient participation along with
practical sessions with service users and voluntary groups, using interactive approaches to
support learning In order that we can share and support some of the emotional ‘turmoil’
explored through reflection from practice.

600 participants (reg d and unreg d staff) have attended and report the
programme as ‘enlightening’ and ‘breaking down barriers’ enabling individuals to develop
the courage to challenge practice and the status quo. Many participants have remarked on
the feeling of being in a group of like-minded staff who are able to ‘carry on' - on a number
of occasions we have had reported that staff had felt they would leave their roles before the
programme but now having completed the Care with Kindness programme are not looking
to do so because they feel both enabled and empowered to question and deliver care that
has kindness and compassion at ts core.
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Speech Analytics Auditing
In an NHS 111 Provider

Define

NHS Pathways is a clinical tool used for assessing, triaging and directing
the public to urgent and emergency care services by NHS 111,

All NHS Pathways users must be audited in line with Schedule 4 of the
NHS Pathways License agreement; this maintains good practice in call
handlers and ensures a safe environment for patients. Calls can be
audited retrospectively or live.

A review of the retrospective auditing process at IC24 showed several
organisational challenges that slowed and complicated the process:

« Manual processes and inconsistencies

* Small sample sizes

* Lack of visibility around auditing

IC24 procured Nexidia which is speech analytics software. A project
group was formed which included clinical input to ensure the system
was safely implemented to support the safety and care to our patients,
whilst delivering in efficiency benefits.

Measure

Retrospective audits took an average of 21 minutes. This was done by
manually recording a sample set of audit timings.

In addition, voice recording had to be manually retrieved which took ~ 4
minutes 20 seconds. Live audits took around 13 minutes to complete
which was the same as the time taken for the call.

Retrospective Audit Questions:
« 13 demographic questions

« 19 pathways questions

Live Audit Questions:

+ 11 demographics questions
« 10 pathways questions

Audits were recorded on excel spreadsheets and results manually semt
to call handlers for review

Looking at the questions asked during both audits, potential
questions were identified that could be automated using a voice
analytics software.

Retrospective Audit Questions:

« B out of the 13 demographic questions
« 10 out of the 19 pathways questions
Live Audit Questions:

* 9 out of the 11 demographics questions
« 6 out of the 10 pathways questions

Improve

in July 2021, the Nexidia software replaced the manual auditing.

This integrated the voice recording retrieval, call auditing
assignment, auditing. and result sending into one place, which both
call handlers and auditors could use.

We carried out a full in depth analysis to identify the different ways
our advisors could question the patient and did rigorous audits to
ensure that all our automated queries worked at a precision over our
95% accuracy threshold.

« Al B of the potential demographic questions were automated
« 1 of the 10 potential pathways questions was automated.

This reduced the average evaluation duration down to 14 minutes.

+1C24

INTEGRATED CaARE

4"

The final 9 potential pathways are being developed in Nexidia to
be automated.

The new auditing tool has fully taken over the old preccess, with
training being provided to call handlers and auditors ocefore the
rollout. With ongoing development to increase its fur ctionality.

We are also able to see how well staff adhere to new changes in
processes.

Average Evaluation Durations Prior Vs Pest
Implementation

£ 18:39

g 17:12

= 15:46

~ 41290

@ A9.LV

E 1253

= 11:27

10:00

o

eee Prior —Post Linear (Post)
Old Demographics Process - Non Adherence
30.0%
25.0%
20.0% —

15.09
10.0%
5.0%
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The best care
for every patient

Introduction

The Norfolk & Norwich
University Hospitals NHS
Foundation Trust (NNUNFT)
needs to be able to deliver
sustainable growth in the
Nursing. Midwifery and Allied
Health Professional
workforce

One of the ambitions of the
NHS Long Term Workforce
Plan Uune 2023) includes
scaling up the number of

people in leaming

To meet this ambition,
NNUHFT placement capacity
will need to increase, while
maintaining the required
quality and level of
educational support.

Highlights of the project are:

1. Apprased current capacity
picture

2. Reviewed governance
processes

3. Streamiined processes and
created policies

4. Suggested solutions

Authors: Donna Hill, Projects Lead
Vicky Ransom, Project Support Officer

NNUNFT is currently using a Fair Share
Formula to calculate placement
capacity in each area.

Fair Share Formuta

Whole Time Equivalent Registered
Practitioner (WTERP) X 0.375 =
potantial number students Slocated
1o placement at any one time

Number of WTERP | 40.52 WTERP x 0.375
=15.195

No: maximum
current placements
offered

The capacity figures are divided between
our local Higher Education Institutes to
meet our commissioned student numbers

5y
e k
E ﬁ
We aiso offer elective placements to
students outside our existing

-

Daily Capacity Formula

NNUHFT h

provding st

has had a detrimental effect o

students placement experience

have IT access from September

023
20

Norfolk and Norwich
University Hospital

Student Experience

e Students feel welcomed

and vadued

¢ improved traming and

s for stafl

Shaping 'uture

workforce

Our next steps

L. Review our placement map

2. idemtify areas Lo piot daily capacnty

mode

3. Evaluate and feedback to NNUNFT
Board

4. implement any changes and roll out
across all professions (Nursing
Midwifery and Alllied Health

Professionals) in NNUNFT

5. Share our learning across the Norfolk

& Waveney Integrated Care System

6. Our objective & 10 publish this




v

© Our Vision

Shared Decision Making Councils cac
Led by Jessie Voon & Amy Barton Well Led

cac

Responsive

cQc
What were we trying to accomplish? Effective

» Our new corporate strategy, Caring with PRIDE, emphasises our need to
focus on building a supportive leadership model. This also aligns with the
Clinical Professionals, Midwives and Nurses (CPMN) Strategy.

» Shared Decision Making Councils facilitate a strong collective voice for our
staff, creating a non-hierarchical approach to decisionmaking in all areas
of practise. We currently have councils across the organisation including
Matermnity, Surgical Ward Coordinators, TNA/NP/AP and a matron’s council
with many more on the horizon!

How did we know that our change was an improvement?

» Shared decision making councils are forming across the trust. Our current
councils are producing work that has been formulated by discussionin
councils that otherwise would not have been proactively shared and
resolved.

What change did we make?

So far, councils have identified issues in their working lives which impact
positive practice environments and have found solutions through
collaborative projects. The Maternity Council has identified that rotational
midwives struggled with the regular changes in work placementand
orientation was often not sufficient. As a result, they identified where a quick
reference guide would be beneficial and created a manual for each area.
The Maternity Council are currently reviewing how this has effected working
lives and the care patients receive.

If you are interested in setting up your own shared decision 4
making council for your area or specialty, please email the
QI team on; NMCP.Excellence@nnuh.nhs.uk

References

« NHS England » Shared Professional Decision-Making: putting collective leadership into

practice Sharing is 3

1
Learning

» Shared Decision Making Trust Information




NHS

East of England
Ambulance Service

NHS Trust
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Introduction

“Quality improvement is about giving the people closest
to issues affecting care quality the time, permission, skills,

and resources they need to solve them”.
The Mealth Foundation, 2021

Devising a Culture and Capability for Continuous Improvement

The East of England Ambulance Service serves around 6.3 million people
across an area of 7,500 square miles, includes 6 Integrated Care Systems (ICS)
and 17 acute trusts.

Effective support for small changes across this vast area presents challenges,
alongside a desire for reducing variation in practice and empowering staff to
improve their working life and the experience of patients.

We are establishing a process that will support staff with protected time and
piloting a2 model for the first of these Innovation Hubs in the Norfolk and
Waveney area.

We plan to expand this support to enable coproduction of future projects, we
rely on our ICS and Trust partners to contribute and engage to inform this
important first step.

Developing a peer supported infrastructure to facilitate continuous
improvement and innovation in an ambulance service

Way Forward

Ffteen fronthne staff from across Norfolk & Waveney form the first lanovaton
Hub in ERAST (Longwater, Norwch hiy 2023)

Methodology

Leadership Support - Sold to executive teams, Chief Operating Officer and CEO

Clear Goals - Aligned with patient outcomes and operational efficency

Engage staff - Peer input and ship in the imprc process

Train and educate - Using a consi impr del across the organisation

Collect data and analyse - Track progress over time, using subject experts to support

Create a feedback loop - Capture insights from staff and patients

Refe and turther readng:
Quety Jervce o eerwet 002 MearegT TISL St Thh A A
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Encourage and foster collaboration - Forming a shared sense of resgonsibility
Focus on small changes that can be tested - Where results can be easily identified
Celebrate success - Recognise achievements and motivate staff

Adapt and evolve - In 3 changing healthcare landscape, be prepared to
continuously adjust

Be transparent - Build trust by openly sharing progress and outcomes

Patient centric approach ~ Working with patient experience teams to understand
needs

Consistency for mindset change - Routine use of shared improvement mindset -
daily routines and meetings

Have a long-term perspective - Bullding a culture of continuous improvement

takes time
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\maintain patient safety and quality care.

It is acknowledged within the NHS, that many healthcare professionals have experienced poor behaviours within the
workplace or have previously been exposed to bullying type behaviours, at some point during their career. As a result, it has
been recognised nationally, through the patient safety syllabus 'and NHS Just Culture Guide 2, which look at system errors
rather than apportioning individual blame, that these types of behaviours can have a negative impact on patient safety and
quality care. Therefore, there is an opportunity to further develop a “Just Culture” where staff are empowered to speak up to

>

=

Objective

+ Further develop a safety and "Just
Culture" within the Theatre
Complex.

+ Provide staff with tools to speak
up in challenging situations,
through the delivery of “Speak Up
for Safety” workshops, building on
previous human factors work

* Introduction of PACE
communication escalation tool ?

+ Formalise structured de-brief and

: shared learning following incidents

(Methodology
+ Use of Plan, Do, Study, Act

(PDSA) 4 Quality Improvement
(Ql) methodology

* Review of qualitative NHS staff
survey

» Use of qualitative Likert study to

measure current staff thoughts

and beliefs around safety culture.

o

N

Keywords h

Speak Up for Safety, Just Culture,
Patient Safety, Patient Safety
Syllabus, PACE Communication,
Life QI

OLifeol

4 Next Steps

Stakeholders have been kept
regularly informed since the projects
inception.

The ideals of “Just and Safety
Culture” are being further embedded
into practice with the introduction of
“Speak Up for Safety” workshops.
Staff will gain understanding of the
National Patient Safety Syllabus 1,
NHS Just Culture Guide 2, and
knowledge of specific communication
escalation tools.

Alongside the Trust Professional
Nursing Advocate team, staff will be
reintroduced to human factors topics
such as situational awareness and

on a specific incident and allow

facilitated de-briefing of the incident

to share the learning and understand
._the root cause of an incident.

\

emotional intelligence, whilst focusing

£ .
Conclusion

Speak Up for Safety will give staff
the ability to speak up effectively
which will lead to; promoting patient
advocacy, preventing harm before it
occurs and identifying and mitigating
risk. Collectively, this is how we will
enhance patient safety and quality
care.

\

o
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Quality Improvement Training Well Led

Stacy Hartshorn, QualityImprovement Lead

Model for Improvement

What are we trying to accomplish?

What are we trying to . " ) )
accomplish? * Review and improve the suite of Quality Improvement

training available in the Trust to increase staff
awareness and recognition of improvementtools,

How will we know thata techniques and methodology
change is an improvement?
How will we know that our change is an
improvement?

What change can we make

ot Wil reoult i Bpvovement’ » The number of staff attending our training will

increase, including those that progress through the

course levels

) * Increased numbers of active projects logged on our
Trust Quality recording system Life Ql and updated

monthly

* Increased enquiries to the Quality Improvement Team
identifying projectideas and potential areas for
improvement

» Continued positive feedback for training sessions
delivered

{

What changes are we making?

* A pre-recorded 30 minute Quality Improvementtaster sessionis available
for staff to access at any time

 Quality Improvement overview slides are included in induction slide sets

» Monthly one day Quality Improvementtraining available to all staff via ESR

5 day Quality, Service Improvementand Redesign Practitioner (QSIR-P)
courses are made available each year from Autumn 2022

» Working with providers across the Integrated Care System (ICS) to provide
further training

References

* Monthly One Day QI Training — log into ESR to book

* QSIR-P - NNUH Staff Information Hub -
(tfemagazine.co.uk)
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Nutrition & Hydration Programme . Effective
Bapen Training y "
% Tanya Moon & Kay Marrison \| S:8 0

What were we trying to accomplish?

» As part of a wider programme to improve nutrition and
hydration for patients, a gap was identified in staff
knowledge with regards to how we understand and
assess the nutritional requirements of patients. We
looked at ways we could improve the training we offer
to staff so they could increase their knowledge of
nutritional screening

How did we know that our change was an improvement?

» We worked with a training providercalled BAPEN who specialise in
interactive e-learning modules on Nutritional Screening, particularly using
the Malnutrition Universal Screening Tool (MUST). This training was added
to ESR to enable current staff to complete it online and was rolled out to
our pilot wards. We collected feedback from staff, who said they found the
training easy to access, the content was helpful and they felt more
confidentin assessing patient’s nutrition needs as a result.

What change did we make?

* The training is now being offered to all wards for current staff and new
starters. It has also been added to the induction training for newly qualified

staff.

Sharing - 3
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Authors: Mchar Shiju, Rescarch & Evaluation Associate, JPUH; Helen Hall, Senior AHP for NMAHP Rescarch & Research Grants
Advisor, JPUH: Jonathan Yazbek, Head of QI, JPUH; Claire Whitehouse, Senior Nurse for NMAHP Research; Manju Varghese Viruppil,

Acknowledegements We would like to thank UEAHSCP for
funding the write up of this project and all the participants of

Practice Development Nurse, JPUH this project.
Globally we are currently facing a 30.6 million shortage of nurses, the UK is in the midst of a nursing
staffing crisis heading towards an estimated supply gap of 14,000 nurses by 2030 and 20% of newly Phase  Data collection Population Timeline Comments
qualified nurses are reported to leave the profession within the first year. Improving the recruitment method
and retention rate of newly qualified nursing staff has never been more important. It is acknowledged
effective preceptorship is one way to positively contribute to this agenda. This has been recognised 1 - - t 1 1 -
and supported by the introduction of the N | Preceptorship Framework for nursing and the NMC Testing of pilot | 1.Ward Managers  May-June 2022 To ensure questions were
preceptorship principles. One surveys 2 Preceptees appropriate
Preceptorship is a period of structured transition to guide all newly qualified practitioners from 3.Preceptors
student to autonomous registered professional. It is important because effective preceptorship | |
outcomes are llnkcq to Empm\'cd recruitment and rclcnugn‘ as well as positive patient safety, Surveys Preceptees included
outcomes and experience’. The UK adopted preceptorship in the carly 1980s and the NMC have Two 1.Ward Managers  July - 1 those from 2019 to
continued since then to recommend all newly registered practitioners receive a period of 2.Preceptees 2022 2022.
preceptorship following qualification. Despite the NMC advocating preceptorship and the clear 3.Preceptors
benefits it can bring, evidence in the existing literature highlights barriers such as lack of protected 4.Clinical
time, lack of preceptor training and engagement and lack of organisational commitment hinder the educators
effective delivery of preceptorship. Lack of clarity still exists how to address these challenges even
though there have been several policies, frameworks and Jards launched lly to T = 1 1 T =
= f: ablish preceptorship. po sl Retrospective  |NA May - July 2022 To evaluate if the current
This poster details a bespoke project using service evaluation methodology to understand and explore Three wmplm portfolio is fit for
the preceptorship programme as experienced by preceptors, preceptees, managers and clinical Mfol.lo PP
educators. .m-lyns | | |
; Semi structured | 1.Ward Managers  October ~ December | To gain in-depth

Aim Four interviews 2.Preceptees 2022 perceptions and
The primary aim of this evaluation is to identify the barriers and enablers of successful preceptorship 3.Preceptors experiences of staff’
programme to improve the delivery of preceptorship programme at one acute Trust. 4.Clinical involved in

educators preceptorship

A descriptive, cross sectional, qualitative approach was used to explore different staff’ groups'
perspectives and experiences of preceptorship which enabled a deep and rich understanding of the
local preceptorship prog from a ber of angles: Purposive sampling was used to select
Preceptors (Pr), Preceptees (Pe), Ward Managers (WM) and Clinical Educators (CE). The six-step
CDC framework for program evaluation® guided our evaluation.

Data Analysis

Qualitative data was analysed using Braun & Clarke reflexive thematic analysis®.
Descriptive statistics was used to analyse quantitative data in the form of percentages and integers.

The overall response rate was 29.4% with 69 preceptees (Pe), 22

preceptors (Pr), 6 ward managers (WM) and 9 clinical educators (CE) completing the survey. The average rating of the current

preceptorship programme with | being not good and 5 being excellent was 3.70 . The themes that emerged to describe the enablers and barriers are:

.‘:."m:.. Ensblers Barrers

e * Timely and area-specific * Lack of protected time

e training * Preceptee characteristics - lack of

.mmmbf * Effective supernumerary motivation, overconfident, not being
period proactive

4/
* Visible & structured support / Staffing issues

system
My first three months were
very beneficial for me as |
have learnt many , got
T v
as from cli ‘...Some are overconfident
educators.’ (Pe M.:y”mm
d limitations.’ (CE 3)

The themes emerged after data analysis are consistent with previously reported findings in the
literature. Although the perceived barriers and enablers identified were not unexpected, it gave an in-
depth insight into the transitioning period of newly qualified nurses along with perceptions of
preceptors, ward managers and clinical educators who form the key support system for the young

¢ involving all the stakeholders.

1) Revamp the of precep
2) Develop timely area-specific g progr

3) Include robust evaluation alongside the delivery of the preceptorship programme.

4)Raise the profile of preceptorship programme among the different staff groups (seniors nurses,

nurws This study adds to the body of evidence showing a structured prec hip is advantag

ghout the i from student to prac even though it did not msc any new problems.
A structured and timely area-specific approach would benefit the new nurses to gain confidence and
to work come competently. There was a need for protected time from preceptees and preceptors to:
work alongside their preceptors, to talk and share concerns and to complete the meetings and paper

works.
ds to the impl of

etc) which in turn will increase the value and visibility of preceptorship.

The recommendations are based on the lead ev alualor s comprehension of the participant responses
and the existing literature. Due to lack of engagement from the staff groups, semi-structured
interviews did not go ahead as planned. This led to inad in-depth expl of experiences
and clarifications of shared responses.

This study also highlighted that there is inc ies with reg p

preceptorship programme even within the organisation or the same department. This indicates that
thought the Trust has a preceptorship policy, there is lack of awareness and understanding of how the
newly qualified nurses could be supported and how to effectively implement the preceptorshiy
programme.

References:
1) hetps S www.nme org. uk globalassets/ st cdocuments name -publications nme -prink iples-for-preceptoeship-aS. pdf

It is high time that nurse leaders and organisations invested in this future nursing workforce by
creating and seeking supportive transition period. The strategic implementation of preceptorship
programme should ;lso mdudc support and g ¢ for preceptors, ward gers and clinical
educators. O is | for taking these recommendations forward.

2) Lafrance T E lpluun[ the ntrimsic benefits of nuluu ;'n\plunhm A personal perspective. Nurse Educ Pract. 2015 Nov 33:1-3. dot: 10.10165.0epe. 201508 015 Epub 201X Sep 7. PMID: 30212739

3) hitps./ www v/ pobicy polans policy proccss poblem- identification s hunl

J)Hmn\ and( I.uh\ {2006). Using lh«n‘n nuh\n nrcnbulup Qualitative Rescarch in Psychology. 3(2). Pp 77-102. http//dx dot.org/ 10,1191/ 1478085 706gp0630a
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BRAIN Shared Decision Making Tool &

LisaMastrullo & Jenny Whatling
Co-Produced with the Maternity Voices Partnership

What were we trying to accomplish?

* We were looking at ways to encourage informed choice and shared
decision making when maternity service users are required to make
decisions about their care.

How did we know that our change was an improvement?

* Posters detailing the BRAIN Shared Decision Making Tool were distributed
throughout matemity units and shared on social media, verbal feedback
has been positive so far and formal audits will be completed to measure
the impact and effectiveness.

What change did we make?

When you need to make a decision cbout your care your
doctor or midwife are required to give you oll of the

information you need to help you make a decision thot is
right for you. This is called Informed consent

«  BRAINstands for Benefits,
Risks, Alternatives, Intuition

hiva aasepopmues s bl e e and Nothing. The tool helps
o et ot et oy patients to explore these areas
further and provides a decision-
i e roshummatimensytign] making checklist to encourage
e vl them to ask the right questions
BRAN o et you and make sure they have
Dachion Mellng Charkt accurate and up to date

B Benefits P gy information. It also acts as a

i ming s e e gy dsy W undetend mformat on

;lvu. arry berefits of not doing this? ;: o - ibr promptfor Staff to Support fu"y
Risks ) more informat # needed

informed choice without bias.

Sharing is i
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What are the righs this 5 tryng to provemt? /“'b' ore time ¥ needed
What Sve the riks of doing this? Feel free to discuss with your support

network before making a decision
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The Project

Our project on dementia has aimed to create
a suite of 17 videos, using the input of
providers locally and case studies direct
from services to develop bespoke training
for our local region. The videos have been a
collaborative effort across the system, with
the ICS, Adult Social Care, Local VCSE Sector
and local colleges and universities, bringing
together the expertise across health and
social care to promote best practice and
share learning and knowledge

The videos are all available online, with a link
available for a self certification CPD
certificate to note that the training has been
completed. Many providers across the local
region are now using these videos as part of
their planned CPD training and staff
inductions

The filming took place with a local theatre
company, Reflex Theatre, using locations
and tools that are available to support the
local community, bringing investment back
to the adult care sector

% Improving lives together

Norfolk and Waveney Integrated Care System

Qutcome /Consulsion

The videos have also been shared
nationwide, with buy in from the Care
Association Alliance and other Care
Forums who have advertised and
encouraged the use of this resource. As
well as this NHS England have added
these videos to their futures page

Bringing together interactive elements,
with questions and case studies
submitted ahead of time, as well as the
convenience of online learning, the
videos have seen how bespoke learning
can encourage excellence across the
system.

— 2 )
east coast

oty e TR arw

REFLEX

HEATRE
Feedback

13 videos over
9,400 views to




Q© Our Vision
The best care Norfolk and Norwich

Out of Hospital Cardiac Arrest Pathway @<l
Led by; Claudine Inyang & Helen M oerdyk Responsive

What were we trying to accomplish?

* The UK is seeing an increase in the number of survivors postcardiac
arrest and it has been identified that there was no established pathway for
this group of patients during their in-patient stay and postdischarge. This
patient group can be complexwith hypoxic brain injury and cognitive
impairment often a feature.

» Our aim was to create a pathway from ITU to postdischarge intervention
which was in alignment with the BCIS Position Statement (2022)and ERC
Guidelines (2021).

How did we know that our change was an improvement?

 Attendance at educational conferences confirmed that NNUH were aligned
to centres of excellence and are now part of a trial implementation national
audit across 4 heart attack centres across the UK (Kings College Hospital
Trust , Barts Health Trust, Mid and Essex Trust)

What change did we make?

+ Patients are provided with an individualised patient care plan

* The Specialist Occupational Therapist assessmentincludes standardised
assessmentof cognition, fatigue, mood and functional assessments pre-
discharge

+ We created a patient information leaflet for patient and family

* Improved accessto Clinical Psychologistis available if required

* From June 2023 (17 month pilot project) we will have planned follow-up
clinics with further assessments available

» Accessto Cardiac Rehab is now available for all
« We are setting up a Peer Support Group (start date tbc)

.

References

* Mion, M. etal., (2022) ‘British Cardiovascular
Intervention Society Consensus Position Sharing is
Statement on Out of Hospital Cardiac Arrest 2: ;s:
Post Discharge Rehabilitation’ ICR3-

Interventional Cardiology Reviews
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Introduction

Older persons experiencing frailty are at risk of
prolonged hospital stay causing adverse outcomes
including mental and physical deconditioning,
infections and falls (1), Tackling length of stay by
ensuring mm»mmmua
wm wmm h\pfovls patient’s health and

An Acute frailty unit (AFU) consisting of 3 male, and 3
MMWWmmmm
M(ommumotmbymnm
health and medical professionals.

Results

Method

Patients presenting to ED were assessed by the Early
Intervention or Acute Frailty teams and were selected
for admission to AFU unit if meeting specific criteria.
Each patient Mcw geriatric
assessment, holistic physiotherapy assessment and
rapid approach to discharge planning with the
Integrated discharge team. Data collected for patients
attending AFU for March 2021, MDT cover provided
Monday to Friday, 8am ~ 4pm. The remaining 32 beds
mmoow“umwmmm
pomn’smm.

Inclusion Criteria

*+ Rockwoodof 5-6 -

* Presenting to A&E or EADU Monday ~ Friday 8am ~
4pm

* Experiencing 1 or more frailty syndrome

* >65yearsold

* PDDor2-3days

Acute Frailty Unit

AFU had 38 patients over 6
beds, with an average LOS of
3.6 days. OPW had 47

patients over 32 beds, with
an average LOS of 9 days.

OPM awaiting
medial
1%

OPM awaiting
social
17%

Rehabiaton
Unit
16%

Length of stay for Acute Frailty Unit vs
Older persons unit

Older persons Unit

Units

| Normal
Residence
66%

100%

S0%

-

AFU: 45% of patients were discharged within 24
hours of admission, increasing to 56% at 48 hours
and 77% within 72 hours.

OPW: 15% of patients were discharged within 72
hours. 75% of patients returned to their normal
residences.

Discharge
Destination.\

66% patients discharged to theirnormal residence,
16% to a community rehabilitation unit prior to
normal residence, 17% to the OPW due to delay in
sourcing a care package and 1% required onwards
medical attention.

45%

»>24 hours

NHS
James Paget
- NHS Fo:'\dm Trust

Percentage of patients discharged
within time limits of Acute Frailty Unit

Vs Older Persons Unit

86%

za%l
2

»72 hours

21%

ax
-_

48-72 hours

11% 10%
e —

24-48 hours

0%

W Acute Fradlty Unit @ Older Persons Unit

Conclusion

Noﬂummmm:m
and reduced the cost of in-patient care. The
obstacle preventing more discharges to normal
residence Is the lack of community care
avallability at point of requesting.

gl
W
care/reducing-length-of-stay/ (Accessed: April 25, 2023}
2. Some-doy ocute froiky services - NWS england [no date).
Avallable st: hitps://www england.nhs ukwp-
content/uploads/2021/02/S0EC_guide frailty May_2019_u
pdate. pdf (Accessed: April 25, 2023).

"e

Dr.J Wyllie, Early Intervention Team, Rene Gray,
Ward 12 staff




W8 Test of competence route to return nurses to the
Norfolk and Norwich - s - - -
University Hospitals NIVIC register and into practice in an acute hospital

NHS Foundation Trust

Introduction Rationale

* Nurses who's NMC registration has lapsed * The expertise and facilities to deliver a
are required to undertake a Return to comprehensive and highly successful
Practice programme or take the Test of OSCE preparation programme was
Competence (OSCE) to return to the already in place for our international
register. nurse recruits.

* Whilst most nurses undertake a 3-6 month * The employment model ensures that we
university based programme to regain support nurses who wish to return to a
their registration, the Norfolk & Norwich RN role at the NNUH and that they
Hospital offers an intensive 4 week in receive an income whilst doing so.
house OSCE preparation programme via an * The pathway provides a staged approach
employment pathway. to returning to the RN role, with the

manager having a key role in facilitating a
RN into their team.

The pathway

* Advertisement for the pathway occurs 3x
per year (RTP enquiries are steered 4
towards these adverts)

* Candidates are employed into a band 5
vacancy as a Health Care assistant for 2-3
months

* When ready, they are uplifted to a band 4
pre registration nurse and supported to
prepare for their OSCE with NMC
application and part 1 computer based
test and preparation materials.

* They attend a full time 4 week OSCE
preparation programme alongside our
international nurses and other RTP nurses.

* They attend the OSCE and await PIN

* On receipt of PIN they are uplifted to a
band 5 and commence preceptorship

Clinical support is focussed on returning
nurses to the role of a RN within their
preferred area of work.

* HEE fund the cost of the OSCE

* Commencing as a HCA enables
* A comprehensive induction and

refreshment of basic essential care
standards and Trust values.

* Reacquaintance and settling into the
acute hospital environment, pace and
expectations.

* Opportunity to observe RNs in
practice.

» Time to settle into the team and start
to prepare for practice.

* A significantly quicker return to the
register.

* Reduced cost to the Trust as release for
supernumerary time to attend the
programme is 4 weeks compared to up
to 6 months.

*  We currently have a 100% pass rate

* Our robust preceptorship programme

“It’s a really good way of returning
to practice if you have the support
of a good team behind you it really
does make all the difference. My
manager has been absolutely
great!”

Laura RTP OSCE nurse 2022

l

Part time and flexible facilitates a practice based return to the
working opportunities =
encourages returners role in the work area.

Authors:
Stevie Savage: Practice Development Nurse - Return to Practice: stevie.savage@nnuh.nhs.uk
Lisa Dennis: Practice Development Nurse - International recruitment lisa.dennis@nnuh.nhs.uk
Norfolk and Norwich University Hospitals NHS Foundation Trust.
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~ Drinking Well at Our Age: partnership working
between UEA and Age UK Norwich

Amy Zile?, Florence Jimoh?, Abbie Parish?, Sam Gandy?,
Dan Skipper?, Diane Bunn® & Lee Hooper?!
\_ INorwich Medical School, UEA; 2Age UK Norwich; 3school of Health Sciences, UEA /

f

‘Drinking Well at Our Age’ is a collaborative
partnership between UEA Hydrate (expertise in
research and developing resources to support
hydration) and Age UK Norwich (running
innovative Health Coaching programmes to
support vulnerable older adults in Norwich and
Norfolk). Age UK Norwich Coaches support
older people to adopt healthier diets and
increase exercise. We also aim to advise on
drinking well. We are working together and
with older adults to adapt and improve UEA
Hydrate Group materials supporting drinking in
long-term care (DrinKit: UEA Hydrate Group -
Groups and Centres) for Age UK health coaches
to use with older community-dwelling adults.
We are also developing a training package to
equip Health Coaches to support their clients to
drink well. We will provide materials for Age
UK’s web-based community of practice and e-
learning platform to disseminate across the 160
partner charities, allowing older adults, carers,
family members and coaches to access the
created materials.

UEA Hydrate Group research shows that one in every three older adults (aged 65+) living in the
community is dehydrated due to insufficient fluid (drinks) intake (Parkinson 2023). Low-intake
dehydration is strongly associated with mortality, multiple long-term health conditions,
disability, pneumonia, and hospitalisation. Support to drink well could reduce low-intake

dehydration, improving health and wellbeing.
& () Y,

S

This is a local system collaboration )
and partnership which we believe will
lead to transformational system
change for the benefit of older adults
locally and nationally in raising
awareness about low-intake
dehydration and its consequences,

and supporting drinking well for

"\healthy ageing. 4
@T < Dri'""h

Co-creating materials with Health Coaches and older adults allowed appropriate, bespoke
materials to be developed. These will support older adults to improve hydration and Health
Coaches to maximize their support for older adults. The materials created will benefit older
adults locally & nationally in raising awareness about dehydration & supporting drinking well
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" Led by Cherry Cubelo

What were we trying to accomplish?

» We operate a hub-and-spoke model of tertiary spinal care for Queen
Elizabeth Hospital Kings Lynn (QEH) and James Paget University Hospital
(JPUH) meaning that once a patient’s acute spinal care is completed they
are either referred to Sheffield Spinal Cord Injury Centre or repatriated to
QEH or JPUH. This projectwas initiated to strengthen the care provided
while a patient is waiting for transfer and improve the follow-up care offered
to the patient

How did we know that our change was an improvement?

« Six differentchange ideas were tested using Plan Do Study
Act (PDSA) cycles. These included trialling a new tool to
assess whether patients were ready to start rehab early,
rolling out a teaching programme (including delivery at
JPUH and QEH), and creating an SCI protocol button on
EPMAto assist with prescribing.

* Ameasurementplan was created to monitor the impact of
our change ideas. This included a feedback survey for the
training, a patient survey completed at follow-up
appointments and tracking the incidences of pressure
ulcers.

What change did we make?

« All six of the change ideas have been successfullyimplemented, which
means patients are starting rehabilitation earlier, staff are receiving training
in how to care for SCI patients and spinal manual handling, and there is
now more comprehensive information available to staff, patients and carers
focusing on collar care.

 The Life QI platform was used to track and monitor the project, please
follow the below link for more detail

References
+ Life Ql: General - Spinal Cord Injury (SCI) Sharing is _ i

Transformation Programme - Projects - Life QI
lifeqi m.com
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Healthcare Professional (HCP)
Portal

Harry Brackley & Julie Woolf

Define

Registered Healthcare Professionals (HCPs) can access NHS 111 on
behalf of patients in their care to refer to another Health Care
Professional without the need for an NHS Pathways assessment during
out of hours.

This means the HCP is taking the dinical responsibility as they have
assessed the patient. The scenarios when an HCP-to-HCP route may be
required are:

* Paramedic calling from ambulance control requesting GP advice

o Paramedic on scene with the patient wanting to speak to a GP

* Paramedic assessed patient but not staying on scene and requesting a
GP speaks to the patient

HCPs can select an option when calling 111 to bypass the standard
patient line and access a call handler quicker. However, wait times and
delays are increasing, in 2021 over 10 months, 39 incidents were raised
in relation to delays.

Measure

Waiting times for the HCP line were measured for October 2021

e |

11 minutes 3 to 21 minutes

6 to 28 minutes

Norfolk &
Waveney

15 minutes

HCP calls are also short, with an average handling time of 280 seconds,
compared to 600 seconds for a triaged call. Although they are short, the
call sentiment (overall call tone) was much lower compared to standard
patient calls - 1.27 vs 1.96

IMPROVE

It was calculated that eliminating HCP calls by using an
alternative referral method would save the service an
equivalent of 2.6 WTE call handlers.

A pilot to create an HCP Portal, working collaboratively with
East of England Ambulance Service was assessed. The pilot
would allow Registered Paramedic HCPs to be given
authorised access to the CLEO HCP Portal and make direct
referrals without the need to phone 111.

This would save wait times and also allow Paramedics to add
more detailed clinical notes to the referral.

Improve

A portal was developed that was available to Registered HCPs
i.e. Registered nurse, Paramedics, or Ambulance Techs etc that
have been authorised access by IC24. The referring HCP must
ensure a clinical assessment has been completed prior to
referring via the portal.

Below is part of the user guide which shows the user being
able to select which disposition they believe the patient they
are referring to should have.

Dwpostan Tent Set
Q1) . Spess 0 2 Prmary Care Service v | bowr
Oa117 . 3peil 15 2 Pamiry Care Tarvoe win | howr W Faatve Care servies
02122 . Contact Yor » posalbie hame vt wilhn § hown

O3 12) - Contact for 9 potsie hore vt wilhn I howry

Ox 119 . Camach by Mesthce Pratersons wihve 2 boury

0r 120 Caldack by MesB o Proferpens wihe 4 hourt

Da3M P o smedc regueteg (AR Yo Mo sBe pe Professons wilhe 3 mrutet
076 Catach by Meac e Prifetnons wilhun X0 meater

0077 Calbach by Meshiire Professons e 60 meutes

Owldd - Yo Comtact » Pramary Care Service wilhn § dowry

+iIC24

INTEGRATED CARE

A dashboard was produced to measure the adherence of the
HCPs using the portal to make referrals. This showed average
adherence by dividing HCP cases by calls. It is also able to
monitor feedback and user activity.

After noticing low adherence, we made changes to improve
accuracy. We excluded postcodes which our ambulance partners
did not attend, as other providers/private ambulances attended
who did not have access to the portal

Portal Adherence Comparison

200
£U

@ Before

o

m After

After our initial release, referrals via the portal temporarily
dropped. Therefore more stakeholder engagement wil need to be
completed to understand why paramedics may not be using it

Portal Adherenece Over Time

30%
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The positive impact of a virtual elective joint
replacement pre-operative therapy clinic on

carbon emissions

Background

As part of the Paget Enhanced Recovery
Programme (PERP) for elective joint
replacement surgery all patients attend a
therapy clinical pre-operatively to improve
outcome and length of stay'. Prior to
Covid-19 this took place in person but we
adapted to restrictions by developing a
virtual appointment process. We wanted to
identify the benefits this change has
offered to our patients.

Results
6.8 KgCO2e
—\ Per person
Avoided

Carbon 516.9 KgCO2e

emissions Per month
( ecozel ) 6,202 KgCO2e

Per year

~ Basedon \
- 76 patients
~ per month

.

4

S .,

Discussion

NHS

James Paget
University Hospitals
NHS Foundation Trust

Method

We used The Centre for Sustainable Healthcare
carbon calculator? to determine avoided carbon
emissions since changing to virtual appointments. As
part of the triple bottom line we also calculated the
average miles saved and the cost of this to patents.
We used a car fuel calculator® to determine the cost
saving®. In March 2023 there were 76 patients
attending virtual clinic and this was used to calculate
and extrapolate over a 12 month period for a yearly
average carbon emissions and fuel cost.

- ®
Yearly equivalent of
128 million plastic

& ey

o \ -
"~ straws!!!
TR\ R

shutterstock com - 1016562088

23.2 miles
£3.22"
Per person
1, 761 miles "
Per month £246.10
21, 132 miles
£2,953*
Per year

This sustainability quality improvement project demonstrates how a change in our service delivery has
resulted in significant avoided carbon emissions for the Trust and the environment and also provided a

. financial saving for our patients.

References '| Acknowledgements

[ s 202] Al b e gt ot oo AR v s sosemmenen e meaanat T || Thank you to the JPUH QI team
2 hitps netwarks sustanabichealhcars 013 k(e sOuIoRE "erole Consuiatns Jo- ey educe -QIeenhionse A -CIYAKQ0s- YU -Quiie-Calaalatog 0 . . .

3 s eeews couk cony e ot for support with this project.

21 tizAMandacireid =67 AModeiGrounld <5 4080emativeld = 1484 1AMog =47 10




Led by Laura Hall, Dr Nikki Wallace-King, Helen Attwell and Alice Cook

Is a standardised process to provide
support to staff following a traumatic
incident.

Research shows that staff involved in
traumatic incidents can experience
adverse effects.

A ‘hot' debrief will occur after all
traumatic incidents and then the
aftercare process will begin.

A ‘designated person’ will offer support
options following a traumatic incident
within 72 hours.

T.AK.E

S.T.O.C.K

HOT DEBRIEF TOOL

Doer thiz evers meet the crivens *or 3 hot Sebrer™ ]
Parrhiaten - e

L e e y—

Emergency Department (ED) Aftercare Project

“People can be viewed as having a
bank account of courage and
determination; this is not limitless
and once the account is empty,
psychological breakdown may be
imminent,”

(Lord Moran WW1 Veteran)

We need to appropriately support ED

.Mhmmmogoalntoensln,

that psychological support becomes

- the norm and not the exception.




Maternity Ward Visiting Times
Led by Kat Greaves, Gayle Richards and Pip Noble

What were we trying to accomplish?

» Our aim was to review and update our visiting hours and ward conditions to
ensure that we provide the best supportfor our new parents, their birthing
partners and other visitors as well as enabling our staff to conduct clinical
observations and procedures in a suitable environment.

How did we know that our change
was an improvement?

s 1 c:m
VISITING GUIDE O 550

VW e Nere 10 provide you with he Dest possitie Care 106 your timdy  We aem to 3o
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b'-nm xmn OB I yOu D Bskad 10 leove Uhe war g
Whaist & s Dotwrve 0wt of Character i temes of
mmmﬂ.nmwmwmuﬁpﬁwd.\d

&n&'\w‘umvmmh-ﬂdh overnight. Adult and
mmmwmm %ﬂl CHILDREN PERMITTED
ON w

Ward quiet time s between 1pm and 3pm - No supporterns or viaitors
on the ward during this time.

PROTECT

Wash your hands reguiarty m.;u Tors anvad vesitors
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M w0 avanatin
00 not touch any
equiIpaT or tewc ad Aeens ASh for asaistance, but plesse
Do pationt with staft

SAFETY

RESPECT

Mowse should te kept to Harmamn bty csothod at a8 tumes
e " 3 sharts

o toa
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Ruspect the i ivacy snd
grty of others
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esghones phease
REFRESH

Use the viaitors’ todets ondy. A hot arnda stabon can be

Showers are for patient use tocuted on the wisrd. Plome holp

ooty yoursetves. Thes is out of action
R Ing open Wweiting tmes.

We Cannot prowde 1000 10 Mot Or b Ahoukd e Contared

visrocs withen & Bdded Cup (phoase biing
Your own hoded Cup)

» Prior to making the change we asked all
staff on the department about the good
and the challenges of both the current
24 hour visiting for birthing partners and
also the general visiting times.

» Staff were asked to provide suggestions
for the future.

» This will be followed up once the
changes are in place.

What change did we make?

* New visiting hours are in place. Birthing partners are now able to visit
across 22 hours, allowing for quiet time between 1-3pm each day. This
ensures women have time to rest, and also allows for other clinical
interventions that are bestin a quiet environment such as difficult hearing

screens or confidential conversations.

» General visiting has moved from 2-5pminstead to 3-6pm to reflect
standard schooland work times.

* A new visitors posteris available that explains the guidelines in clear

language.

» Another important change is that birthing partners can stay overnight and
leave at any time, however they cannot re-enter the ward between 9:30pm

and 7:30am as this will help staff to concentrate on
their patients rather than answering the doorbell.

Sharing is i
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o Our Vision
OThebestnre.
for every patient

Paediatric Mental Health, Learning Disability and Autism

Sensory and Self Soothe Project
Led by KieronLoane & Fiona Springall

Responsive

What were we trying to accomplish?

Research suggests experiences of trauma reduces a
child's ability to regulate emotional experiencesand
\GS‘Q/\ manage physical arousal when in a mental health crisis.
%%6’ Therefore, we were looking at ways to provide distraction,
grounding, emotional regulation and sensory engagement
activities.

» Researchfor children with a learning disability and/or Autistic children
identifies they often require reasonable adjustments to support them to
undergo to clinical interventions. These packs aim to provide an
intervention that offers appropriate distractionand supports the child’s
sensory needs to better enable them to acceptand receive accessto
treatment.

* We hope to provide a better experience to children when attending

hospital, that helps to build a trusting, positive experience with a view to
enhancing their engagementwith services in the future.

How did we know that our change was an improvement?

Did the pack help How much would you recommend the pack to
you? Yes = 100% another child? Avg Score 4.85 out of 5
My daughter was brought in or self-harm and suicidal

thoughts, this was so kind and helpful, such a lovely
thing to do

Because it helped me deal my fear out on something that

wouldn't get damaged

Allowed them to focus their mind on something else,
relax and co-operate with treatments also to build trust

What change did we make?

* There is now a trolley
available for ChED staffto
offersensory and self-soothe
packs which contain 3 items
of the child’s choice.

Sharing is _ i
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Orthopaedic Out Of Bed Project (OOBP): Improving
early mobilisation following femoral fracture using a

therapy-led education programme

Rene Gray us-ucse, Melissa Taylor ws wrcor, Ryan Bullock sscusce

NHS

James Paget
University Hospitals
NHS Foundation Trust

OUT OF BED PROJECT

Introduction

Delayed mobilisation following hip fracture surgery is detrimental to patients and health systems with prolonged hospital
stay [1], decreased function [2], and increased mortality [3-6] the consequence. There are established national guidelines
that promote early mobilisation (day one post-operatively) in order to improve survival rate and reduce the negative
sequelae of prolonged bed rest [7-8]. The Physiotherapy Hip Fracture Sprint Audit (PHFSA) audit [9] found significant
variation in performance in relation to mobilisation out of bed by the day after surgery. Our Trust was underperforming
on this metric between the years of 2017 to 2020 and as a Trust we were also an outlier for 30-day mortality [10].

Patients not assessed by a physiotherapist were three times less likely to mobilise than those who were assessed Day 1
[11] and day one mobilisation is often seen as the sole responsibility of the physiotherapist [12]. This potential lack of
wider MDT engagement can negatively impact on early mobilisation in the absence of the physiotherapist [11] and our
own Hip Sprint re-audit in 2019 found that in the absence of a physiotherapy assessment only one patient (1.7%) was
mobilised by Day 1 post-surgery [13].

Training and collective action to engage the wider MDT in early mobilisation has been identified as a way to help
overcome some perceived medical barriers that prevented nurses from considering early mobilisation [12] and having
direct supervision by an experienced orthopaedic therapist versus a more distant supervision programme increased the
likelihood patients were mobilised by day 1 post hip fracture surgery [14].

This service improvement project aimed to develop and deliver a therapy-led training and education programme to the
trauma ward healthcare assistants (HCAs). The purpose of the project was to improve the percentage of patients
mobilised out of bed by the day after femoral fracture surgery from 60% to at least the national average for the UK,
which is currently 81% [10]. We theorised that this project would provide other staff with the ability to support
achievement of this metric. Furthermore, we hypothesised that common barriers to getting out of bed, such as postural
hypotension and pain [17], could be identified and addressed prior to physiotherapy assessment. This approach would
then offer two opportunities to mobilise by the day after surgery and could potentially allow therapists more time to
engage in other rehabilitation activities such as acute rehabilitation in the first week after surgery [9].

Method

Primary outcome measure - percentage of patients

mobilised by the day after surgery:

* National Hip Fracture Database (NHFD) data
collected between 2019 and 2022

*  Hip Sprint audit data collected in 2019 and 2022

Secondary outcome measure - percentage of patients

mobilised by HCAs prior to physiotherapy assessment:

*  Hip Sprint audit data collected in 2019 and 2022

* Baseline data collected retrospectively from hip
sprint audit in 2019

* Data collected prospectively from hip sprint audit in
2022

Comprehensive training resource delivered by the

orthopaedic therapy team on the ward:

*  2:1teaching structure

* Theoretical and practical components

* Guidance to improve consistency of patient care for
the metric of early mobilisation by the day after
surgery

Two Plan-Do-Study-Act (PDSA) cycles were completed in

2020 and 2022.

Results Table 1 Comparison between baseline (2019) and post-intervention
Mobilisation by day after hip fracture surgery (%) (2022) patient cohorts
100 September and  September
December  and October?
95 2019* 2022°
%0 Patient demographics
Number of patients 60 51
85 American Society of Anaesthesiologists (ASA) 72
1-3 (%) 75
80 From own home (%) 74 81
Hours to operation (%) 304 29
s - : Female (%) 72 72
70 | PDSACycle2 | Less than 80 years old (%) 2 18
) Age (years) 83 (60-98) 83 (60-94)
65 Assessments completed
| Orthogeriatrician assessment (%) 97 100
60 \ POSACycla 1 ) Delirium assessment (%) 95 100
55 Physiotherapy A %) 82 100
Outcome
50 HCA mobilisation prior to physiotherapy (%) 1.7 30
2019 2020 2021 2022
=-JPUH =-National * Patients 60 years old and above g surgicol fi for fe I frocture
Figure 1 Ci of the ber of poti bilised at the JPUH and the whole UK by the day ofter femoral tUnable to complete full month due to covid-19 outbreak and ward closure

[frocture surgery using the National Hip Frocture Database (%)

The success of this project provides evidence of the current embedded researcher pilot within
integrated therapies department at JPUH [18, 19] and how this can improve patient outcomes.
The positive and proven reproducibility of this work over two PDSA cycles supports future

Discussion Conclusion

Therapy team research and innovation can have a positive impact on national hip

fracture metrics.

It is important to invest time in MDT collaborative working & stakeholder

engagement. replication of the project across other organisations.

For others seeking to replicate this project it will be important to consider potential

barriers and facilitators to success including organisational support, working
relationships within the MDT, perception of therapies role within a speciality and
ward, and the support for research and innovation within the organisation.

A limitation to this project is the use of both retrospective and prospective data
collection.

Implementation outcomes were not formally measured, therefore further work is
needed to understand the underlying mechanisms of success.

Next steps

service outcomes.

A UEA NICHE funded collaboration with Queen Elizabeth Hospital (QEHKL) will seek to
investigate reproducibility of the project and measure implementation as well as clinical and

The aim will be to identify implementation facilitators and barriers to expand and embed this
service improvement project on a larger scale.
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Piloting a novel

Carer Support Nurse role

Morag Farquhar (University of East Anglia: UEA), Carole Gardener (UEA), Alison Leary (London South Bank University),
Roberta Lovick (Pl), Adam P Wagner (UEA), Jennifer Lynch (University of Hertfordshire), Guy Peryer (UEA), Susanne Lindqvist (UEA)

Background

* Unpaid/family carers play a crucial role but need support to both look after their own health/wellbeing & boost their skills/
confidence to care. Healthcare policy mandates this?, however clinicians rarely achieve it while also supporting the patient

Carer Support Nurse role

* Novel award-winning? ‘Carer Support Nurse' role
(CSN)? developed with carers & cross-sector
professionals, hosted by East Coast Community
Healthcare (ECCH)

* Helps carers with complex health/wellbeing needs
& promotes best practice in carer support among
other healthcare providers

Aim
* To pilot & evaluate the CSN in ECCH’s Gt Yarmouth
& Northern Villages Primary Care Home Team

Methods

Stage 1

Identified existing local/regional/national resources to
support carers

Developed the operational model for the CSN role

Stage 2

* Commenced once the CSN was appointed
Ongoing data collection/analysis exploring role activity, &
the experiences/views of carers

Stage 3
* Will develop recommendations for whether/how the role
could roll out

Karen Murphy:
Carer Support Nurse at ECCH

e

Carer Support
Nurse

Information for carers
LY

1400 BOBETY

* The Carer Support Nurse role is endorsed by 70+ East of England cross-sector
stakeholders, 100+ carers & patients (Patient & Public Involvement work), &
regional/national cross-sector leads in carer support

* The level & universality of enthusiasm among these stakeholders has been
remarkable, with lack of provision for carers’ health-related needs being a
repeated key message

Conclusions

. * Stage 1 produced a carer asset map & operational model for the CSN role

» Stage 2 data collection ongoing, but interim findings (carer views)
overwhelmingly positive

Award-winning

Regional winner — NHS Parliamentary

Results

Shortlisted — RCNi Awards 2023

Awards 2023 Nursing & Midwifery Finals in November
INHS |75
NHS Parliamentary 2023 FINALIST
Awards INNOVATIONS IN YOUR SPECIALTY
pr— by
. veNTs
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Interprofessional Student Schwartz Rounds:
Students' experience and perceived benefits for
well-being and reflective practice

Amy Zile, Dr Georgia Panagiotaki, Joel Owen, Julia Hannewald, Dr Harriet Cooper
Norwich Medical School, UEA

Background. Schwartz Rounds are a structured forum in

which health professionals reflect on the emotional F 0
aspects of their clinical work. In healthcare settings, "'A ’ .\ ,
Rounds have been shown to: -
+ Improve staff wellbeing and morale’ [

+ Promote interprofessional working’ l

« Decrease feelings of stress and isolation® e LA
» Foster positive compassionate care'

[Aim. This project will evaluate UEA’s Interprofessional Schwartz Rounds in Higher A

Education for healthcare trainees. It will help us understand whether (and how) the
benefits of Rounds reported in the literature translate to an educational setting. The
potential of Schwartz Rounds to influence the development of professional resilience,
compassion for self and others, and the possibility for Rounds to contribute positively
% towards student well-being and retention will be explored.

J
( ™
Method. Five UEA Interprofessional Student Schwartz Rounds will be evaluated in 23/24.
Rounds are optional events and open to all health and social care students in UEA’s
L medical, nursing, pharmacy, social work, clinical psych and psych therapies courses. )

1. Evaluation survey 2. Individual interviews
Using a standardised Individual, semi-structured
evaluation form we will interviews (n= 25) will
gather information about further explore students’
attendee demographics, experience of attending
and their perspective on Rounds, perceived benefits
the usefulness and of taking part, and whether
effectiveness of the student experience varies
Rounds for their across programme/year of
reflective practice study and Round theme

1. Maben J, Taylor C, Dawson J, Leamy M, McCarthy |, Reynolds E, Ross S, Shuldham C, Bennett L, Foot C. A realist informed mixed-methods evaluation of Schwartz Center Rounds’ in England. Southampton (UK)
NIHR Journals Library; 2018 Nov.

2. Robert G, Philippou J, Leamy M, Reynolds E, Ross S, Bennett L, Taylor C, Shuldham C, Maben J. Exploring the adoption of Schwartz Center Rounds as an organisational innovation to improve staff well-being in
England, 2009-2015. BMJ Open. 2017 Jan 5;7(1)

3. Clancy D, Mitchell A, Smart C. A qualitative exploration of the experiences of students attending interprofessional Schwartz Rounds in a University context. J Interprof Care. 2020 May-Jun;34(3):287-296
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University Hospitals Trust
Clinical Biochemistry: Advances in Drug Detection

Abstract: The Analytical Specialist Chemistry (ASC) section in the Clinical Biochemistry department of the Norfolk and Norwich Hospital (NNUH) has been providing a drugs of abuse analysis Ce across

England for over 30 years. Until last year this was based on a mixture of established analytical techniques, such as immunoassay, gas chromatography, and thin layer chromatography. Howey the service offered to Nor

and the wider rural and coastal jons of East of England, was demonstrably improved with the introduction of a quadrupole time of flight {Q-ToF) instrument. This analyser has moved the service from being abdle to identify

approximately 100 toxicology compounds and metabo! N U les to more than 2000, and has enabled a considerable improvement in the service provided to rehabilitation, post-mortem, and clinical ice users
m this improved analytical capability, the Anti-Spiking projec 5 n. Late 2021, a member of the ASC sectior isaged and develope Anti-Spiking Campaign, with the analytical component based on the
ementioned Q-ToF ng a pllot scheme in Norv n moving to a full campaign covering the rest of Norfolk in early 2022. This scheme is aimed at members of the public who suspect they may have had either

had their drinks spiked with unco wted drugs, such as or amfetamines, or have been physically spiked with compounds via a hypodermic needle type device. This has given the public direct access to a laboratory

based toxic reen that is normally only available at specialist forensic toxicology centres via collection kits in bars, clubs, festivals, and emergency GP practices

Introduction

The analysis of urine for the detection of drugs of abuse and prescription compounds has been performed at the Norfolk and
Norwich University Hospital (NNUH) since the 1980s, in the Toxicology section of the y department and covering
assays/analysis such as:

« Urine tomcology screens,
«  NPSflegal high screening
«  Therapeutic drug detection

« Ethanol monitoring (along with biochemical markers of long term ethanol abuse).

For > 15 years the section has the 4 for the Norfolk rehabilitation services, Coronial ser-
wvices and NHS Trusts across the UK. Since its inception, the Toxicology section has a track record for developing and innovating
and e /methods to detect new ds as they become available on the street.
This ack inthe hads for the 2 analysis at the NNUH is presented in Figure 1.

Quadrupole Time-of-Flight Mass Spectrometry

Mmmmm;mmmm(qmunmmw i and ity in drug. and is an
established technique across the fields of and i analysis and drug
discovery. The method offers comprehensive drug screening to the field of toxicology

«  Substances present in a sample are separated at

QuanTor

the molecular level, using a called -

liquid chromatography. ' W
« The les of each sub enter 1]

the Q—I’nfms, where they become electrically-

INTELLISTART s

+ These then enter the ‘fight chamber’, a3 vacuum 4

tube with an electrical field applied across i, \ =

where they are separated further on the basisof ' i _ y

their mass and charge. ~ ~ - | — 2 - A Ouadrupole Tume of Fight Macs Spactionet
+ As if on a racetrack, the smaflest ightest .1 St Joa g — | L

companents reach the “finish fine’” first (Le. the L S 2 :

mass detector). d “ '
Using this technology, we can robustly identify in . e )
excess of 2000 substances.

.. .
Clinical improvement for Norfolk and Waveney

The introduction of a O-ToF-MS toxicology screen has enabled the population of Norfolk and Waveney access to a ‘gold service. This of service is found in fewer than 10 NHS laboratories in the UK and the closest to this region
are in Birmingham and London. The high sensitivity and large number of drugs in the screen has heiped patients who have and unable to confirm the drugs taken, and assisted in the investigation of both adult and
child deaths. By having the service at the NNUH site, it has resulted in faster turnaround of results to the region’s population. We have also been able to help patients who are in drug recovery. The analysis by Q-Tof is both more efficient n staff time and
more than the pr in Figure 1. Q-ToF-MS analysis does require an of hytical and skills, and having this type of expertise at the NNUH means that the
ﬂzvdopﬂmdpakmammmmmtvurestmumbasedon!hutskibuunwmm;Amvgoodwdlhbummmmlomﬂmlmm;dmmdmmhmfw
nefarious reasons. The NNUH iead campaign has been highlighted by the House of Commons Select Committee in to spiking as an example to the UK on how the NHS and partners should help combat this crime.

Anti-Spiking Campaign—Social Awareness Project

in December 2021, Eastern Pathology Alliance (EPA) launched a pllot Anti-Spiking Campaign in Norwich city centre. Wo

We are part of the

ing with clubs and bars in the city, the initial 2im of the project was to keep
party-goers safe from “spiking’ over the Festive period and beyond. Due to the success of the pilot, we gained funding by the Norfolk Police and Crime Commissioners, and as such, this has enabled
us to extend the project to indude other areas across the EPA region.

Spiking is the surreptitious addition of drugs or alcohol to 3 person’s drink, and has become more prevalent nationwide, with a number of incidents being reported in Norfolk. In addition, there has
been a spate of incidents where individuals have been spiked by direct injection into their person. To try and help combat this alarming social issue, the Taxicology laboratory (part of the Analytical
and Specialist Chemistry section of EPA) has joined forces with Norfolk Constabulary, the Norwich SOS Bus, selected dlubs and bars, and the UEA to offer anti-spiking sample collection kits. Anyone
who thinks that they (or a friend) may have been spiked can ask the bar staff or the SOS Bus staff for a free sample collection kit to provide a urine sample, and/or a sample of their drink, which is
4 » then submitted to our lab for analysis
Anti-Spiking Using Q-ToF enables us
Campaign offering a relatively fas
c——_>

o0 identify a wide variety of different s

ces. Using laboratory testing removes the pitfalls of toxicology point-of-care drug testing devices ('dipstick” urine tests), while still
naround of results to the affected individuals

Samples are submitted anonymously, and tested for substances connected with

iking, with results offered (if desired) via encrypted barcodes linked to the sample

el HPagh o By reducing many of the previous reporting barriers, the initiative has also been gathering important data on how prevalent the problem actually is, what spiking agents are in use, and
(m o s - = s supporting emergency and urgent healthcare workers to treat and support people more effectively who fear they may have been affected by a spiking incident

Working together to help keep you safe
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