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RNOH is the largest orthopaedic hospital in the UK and regarded as a leader in the field of orthopaedics both in the UK and world-wide. 
We provide a comprehensive range of neuro-musculoskeletal healthcare, ranging from acute spinal injuries to orthopaedic medicine and specialist rehabilitation for chronic back sufferers. This broad range of neuro-musculoskeletal services is unique within the NHS.
Children’s Scoliosis Service

Allied Health Professionals’ Service Improvement Project

The SIP has enabled the service to……
· Analyse base line data in terms of waits for surgery, referral rate and referral type to physiotherapy currently from consultants prior to surgery.

· Address differences in service currently provided by physiotherapists at Bolsover Street and Stanmore. 

· Explore the use of outcome measures for the service.

· Recruit a Consultant AHP to work alongside Spinal Deformity Surgeons - this is the first Consultant AHP post in the Trust and has been widely supported as an innovative approach to  addressing the problems associated with a long wait for surgery
Our core purpose is……

· To treat paediatric scoliosis patients up to 18 years old, referred to the Royal National Orthopaedic Hospital (RNOH) by GPs or secondary care providers (national catchment area).
· The newly appointed Consultant AHP will work in parallel to Spinal Deformity Surgeons to triage, assess and actively monitor patients prior to surgery and provide appropriate treatment as an alternative to or in preparation for surgery.
As a highly specialised service working in a tertiary centre we aim to provide a personalised service for paediatric scoliosis patients up to the age of 18 years. We accept referrals from GPs or other secondary care providers nationally. With the newly appointed Consultant AHP we will provide a new service where the consultant AHP working in parallel to spinal deformity surgeons to triage, assess and actively monitor patients prior to surgery. This will include appropriate treatment, reassurance and advice as an alternative to or in preparation for surgery. We have a team of specialised paediatric therapists following up on patients post surgery on the wards and as outpatients as appropriate. 
Our improvement aims were……

· To add quality to the patient pathway by adding advice, reassurance and exercise / lifestyle changes as appropriate to a measurement of angle and yes/no/wait and see outcome.

· To measure functional outcomes of conservative and surgical treatment where none had previously been measured.

· To reduce waiting times for surgery and conservative treatment by adding a skilled member of staff to the 1st outpatient appointment team and increase productivity by freeing up surgeons for surgery.

· To establish the “norm” for the service, set standards based on NSF, NICE and local recommendations and audit against these.

· At 31st Jan 2011, 51 patients had waited longer than 18 weeks for surgery out of 724 on the waiting list, which is 7% of patients. 
Working with our stakeholders, we have transformed our service by……
· A key change in workforce profile, i.e. the recruitment of a Consultant Physiotherapist to work with the Spinal Deformity surgeons to make changes in the clinical pathway, new pathways, including different types of new and follow-up appointments, referral and discharge criteria and processes.
· This was based on a request from the surgeons, success in other clinical units with use of AHP skills parallel to Consultants and the momentum of the AHP SIP project which channelled these efforts. 
· We worked with the General Manager for paediatric and spinal surgery and the Chief Executive to make a robust business case. As a result of this joint effort the role was approved at a time of financial constraint. The job description was drafted, matched and recruitment process is complete – the Consultant AHP starts 1st February 2011. 
· This has had a significant impact on the perspective of the Spinal Deformity surgeons on the role of AHPs in their specialty. 
· We have worked with existing staff reviewing physiotherapy clinical protocols and assessment and documentation standards in existing treatment pathways.
· We have also made contact and utilised advice from an external ESP who works in this specialised area to learn from the setup in an existing service elsewhere in another tertiary centre.  

· We have additionally made contact with another Consultant AHP who works on the patient experience nationally and another in a HEI with an interest in Scoliosis. 

We have delivered improvements across our service……

· Not yet. The postholder starts on 1st February 2011. To date, we have only been able to gather baseline data and suggest some priorities based on this:
Getting the Consultant AHP in post was a must for us to be able to bring about change, so this achievement was major in a time of financial constraint as mentioned above. Now the Consultant AHP is in place we will bring improvement across our service. The main priorities will be:
· The Consultant AHP would provide an additional 2 clinic sessions and 5 treatment sessions per week. 

· The Consultant AHP working parallel to Surgeons and Physicians in clinic will have  a measurable impact on the referral to treatment time and quality of care.

· providing triage in collaboration with the medical team to promptly direct patients to the most appropriate pathway

· creating capacity and earning revenue for new and follow-up consultant and registrar appointments by seeing appropriately triaged patients in clinic

· starting first definitive treatment or an on-the-spot diagnostic assessment to avoid delays for the patient

· Continuity of care throughout the patient journey, coordinating the patient journey for the most complex cases

· providing additional education and support to anxious patients and parents/carers, reducing anxiety and reinforcing compliance and steady progress with treatment

· coordinating some clinical aspects of the waiting list to ensure patients are actively monitored whilst waiting and expedited appropriately

· improved communications with locality teams to enable treatment to be delivered closer to home with specialist support

· improved communications with the internal MDT, aiding admission and discharge planning and decreasing length of stay, particularly for patients with complex social needs or co morbidities

· support for rotational medical staff and AHPs with less experience in the specialty, leading to clear evidence based and efficient treatment protocols

Specifically in Scoliosis, an established AHP specialist can provide:

· Full musculoskeletal history and assessment

· Referral for imaging and measurement of curves (more consistent than multiple registrars measuring over long periods of monitoring)

· Identification of red flags for immediate escalation to the surgeon

· Assessment of other factors such as pain, disability

· Referral to other AHPs e.g. physiotherapist refers to orthotist

· Active management of the condition including patient education, exercise programmes, orthotics to improve posture and function.

· Preparation for surgery

· Follow-up after surgically stable to ensure functional milestones are met or appropriate treatment/referrals made.
The changes we have made will bring benefits to our stakeholders by……

· For patients: Shorter waits and more active involvement in the management of their own condition. A more cohesive pathway from first diagnosis until possible surgery and after with improved information and support for patients and carers. 
· For Commissioners and  Chief Executive: Saving money whilst improving waits which means value for money and improved productivity. There is a potential for a surplus using a Consultant AHP as the charge will still be for a consultant activity but the cost of an AHP consultant will be much cheaper for both initial assessment and follow up therapy. 

· For the Consultant Surgeons: An alternative approach to the problem of long waits for spinal surgery, using AHP skills, which will free up their time to do more surgery, will add new skills and consistency to their team and will add to patient satisfaction and outcome.
· For existing AHP staff: A more coherent service with a purpose and support to develop their skills and communication with the spinal deformity team.   
· For AHPs: Highlighting contribution of AHPs within our organisation and to a wider audience encouraging AHP involvement in Scoliosis management.
We will continue to improve by……

Throughout 2011/12 the main part of the SIP will take effect as the post holder establishes the new role.
· Evidence based MDT discharge criteria for conservative and surgical pathways for 2 consultants. 

· Transfer of follow up patients to 1 AHP clinic session per week to start 1st April 2011.

· Weekly joint triage (Surgeon and AHP) of referrals to start 1st June 2011.

· Allocation of new patients to AHP clinic with graded supervision to start 1st July 2011

· Increase clock stops in 1st OP appointment from 5% to 10% by 31st August 2011.

· Training & business case to enable other AHP/Nursing staff to acquire skills and support activity of 2 more Spinal Deformity Consultants – submit BC by August 2011.

· AHP led clinics - active monitoring, conservative management, pre- and post surgery phases, with contact information and peer support networks – August 2011.

· Free up 3 New Patient Surgical appointments per AHP clinic session, enabling surgeons’ time to be re-allocated to surgery and related clinics – August 2011.

· Increase clock stops in 1st OP appointment from 10% to 20% by 1st February 2012.
Other services can achieve what we have achieved by…….

· Responding to a gap in the market

· Being realistic about how far you can get with the skills and aptitudes you (and your team) already have

· Demanding better data analysis given all the time spent entering it

· Believe that your service is worth extra investment and find out who can influence this with you
· Be brave!
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