[image: image5.jpg]North Tees and Hartlepool m

NHS Foundation Trust





[image: image1.jpg]rAIIied Health Professionals Service Improvement‘




To eliminate unnecessary delays in the safe transfer of care of patients from acute therapy teams to community services by improving the quality of information flow.

Victoria Blakey, Jill Foreman, Bob Warnock, Stacey Rutter

Our Service Improvement Story

The Service Improvement project (SIP) has enabled our service to achieve a significant reduction in waiting times, produce a generic therapy document that is being used throughout the organisation and produce a significant improvement in the quality of our patient’s journey through acute care into the community setting.  This SIP has also been the catalyst for the initiation of other SIP’s within our therapy services and we are very proud of our achievements so far.

· We have reduced the average wait time for patients accessing intermediate care therapy services from the acute sector from 5.5 days to an average of 2.5 days.

· By increasing their capacity and being able to see patients more quickly the Emergency care therapy team in the acute organisation have seen there referral rate go up and are achieving better outcomes. From Aug 2010 – Jan 2011 looking at a random sample of 50 patients the ECTT prevented 17 of these patients coming into hospital. This equates to £10,922 in cost savings for the organisation.

These improvements are certainly significant but how has our project impacted on the care of our patients?
A focus group, interviews with expert patients and a smiley face audit have been utilised throughout the project to monitor quality, one patient said,
 “The level of care I have received from all therapists has been marvellous”.

Background to the project

Our service improvement project spans two services, the Emergency care therapy service based within the acute sector and the Intermediate care therapy service working in the community setting. The aim of the Emergency care therapy team (ECTT) is to prevent inappropriate hospital admissions and to facilitate rapid hospital discharges. The 7 day therapy service covers the A+E department, the emergency admissions unit (EAU) and short stay unit (SSU) at the University hospitals of North Tees and Hartlepool. The intermediate care service in Stockton provides a period of care and therapy to rehabilitate patients in their own homes or in a residential rehabilitation establishment. They aim to speed up hospital discharges and provide crisis intervention to patients at home.
Strategic priorities

The project was initiated in January 2010 by the project team who were frustrated at the level of duplication of patient assessments between therapy teams within the acute trust and then between the intermediate and community therapy services.

At this point it also became apparent that therapists and therapy teams across the acute and community settings were using inconsistent, unratified documentation and risk assessments. 
The following objectives were produced by the project team at the start of our Service Improvement Project:

Objective 1 - Reduce the average waiting time for patients to access intermediate care therapy services from the emergency care service in the Stockton Borough Community by 25%. This will in turn reduce the ‘hand off period’ of handover between teams and improve Patient safety.

Objective 2 - Reduce the number of sets of unratified documentation in use in an identified group of Therapy services by 50%.  
Objective 3 - Reduce the time spent by Stockton Intermediate care Therapists on completing Patient assessments by 30%. This will over time increase capacity in the Stockton Intermediate care Service that will be in a better position to cope with the anticipated rise in referrals in relation to the Darzi re-location of services.

Objective 4 - Reduce the production costs of therapy documentation by 50%. To produce a document that can be printed and ordered via our suppliers, resulting in time and cost savings and releasing staff capacity. In the long term this document will form a template for an electronic solution.
Objective 5 - Improve the quality and efficiency of the Patient journey through the Emergency Care and Intermediate Care therapy service of Stockton by seeing no reduction in Patient satisfaction.

Activities undertaken

In order to achieve our objectives we have had to implement key changes. In order to do this successfully we have worked with our stakeholders from the very beginning in the activities we have undertaken. In July 2010 we held a stakeholder event to launch the project and engage the clinicians from all localities. The event proved to be a great success and using a variety of techniques we pulled together to produce a template for the new generic, therapy document. We also took the opportunity to discuss ideas around the transfer of the document and how this would potentially change patient pathways. All stakeholders contributed and both positive and negative comments were discussed and taken into consideration.

Changes implemented
Our project has pivoted around the new generic therapy document that we have worked tirelessly on producing since January 2010. In order to produce a document that could be used across the organisation by Physiotherapists, Occupational Therapists and assistants working in a variety of settings has been a real challenge.
To achieve this we analysed the documentation currently in circulation across the therapy teams, worked with our local information governance team and examined national standards for documentation. The early document was piloted and then feedback gathered at the stakeholder event, changes were made and the document finalised.

One of the other key activities we have undertaken was to map our patient’s journey through acute care into the community. This enabled us to identify what our patients needed at specific times and how we could use the document to manage these needs in a timely manner.

Demonstration of our achievements

Objective 1 – Reduce the average waiting time for patients to access intermediate care therapy services from the emergency care therapy service in the Stockton Borough Community by 25%
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The graph above demonstrates a reduction of 45% in the average waiting time for patients accessing the Intermediate care therapy service in Stockton. Our original target was 25% so we have over achieved in this area. It is worth noting that since the start of the project there have been no patient safety incidents. 

Objective 2 – Reduce the number of sets of unratified documentation in use in an identified group of Therapy services by 50%
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The graph above demonstrates an 80% decrease in the use of unratified poor quality documents by therapists in the organisation. 
Objective 3 – Reduce the time spent by Stockton Intermediate Care Therapists on completing patient assessments by 30%
Time saved per patient = 14 minutes

Average amount of patients assessed per day per therapist = 4

Amount of therapists in Intermediate Care Team = 7 

Therefore time released is as follows;

 4mins x 4 patients x 7 therapists = 392 minutes = 6 hours 32 minutes per day

This increased capacity has been used by the intermediate care team to reorganise and promote early discharge from the local residential rehabilitation unit (Rosedale) where possible. The graph below demonstrates the reduction in average lengths of stay of the three areas in the residential unit.
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Objective 4 – Reduce the production costs of therapy documentation by 50%

Prior to commencing the project, photocopies of unratified documents were common practice. The costs of the photocopied document in comparison to the new printed document are calculated below. On average the therapy department as a whole use approximately 10,000 documents annually.

Per 10,000 photocopies = £982.80
Per 10,000 printed copies = £115.00 

Reducing the production costs by £867.80 a saving of 88 %

Objective 5 – Improve the quality and efficiency of the patient journey through the Emergency Care and Intermediate Care Therapy service of Stockton by seeing no reduction in patient satisfaction.

The journeys described in the table below show how a minor change to the therapy process has impacted on the service delivery. We believe that this process change has resulted in a streamlined service that is promoting a more efficient journey for the patient between services and in achieving their desired outcomes.
	Pre-project patient journey
	Post-project patient journey

	Day 1 – Referral received from A&E

Assessed in the department by ECTT

Discharged home

Refer to rapid response

Day 2 – ECTT follow up patient with a call and a visit

Recommend and order equipment

Day 3 –  Monitor, await delivery of equipment

Day 4 –  Monitor, await delivery of equipment

Day 5 – Equipment delivered to patient’s home

Day 6 – Follow up call to patient to arrange follow up visit

Day 7 – Visit patient at home to demonstrate equipment

Day 8 – Patient discharged from ECTT with no handover to Intermediate Care service
	Day 1– Referral received from A&E

Assessed in the department by ECTT

Discharged home

Refer to rapid response

Day 2 – ECTT follow up patient with a call and a visit

Recommend and order equipment

Day 3 –Handover to intermediate care

Notes scanned as handover

Red text indicates another opportunity for innovation and development. Could the ECTT therapists be responsible for accessing care support for rapid discharge patients?


Qualitative feedback (from a patient focus group)

“Whilst on the ward I felt lost, since transferring to Rosedale (Intermediate care placement) it’s the best thing that has ever happened to me”

“Rosedale has given me the confidence to know I will manage at home”

“Good communication between hospital staff and Rosedale they knew all about me walking with the zimmer frame”

“The level of care I have received from the therapists has been marvellous”

“At first I thought I was going to a care home but now I know it’s for the best, I have enjoyed the group work”

“This team (ECTT) are a credit to the NHS and there should be more teams like this”

“I really didn’t want to go into hospital and the team in A+E sorted everything out”.
The benefits of our Service Improvement project
	Benefits to patients
	· Quicker discharges from hospital.

· Admission prevention – being managed at home.

· A reduced waiting time to get therapy input at home.

· Less duplication in assessments.

	Benefits to staff
	· Access to a printed document that meets local and national standards that does not require photocopying.

· Less duplication of assessments.
· Engaging with patients in gathering qualitative feedback, this is giving staff feedback on the therapy input provided.

	Benefits to the acute organisation
	· Prevented hospital admissions from A+E and the community.

· Quicker hospital discharges (reduced length of stay).

· Weekend discharges to residential rehabilitation unit.

· Improved relationships between the acute and community services.

· Streamlining patient pathways in line with the momentum project and the shift of services into the community.

	Benefits to the community organisation
	· Access to a printed document that meets local and national standards that does not require photocopying.

· Increased productivity due to reduced duplication.

· A much improved system of hand over from the acute to community service, resulting in a reduction in patient safety incidents.

· Improved relationships between the acute and community services.

· Assessing patients quicker, starting the rehabilitation process earlier and discharging them from the service.


Patient Journeys

Mrs G attended her GP practice with redness and swelling to both of her legs she was diagnosed with bilateral cellulitis and discharged home with rapid response nursing support. She was treated with IV antibiotics for 24 hours but the pain became worse and she was struggling to mobilise and having to sleep downstairs. The Therapists at Intermediate care were able to go out the same day, provide a walking frame to use downstairs and assist the family in providing a downstairs bed facility and commode. The therapists then continued daily intervention until the cellulitis had settled and the patient was able to mobilise and negotiate the stairs safely. Prior to the SIP Intermediate care did not have capacity to pick patients up so quickly. This was often resulting in inappropriate hospital admissions for patients deemed to be 'off legs'.

Mr B attended A+E after having a fall at home resulting in a fracture to his right shoulder. After being assessed by the therapy team in the A+E dept it was felt a period of intermediate care support was required to ensure Mr B was safe at home and able to manage over the forthcoming weeks with the injury he had sustained. Mr B was discharged home on the same day. The ECTT performed a follow up visit the following day to review Mr B's mobility and function. The ECTT then scanned the notes across to the intermediate care team who picked up the following day to provide daily therapy intervention to rehabilitate Mr B in his own home. After 4 weeks Mr B was back to his pre injury level of function and was discharged from the scheme. Prior to our project Mr Brown would have had to wait up to 8 days between the discharge from ECTT and the commencing of the Intermediate care therapy support. Mr B would have also been asked at least twice the same set of questions at 2 different stages of his journey, resulting in duplication for the patient and inefficiencies from the therapy teams.
Project Outcomes

In an earlier survey the team were asked to give 3 top tips to other services to ensure service improvement is successful. Our team stated,

TIP 1 – effective time management of the project

TIP 2 – the engagement of staff and the support of management

TIP 3 – data collection and analysis, important from start to finish
One of the key factors in our project’s success was that it was being driven by clinicians who were working within the services. This did have its limitations particularly around time management but did allow us to stay informed and drive things forward. On reflection it becomes apparent how important it is to hold the patient at the centre of your improvement work. A desire to improve our patient’s journey by reducing inefficiencies and getting the outcomes the patients want in the environment they want to be in has been a key driver.
Finally…….

Our project does not stop here it is vital that we now focus on sustaining our project outcomes and moving the project forwards to cover the wider geographical area. The service improvement journey for us has been challenging but has equipped us as clinicians with service improvement skills that we can use to put AHP services in the spotlight. As the NHS changes and services are remodelled AHP’s are going to have to change and showcase their skills to meet the needs of the patients. This project and those that have been ignited as part of this have always had the patient at the centre of the improvement process, vital for service improvement success.
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