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Speech and Language Therapy Service

Child Health, Block 13, Ida Darwin, Fulbourn, CB21 5EE

Tel: 01223-884494 Fax: 01223-884171

Improving the child and family’s experience of a paediatric speech and language therapy service

Box 1: Big Picture Success Story 
The SIP has enabled us to redesign our service so that children are now accessing treatment quickly and the long waiting times that previously existed are no longer an issue.  In May 2010 there were 409 children who had been waiting longer than 18 weeks for intervention; 126 of these had been waiting for longer than 48 weeks, with the single longest waiting time being 102 weeks.  The waiting times across the county were not equitable and although the waiting list and times were reducing the speed of this was very slow.  (It had been 556 in May 2009).  The average waiting time for intervention (which includes all children waiting for assessment and treatment) was 28.8 weeks.  The current situation (the end of January 2011) is that 8 children have been waiting longer than 18 weeks, the single longest waiting time is 35 weeks (for reasons relating to the child’s situation) and the average waiting time for intervention is 5.5 weeks.
The impact of these changes for families is that children are accessing effective intervention in a timely way.  There is a streamlined process from referral to intervention to discharge and the absence of a long waiting list allows for more flexibility in decision making which is sensitive to individual needs.  Parents are effectively supported in working with their children which increases the efficacy of treatment.
The changes to service delivery have resulted in a 10% increase in contacts, which in the context of almost 5% cost improvement saving in 10/11 represents a significant increase in productivity.  The profile of the service as one which is successfully transforming has been raised within our own organisation and with our commissioners; we have been reporting monthly to the commissioning board. 
Box 2: Service Context (background to improvement activities)
Our core purpose is to provide assessment, advice and treatment for children in our area who have difficulties with speech, language and communication and/or eating and drinking.  We cover a mixed urban and rural population of approximately 158,900 children in Cambridgeshire and the service supports children in community clinics and health centres, in mainstream schools and nurseries and also works with children who have disabilities in a variety of settings.  
The service provides input to staff in Children’s Centres and has carried out several initiatives to train Early Years’ workers and families in identifying and supporting young children who have speech and language difficulties.  We also provide specialist services to children who have a variety of special needs including autism, hearing impairment, physical disability and learning disabilities.  

The service operates an open referral system although we have worked closely with the local authority in developing descriptors and a pathway to assist in referral decisions for school age children.  Approximately two-thirds of children referred are of pre-school age.  On the existing referral pathway families can expect an initial appointment within 8 weeks of referral, following which, if treatment is required, their names are placed on a waiting list.  This area of the service pathway is one of the targets for the SIP.
Outcomes of referral depend on the child’s needs.  Some families will be given advice and discharged immediately; some will have a period of either direct or indirect intervention which will resolve the difficulties and then be discharged.  Other children may have input over a longer period which may not resolve the difficulties but will ensure that the child is appropriately supported to communicate as effectively as possible at home and at school. 
Box 3: Strategic priorities to be addressed by the SIP 
Our improvement aims were:
· to reduce the waiting time from initial assessment to intervention through redesign of intervention pathways

· to develop drop-ins for referral for all pre-school children (apart from those with complex needs, who will be managed through the multi-agency Early Support Pathway)

· to move to a single point of access and review admin processes across the county

Changes to these aspects of service delivery would impact on quality (by reducing waiting times), outcomes (by ensuing that children and families received more timely support and that parents were encouraged and trained to work with their children), access (by removing the wait from referral to first assessment for many families) and productivity (by, for example, offering more group-based intervention; centralising the appointments process in order to release clinical time).
From a strategic viewpoint the main focus was the achievement of the referral to treatment (RTT) target of 18 weeks and consequently this was the main focus of this year.  This RTT remains a local standard and NHS Cambridgeshire have required regular progress updates.  At the start of the project in May 2010 there were 409 children who had been waiting longer than 18 weeks for intervention; 126 of these had been waiting for longer than 48 weeks, with the single longest waiting time being 102 weeks.  The waiting time and numbers in different localities across the county varied as did the intervention approaches (although some work had been done in working towards providing similar interventions and clinical approaches). 
Box 4: What they did and what they changed as a result of the SIP (actions taken to achieve change)
The redesign of clinical pathways has been the most significant aspect of change in the service so far and this has had the most impact for children and families, and, to a lesser extent, other professionals.

Redesign of both pathways involved small speech and language therapy working groups, with different team members contributing as appropriate.  It involved looking at the evidence base, discussion about what was needed and how this might be rolled out across the county.  At different stages we have had whole service discussion and feedback from everyone in the team has been encouraged.  It has been important that everyone has been involved because the changes affect all team members in changing some of their existing working practice.    

The approach for young children who have speech difficulties (which we now call ‘speech circles’) was piloted in South Cambridge in the summer term of 2010 (chosen because it had the longest waiting times and also both demographical and geographical diversity) and then introduced everywhere else by September 2011 (two other places started during trialling in a more low key way during the summer).  Learning from the pilots was shared through discussion and also practical support such as copying resources across teams.   This discussion and sharing has continued through two further meetings with everyone who delivers speech circles which has led to some changes (for example, the parent workshops now include more practical demonstration of activities) and also consistency in approaches to issues such as how to support families where parents are unable to commit to attending groups.
The redesign of the language pathway is based on the child’s language profile following assessment and a short set of clinical prioritisation questions regarding the impact of the identified difficulties, support available to the child and likely progress.  The language pathway can be applied to several clinical groups, for example, children who are on autistic spectrum and children who have hearing impairment, as well as those for whom language difficulties are the major presenting problem.  
The admin review and redesign is still an essential objective but achievement of change has been slow.  This partly because the centralisation of referrals to a single point of access is now a project for all three paediatric therapies and so is a bigger piece of work.  Capacity within the speech and language therapy service is finite and time and attention has been focused on changes to service delivery (and the admin associated with that) rather than the whole admin system.  However, the plan is starting to progress and this objective which will be completed by September 2011.

Box 5: Demonstration of achievements (results/findings)
We have delivered improvements across our service in terms of access and productivity; and these can be quantitatively demonstrated.  Our weekly reports show the progress since we first began collecting these data and the rapid change since implementation of new pathways in May 2010.  

Table 1: Progress against 18 week RTT target May 2010 to January 2011
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In addition to progress in the 18 week target, changes to decision making at initial assessment is reducing the numbers of children on the waiting list following the first contact. We are starting to be able to feed children through directly to speech circles (so they do not go on to the waiting list at all) or be taken on to the language pathway immediately.  Because the waiting list is so reduced children who are delayed but seem to be following a typical developmental pattern can be given advice and discharged, knowing that if they need intervention later they will be able to access this when needed. In May 2010 there were 54 children waiting between 13 and17 weeks; by January 2011 this figure has dropped to 10, 6 of whom have already been allocated for intervention.  
These changes have been well received by parents although we are still in the process of working out how best to support the small number of children whose parents are not able to commit to groups for a variety of reasons.  
How has your child benefited?

“She is more aware of how to make the sound she was struggling with.  Learnt through games”

“Far clearer use of ‘s’ sound.  Given us some useful tools to help us correct him without belittling what he has said”.

In what way have you benefited? 

“Learning how to help him develop”

“Guidance on how to approach her speech positively and helping her to think about the sound and breaking it down”.

Any other comments?

“This was a worthwhile group and the therapists have been excellent in their methods and support”

“Really enjoyed [it]….many thanks” 

In terms of productivity, the planned activity (direct face to face contacts) from April 2010 to December 2010 was 23,737 (based on 09/10 activity) and the actual was 25,897, representing an increase of 10.8%. This increase in activity reflects the implementation of groups throughout the year rather than the previous pattern of group therapy that was mainly in school holidays. 
Box 6: What have been the benefits? 
The changes we have made have brought benefits to children and families by improving access in terms of waiting times but also, as the new system is developing, making the path from referral to intervention shorter and smoother.  When our new pathways are fully operational a parent of a young child will come to a drop-in and if the child needs therapy for a speech difficulty will be able to book attendance at a parent workshop and first group session at that point.  For children who have language difficulties, the pathway will be much clearer to parents, therapists and school teams.  This enables more focused discussion about what the child needs and how this will be provided.  
For our commissioners and our organisation the immediate benefit is again, reduced waiting time, but positive feedback from service users (through questionnaires and Dr Foster devices), as well as from the planned discussion groups for parents, will be a measure of the quality of what we are providing.

The speech and language therapy team have benefited by seeing the waiting list tackled successfully which makes the everyday interaction with families easier. Therapists are also making decisions based on the presenting clinical need of the child rather than second guessing what that need may or may not be in 12 months’ time.  After the initial time needed in setting up the groups, the process has become more streamlined and therapists are reporting that children and parents are really making progress.
Box 7: What next? 
We have made good progress but some parts of the project are still in the early stages.  Next steps include:

·  Rolling out drop-ins (some of the DH money is being used to purchase more laptops so that we can access SystmOne at these sessions for registering referrals and scheduling appointments.  This will mean that parents do not have to wait for appointments by post or phone in for them.
· Completion of admin review and the process of centralising other referrals is just now beginning to move forward. We have also decided that using the SystmOne scheduler and centralised management of speech circles will release clinical time.  Eventually we would like to move to a full clinical use of SystmOne and reduce the miles of files we currently have.  The admin review will also focus on skill mix and capacity to ensure that we have admin support provided as efficiently as possible. 
· Continuing pathway development, including capacity, demand and costing 
· Adoption of agreed outcomes measures
Known risks and challenges over this next 1-2 years are primarily around reductions in funding and organisational change.  The service is in a more robust position than it was and with continued progress it will be more able to deal with future changes.  
Box 8: Project Outcomes
We have achieved these changes through a variety of means.  It has been important to be clear about what we are trying to do and why and repeat this message frequently and loudly.  Communication with staff at all levels has been a key factor and when things have not progressed well it has usually been because something has gone wrong with this.  Sometimes shortage of time has impacted on sustained effective communication but ‘investing to save’ in planning and communication has always paid off.   

Our service has developed robust pathways and our approach to service delivery, whilst continuously evolving, would be transferable to other community speech and language therapy services.  We have a highly skilled team, responsive to change with effective clinical leadership skills.  
We were over-ambitious in the balance between the amount that we wanted to achieve in the year and capacity to do this.  We are trying to learn how to be more realistic about time scales although there is also a sense that it might be better to be over- rather than under-ambitious.  
The input from our business support team in terms of good reporting is essential to our work and we are thinking about how to develop data collection to support collection of outcome measurement and the costing of pathways.  Any service undertaking transformation work needs to consider this.   
Jane Speake 

Lead Practitioner

Speech and Language Therapy 
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