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Using NICE quality standards

to review dementia and end

of life services

“The NICE quality standard has provided

a key template for developing the evidence
based care pathways which are fundamental
to delivering excellent services across a range

of rural and urban settings.”

Dr John Howarth, Director of Integration,
Cumbria Partnership NHS Foundation Trust

Where are we now?

The Trust provides mental health and
community services across the whole of
Cumbria for a population of half a million
people, Including nine community hospitals.

The population has a higher proportion of older
people than anywhere else in England, and this
proportion is rising all the time. Demand for
dementia care, and end of life services is set to
rise dramatically, with increasing pressure on
resources.

The Trust’s Commissioning for Quality and

Innovation (CQUIN) framework for 2012-13
provided the impetus to conduct thorough

reviews of both services.

Three sources of information were used for
each review: patient/carer stories, performance
and outcomes data, and the views of
stakeholders gathered through a series of
structured workshops. The three data sets
were triangulated against the quality standards
to form an assessment of current provision
against the national standard, and to identify
priorities for improvement.

Cumbria Partnership NHS Foundation Trust used
the NICE quality standards for end of life care and
dementia to review current practice and identity
ways of Improving patient care.

Identifying future
direction for services

The reviews showed that there were areas of
excellence in both services, but that provision
was inconsistent in different areas of the county
and areas where services could be improved.

The reviews produced a series of
recommendations, which were agreed jointly
between providers, and covered areas including:

* Improved co-ordination between providers

* Investment in training and telehealth to
IMProve services

* systematic adoption of best practice in
identifying patients and using care pathways to
ensure optimum care

* provision of improved and consistent
iInformation for patients, carers and
professionals

The Trust also recommended that
commissioners and provider organisations
support the systematic use of the End of Life
Care Quality Assessment (ELCQUA) tool by end
of Q2 2013/14. The tool measures progress
relevant to the 16 statements in the NICE end of
life care quality standard.

Contact: Gillian Mathews

Email: gillian.mathews@cumbria.nhs.uk
Telephone: 01768 245642

Cumbria Partnership NHS

NHS Foundation Trust

Quality standards
as a framework for
systematic review -
learning points

Published in November 2011, the end of life
care standard contains 16 quality statements
designed to act as markers of high-quality care.
The dementia quality standard was launched

in March 2011 and consists of 13 quality
statements.

The Trust highly recommends using NICE
quality standards, where they exist, as a
framework for a systematic review of services.
The statements are clear and referenced to
underlying evidence, and NICE’s reputation
means that there is no need to debate the
definition of high quality care - all providers
and commissioners can sign up to the quality
standards as the working definition.

Staff were all aware of, and working to NICE
guidance, but didn’t understand what the
quality standard was for. Using the quality
standard as the framework for the review has
nelped to make this clear, and makes explicit
to commissioners exactly where each of

the provider organisations is contributing to
delivering the relevant outcomes.

www.hice.org.uk
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Respiratory Clinical Pathway Team

A passport to successful

patient engagement

Demonstrating meaningful involvement and shared
decision making with patients and the public Is

a real challenge for commissioners in the NHS,
but essential to improving quality, innovation and
oroductivity. NHS North West developed a COPD
passport and Patient Leader Programme to
empower respiratory patients and ensure that
they receive the NICE standards of care for
COPD when visiting respiratory services in

the North West.

Empowering patients 7 steps to high-quality Patients as change
COPD care champions

The North West currently spends in the region

of £700 million on COPD and asthma services. , , . . .
The majority of this spend is still heavily reliant An audit of adherence to the 7 steps in the Patients can be change champions to drive
on secondary services and not on prevention COPD passport is on-going and will provide improvement at a local level if their views are
self-care and rehabilitation | local respiratory services with relevant data to iIstened to and taken on board. Listening to

| | iInform service development and improvement. Datients and carers experience and feelings
In September 2071, a North West regional NHS North West conducted a oilot surve about the care they received was fundamental
patient listening event was attended by patient , , P Y N on of th PD pati
representatives from each of the 24 PCT involving 305 members from the BLF online to the creation of the COPD patient passport.
ocalities. Personal reflections of experience and community to find out how frequently the 7 Most patient leaders do not feel engagec
feelings Were captured a;ld shared in group steps were being met. because they do not understand the language

of the NHS, so 1t Is important to provide them

discussions to identify common themes and Results show a variation in the offer of basic | o , | ,
differences. standards of care provided to COPD patients with training. This programme 1s being led Dy
s data - manbed 1o the NIGE COPD completing the survey. For example, 90% the North West Clinical Pgthway tealm and BLF
PP . - - S and has been successful in harnessing the

dell d itv standard - f d th of patients received a COPD diagnosis via , , , o
guiGeline ana guality standara - 1ormea tne . 5 v 46% of pati patient voice and engaging NHS organisations
basis for developing a COPD patient passport spirometry, but only +576 OF patients were to work collaboratively with patient leaders.
outlining 7 steps for quality COPD care. The c.)ffelred support in self—mapggement. 'he _ . .
nassport is a simple credit-card size document findings demonstrate significant room for Feediback from patient leaders following the
that provides patients with key self-care improvement, but show real promise for the use training has been excellent. They are highly
'_nterventi ons and links to the British Lung of the passport which is now being adopted by Motivated, committed and appreciative for the
-oundation (BLF) helpline for on-going support. other regions in England. investment in their training. Feedback from NHS

management and clinicians has recognised the

Following the training and emlbedding of the first “ |
nositive changes in engagement.

11 patient leaders, further investment will ensure

that there is one patient leader for each of the 32  Combining the patient perspective with that of

CCGs in the North West. local clinicians ensured that the COPD passport
IS evidence based.

A total of 100,000 copies were printed and
distributed across the North West using
the Respiratory Network and BLF's patient
network.

A Patient Leader Programme was also
established to provide ongoing patient
engagement to CCGs and providers. Patient
Leaders should explain the needs of respiratory
patients and help identify best practice
examples.

Contact: Preeti Sud

www.hnice.org.uk

Email: preeti.sud@northwest.nhs.uk
Telephone: 0161 6257269
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Using interactive text message

NHS

Stoke on Trent
Clinical Commissioning Group

technology to manage high blood
pressure in the home

To help implement the NICE guideline on hypertension
(CG 127) Stoke on Trent Clinical Commissioning Group
(CCQ) piloted a text message system for patients,
which enabled them to manage their condition at home
by sending the results to their GP practice to see If

further action was required.

“The NICE guidance enabled us to implement

a technological solution to give patients greater
control over their condition, reduce unnecessary
visits to GPs and help the CCG manage its

resources better.”

Phil O’Connell, Stoke on Trent Clinical Commissioning Group

Giving patients control
over their condition

It ]

IS estimated that one In three adults in the

UK have hypertension or high blood pressure
(BP). Poor management of the condition

results in thousands of avoidable deaths and
nospital admissions every year. Treatments and
Interventions used to manage hypertension take

up a lot of time and resources, which could be

P

ut to better use elsewhere in the system.

Stoke CCG piloted a simple, interactive text
message system to help them tackle the high
numbers of patients with hypertension in the
community. The team recruited 124 patients
across ten practices for the initiative, which
focused on patients with chronic kidney disease

a
T

nd those at risk from stroke or falls.

ne aim was to help these patients manage their

BP at home, encourage better management of
medicines for hypertension, reduce unnecessary
hospital admissions and GP visits, and ensure
clinical resources were targeted at those who
needed them most.

Using NICE guidance
to set clinical protocols
and measure results

The CCG worked with a telecommunications
company to roll out the text message system
(Florence). To engage clinicians and instil
confidence in the technology, the NICE guidance
was used to develop a clinical protocol, using
SMS text messaging to ask or advise patients to:

* ‘opt Into’ or register for the service

* take their BP at home and send the results to
their GP practice

* take another reading from other arm, if the
results were high

* seek medical attention If results remained high
* keep their BP stable by living healthier lives

Results from implementing the service included:

* lower BP when readings were taken at home,
compared with taken in clinic

* more frequent and appropriate changes In
hypertension medication

* petter understanding among patients of their
condition

* petter awareness of the benetfits of healthy
iving to manage hypertension

* improved implementation of the NICE guideline
on hypertension

Contact: Phil O’'Connell

Email: phil.oconnell@nhs.net
Telephone: 07738484524

Learning points for
future roll-out of the
programme

Although the Florence service was easy to use
and implement, there were some key learning
points from the pilot which included:

* the need to select patients carefully

* ensuring patients were trained to use the
technology

* ensuring patients were happy to be pro active
about managing their condition

* identifying a clinical champion in each GP
practice to help implementation

* making best use of administrative staff in GP
practices to collect data

The most significant barrier to getting GP
practices to sign up to the initiative was not the
use of the technology but the data collection
and evaluation. This was felt to be an additional
burden to clinicians’ workloads. For future roll-
out of the programme data evaluation would be
designed to be less time consuming for clinical
feams.

www.hnice.org.uk
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Evaluating the feasibility of delivering
an alcohol screening programme within

an endoscopy hospital depar;_ment ‘3

|

Newcastle Upon Tyne Hospitals Trust, In |
partnership with Newcastle University, designed a '
pllot programme to assess how feasible it woulo
oe to Include alcohol screening and brief advice
INto everyday routine health assessments.

"Hospital senior management and wider
stakeholders were passionate about implementing
NICE public health guidance to provide a health
Improving opportunity to their patients.”

Gill O’Neill, Public health Specialty Registrar,
Newcastle University: Institute Health and Society

T G~ o — J
Embedding alcohol Evaluating the process Engaging stakeholders
screening and brief of implementation by promoting the
ad_v!ce |nt0 rC?Utlne Betore the evaluation started, NUTH participated ber‘eflts Of USIng N ICE
clinical practice in a pilot project to establish the levels of guidance
confidence and commitment among hospital

Evidence shows that screening the adult staif in delivering alcohol screening within routine | earning points include:
nopulation for risky alcohol consumption, and health assessments. Initial findings showed that » a shared strategic vision of ‘making every
providing feedback and brief aavice, results after training, staff were more confident anc patient contact a health improving opportunity’
in a reduction in the amount of alcohol they Commlt':ed to deliver alcohol brief interventions which led to a positive view about including
consume. NIGE's public health guidance on 10 patients. alcohol screening and brief advice into routine
alcohlol—use disorders recommerjds bOtthheSG Newcastle University used these findings health assessments
racicos and l dll i ieventons 10 cllop  moreSuctusd SEalon . pospralchampions uch s seror urses anc

P P J° where the main outcome Is to determine consultants, were essential when promoting
While there is strong evidence for the whether professional behaviour change has the benefits of implementing new evidence-
effectiveness of alcohol screening and brief demonstrated successtul implementation. based practice within an already busy clinical
interygptions, thgre iS, less evidepce on the | The evaluation process includes: environment
feahS|b||It|;y of rOUtt'p ely Implementing these actions » understanding barriers and enablers to * focus groups and questionnaires allowed staff
N heathcare setings - | orofessional behaviour change concerns to be raised early in the process, and
As a result, Newcastle University decided to . shadow ot path for barriers to be discussed in training
evaluate how alcohol screening and brief advice STaldoWINgG patieht pathivays » training improved the knowledge and
could be embedded into everyday clinical * staff questionnaires and focus groups confidence among staff in discussing alcoho
practice as part of routine health assessments. » staff training with general patients attending the unit.
The evaluation is being undertaken within an » production of brief advice tools Feedbe}ck showed the trgmmg prowdgd greater
endoscopy department at Newcastle Upon Tyne | - appreciation of the benetits of screening
Hospitals Trust (NUTH), due to the association * a 12-week implementation pilot patients for risky alcohol use
between gastrointestinal disease and risky * analysis of outcomes and development of * engaging the whole endoscopy department
alcohol consumption. recommendations has bred a sense of ownership and trust
NUTH hosts a multi-disciplinary public health » conducting the evaluation within an academic
trust group, which provided a solid foundation for setting provided opportunities to promote this
Introducing alcohol screening and brief advice as project, and disseminate its findings more widely

part of routine clinical care.

Contact: Gill O’Neilll

www.nice.org.uk

Email: gillianoneill@nhs.net
Telephone: 0191 2226746
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Setting up a service for

peripheral arterial disease
INn North Manchester

Poor outcomes for cardiovascular disease, an
outdated service model and the need to manage
resources more effectively, convinced a team of
clinicians In North Manchester to redesign services
for diagnosing, treating and managing peripheral
arterial disease.

“The NICE guideline gave focus to our plans to
redesign services for patients in North Manchester
and enabled us to plan a more coherent and
effective approach to the management of

peripheral arterial disease.”
Martin Fox, Vascular Specialist Podiatrist, Pennine Acute Hospital Trust

Using NICE guidance Benefits of managing Importance of a multi-
to redesign services PAD In the community disciplinary approach
Peripheral arterial disease (PAD) happens when Since setting the service up, the team has The North Manchester team identified
arteries narrow, causing poor circulation. It already begun to see positive results. Patient a number of key learning points as they
rgl?lh'}/ affects larter!esptzglﬂg IE)IlOOr? I\t/IO tqeh legs. surveys have shown high levels of satisfaction developed the service, which included:
nicians nvolved in n North Manchester with the choice of location, the prompt offer » the need to work with all teams involved in

identified it as a key risk factor in the area’s of appointments, the clinical treatment plans

high rate of CVD morbidity and mortality. They and the written and verbal information provided
were frequently seeing the consequences of about PAD and the service

PAD care to develop an integrated clinical
pathway to classify patients and plan

ate diagnosis and under-management of PAD, treatment accordingly

resulting in avoidable amputations and vascular They have also developed a database to help » importance of engaging with hospital vascular
related deaths, inappropriate referrals to hospital identify the PAD population, manage PAD teams before starting any service redesign
and resources being wasted. patients in the community and devise individual

A team of vascular nurse specialists ana treatment plans for them, involving their GP ’ needl to develop <l COITIGI ElpfelCelon to
podiatrists wanted to improve early detection and other community teams (pest medicines, tackling PAD, which is endorsed by al

and long term management of PAD and save supervised exercise, stop smoking, weight clinicians

costs by reducing unnecessary hospital referrals. management, diabetes etc). * ensuring the staff who deliver the service have
Using the NICE guideline on lower limb peripheral Overall they found that, of the patients the right level of knowledge and skills in CVD
arterial disease (CG 147) they commissioned a diagnosed with PAD, 80% could be managed and lower limb vascular disease
community-dased service which: in the community through GP care and healthy » clinical diagnosis, health education and

* encouraged early referral of cases of PAD iving programmes and only 20% needed to see oromotion and treatment for PAD are

» offered an appointment within one month at a a vascular specialist in hospital. This has resulted essential to effective delivery

in a 40% cost saving to the health and social
care system and has freed up hospital resources
for those who needed them more. There have
also been positive trends around CVD rates In

choice of five locations

* organisations should make use of existing
clinical expertise and knowledge about lower
imb care (podiatrists, tissue viability, leg ulcer
and vascular nurse specialists)

* carried out non-invasive, PAD assessments
and diagnosis

* educated patients on CVD and the risks of not the area because more people are considering
treating leg circulation disease and engaging in lifestyle changes than they
» worked with other teams to promote healthy were before.

living (e.g. exercise and quitting smoking)

® ensured severe or deteriorating cases were
referred to vascular surgeons

Contact: Martin Fox and Lisa Smith

www.nice.org.uk

Email: martin.fox@nhs.net and Lisa.smith2@pat.nhs.uk
Telephone: 0161 861 2439
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Reducing the use of
unnecessary antibiotics
In care homes

NHS North Lancashire Primary Care Trust aimed
to reduce the amount of antibiotics inappropriately
prescribed in the region’s care homes. 1o do this,
t ran an audit to evaluate its prescribing methods,
and to reduce excess prescribing of
antibiotics in line with NICE guidance.

“Carrying out the audit on a single day

provided a useful ‘snapshot’ of practice.”
Anita Watson, Lead Nurse for Infection Prevention &

Control, NHS North Lancashire

Antibiotic resistance
poses a “catastrophic

threat” to health

Nearly a century since their discovery, antibiotics
have now led to what experts believe to be one

of the biggest th
to antibiotics Is r
excess use and
this year, Chief Medical O
warned that the threat to

“catastrophic”.

NICE has produced a range of guidance on
reducing inappropriate prescribing of antib

reats to public healt
Ising, and Is being ¢
orescribing of the d

oublic health could

N. Resistance
riven by the
'ugs. Earlier
ficer Dame Sally Davies

be

lotics,

and NHS North Lancashire Primary Care Trust
used some of these principles to change practice

In 2008, the trust began a joint campaign

with the Association of British

Pharmaceutical

Industries to reduce the incidence of Clostridium

difficile infection (CDI) wit
campaign identified |
antibiotics in care ho
unnecessary antibioti

NN Its community. The
nappropriate prescribing of
Mes as a priority, because
Cs can damage gut flora
and make patients more susceptible to CDI.

't consequently carried out an audit of antibiotic
usage within care home settings, and useo

the resu
reduce |
new ant

ts to sha
nappropr

ibiotic for

oe a plan of action on how

O

late prescribing, and develo
mulary.

O d

Audit reveals areas for
Improving care

The trust’s Infection Prevention and Control team
ran a series of analyses to find the numler of
confirmed cases of infection within the 175 care
homes in the region. These analyses showed
that care home residents were often prescribed
antibiotics on clinical diagnosis alone, with

No microbiological analysis or confirmation

of infection taking place. This goes against
principles set out by NICE in guidance such

as its clinical guideline on self-limiting respiratory
tract infections, which recommends a no-
antibiotic or delayed antibiotic strategy in the
first iInstance.

The Infection Control and Prevention team then
used these results, together with results from an
earlier pilot trial, to draft an audit questionnaire.
The audit questioned respondents on their level
of antibiotic usage on one particular day, and so
orovided a ‘shapshot’ of practice.

Responses from the questionnaires were
analysed and compared with the trust’s recently
drafted guidance on antibiotics and formulary.
They were also used to amend the way the
trust communicated how antibiotics are used,
and to amend the training and education
offered to GPs, primary care providers and

care home staft.

Contact: Anita \Watson

Email: anita.watson@northlancs.nhs.uk
Telephone: 01524 519440

Results to shape
prescribing protocols

Of the 175 care homes in the region, 126
responded with completed questionnaires, with
90 residents reported as taking antibiotics.

The audit’'s key findings included:

* chest infections were the most common
condition that antibiotics were prescribed for
(37% of cases)

* in 31% of cases, antibiotics were prescribed
after a telephone consultation, where the
patient was not seen by a clinician

* penicillin was the most commonly prescribed
antibiotic group (67 % of cases)

* cephalosporin was inappropriately prescribed
to 17 residents with a high risk infection of
Clostridium difficile

The trust took a range of key learning points
from these results:

* prescribing protocols will be further reviewed,
with emphasis on not prescribing antibiotics
unless a clinical diagnosis can be established

* further communication and education about
the formulary and best practice for antibiotic
prescribing Is necessary.

* antibiotic prescribing practices will be
compared to see if there is any difference
between prescribing to the elderly in care
homes, with prescribing to the elderly in their
own homes

www.nice.org.uk
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The way to medicines optimisation
Is through the stomach - reviewing
proton pump inhibitor prescribing

"Patient feedback helped dispel the perception that
patients would be unwilling to consider coming off
PPIs and encouraged reqular discussion around

self-management and lifestyle modification in future.”
Diane McGinn, Medicines Management Pharmacist, NHS Fylde & Wyre

Overcoming barriers
to reducing PPI use

Although the use of PPIs has been a national
QIPP therapeutic review area, the issue of
ever-increasing usage (10% yearly increase

In North West England) and whether patients
were treated in line with the NICE guidance on
dyspepsia were not being addressed.

An audit across the three GP practices in

~ylde & Wyre on the scale of PPl usage, the
indications and links with other medicines
orescribed, showed that together with high PPI
usage (5-11%) the majority of patients were
also prescribed four or more other medications,
and theretore should be having their PPl use
reviewed annually in line with the QOF.

NICE guidance recommends reviewing PPIs
taken for dyspepsia at least annually, with a
return to self-care with antacids and/or alginates,
but In reality stopping PPls can be difficult due to
Symptom recurrence.

At NHS Fylde & Wyre, proton pump inhibitors (PPIs)
were being prescribed for nearly a tenth of all patients,
raising questions about whether prescribing was In
ine with NICE guidance on dyspepsia. A multi-faceted
approach, including audit, primary care team education
sessions and supporting materials for patients resulted
N a reduction in medication use, annualised savings
of over £5600, and high patient satisfaction.

Tailloring education
and advice

The review focused on a package of support
almed at encouraging healthcare professionals
to review PPl use as part of a full medication
review, whilst at the same time encouraging

and supporting patients to self-manage their
symptoms. Patients were mainly seen by
practice nurses in chronic disease clinics, so this
setting became the main focus for the reviews.

Tallored education sessions ensured that
healthcare professionals felt equipped and
able to advise patients — gastro-nurses
attended practice nurse education sessions
and a consultant gastroenterologist provided
GP education sessions and answered wider
guestions around diagnosis and management.
This was backed up with evidence-based
protocols based on the audit results. For
example, many patients were taking PPls for
gastro-protection due to the use of NSAIDs

or SSRIs (including in some cases where,
contrary to current guidance, patients had
been prescribed aspirin for primary prevention
of cardiovascular disease). Protocols for
prescribing and stopping these were produced
together with patient information leaflets that
explained the implications for subsequent
stopping of the associated PPI.

Contact: Chris Roberts & Diane McGinn

Email: diane.mcginn@blueyonder.co.uk,
christhechemist1@gmail.com
Telephone: 0/904 865070

A multifaceted
approach demonstrates
benefits

Of the 862 patients taking part in the review,
18% reduced their PPl dose, and 19%
stopped using PPIs altogether. The number of
medications prescribed was reduced by 111
items with annualised prescribing savings of
£5641 taking into account the cost of acute
alginate prescribing. 284 patients had aspirin
stopped for primary prevention where risks
outweighed benefits, and 110 patients returned
questionnaires with overall satisfaction at 79%.
Patients said they welcomed a face to face
review and would like them to occur more
reqularly.

_earning points included:

* the baseline audit proved an excellent means
of highlighting issues around PPl use and in
gaining buy-in from GPs for the review process

* education sessions benefitted from specialist
input, validating the need for better review and
management in primary care

* piloting the reviews over a four-month period
allowed for prompt feedback on how the
process was working, and demonstrated
benefits at an early stage to encourage
continued involvement

wWwWw.nice.org.uk
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City of Westminster

Encouraging people to walk between

popular West End destinations
rather than use the tube

Westminster City Council improved a pedestrian
route from Leicester Square and Covent Garden
aimed at encouraging people to walk between
the destinations rather than take the tube.

The project has increased the number of
people walking around the Covent Garden
area, using the specific advice in NICE
guidance on encouraging physical activity.

"Pedestrian volumes in the Long Acre area of the
West End increased by 17.6 per cent.”

Lydia Clarkson, Area Programme Manager, Westminster City Council

Planning an improved Securing the

walking environment backing of partner
for the West End organisations to help
fund improvements

Before the project started, pavements around
Covent Garden were narrow with space
prioritised for cars. Junctions were inaccessible
for people with disabllities and they were not
clearly labelled for pedestrians. As a result, many
people were using the tube between Leicester
Square and Covent Garden, in spite of the
stations being less than 500m apart.

The council followed NICE'’s public health
guidance on physical activity and the
environment, which recommends involving
local communities and experts at all stages
of development of the project. This included
consultation with residents and businesses at

| | | every stage, from the production of the action
Westminster City Council consequently adopted plan to development of the concept designs and
a local area action plan, which included aims the final details of the project.
to Improve the pedestrian environment, and

During the design process, the council
approached a range of partner organisations
that would each benefit from the improvements

encourage more people to walk between the
destinations. The plan was put together in
consultation with residents and local businesses.

outlined by the project, in order to securing
The council then approached campaign group funding to deliver it. Local landowners were
Living Streets’ to carry out a community approached, who would benefit through
street audit assessing the state of the walking improved footfall and the potential benefit of
environment. It produced a report outlining increasing the value of their retail properties, as
recommendations for how to encourage more was Transport for London (TfL) which would see
walking in the area. benefits from reduced congestion on the tube.
Urban designers were then employed to Bids for funding were supported by a
provide concept designs based on the report's partnership of neighbouring authorities the
recommendations. The walking project was spilit council works with, in order to link projects
iNto four phases, and members from the local which deliver improvement to public health
community were consulted on each phase. and air quality through sustainable transport
corridors.

Contact: Lydia Clarkson

Email: Iclarkson@westminster.gov.uk
Telephone: 020 7641 8553

Cleaner streets, wider
pavements, more
pedestrians

TfL monitored the area before the project

began, during each of its phases, and following
completion. It observed that by 2011, pedestrian
volumes in the Long Acre area of the West End
had increased by 17.6 per cent.

Between 2005-08 the number of people getting
to Long Acre from Leicester Square tube
station, and then walking the rest of the distance
had increased to 27 per cent. Furthermore,
perceptions of crowding, personal security,
cleanliness, and the number and speed of
vehicles were all more positive.

-eedback from the local community suggests
that the scheme has made a positive contribution
to the conservation of the area, without
compromising the street layout. The pavements
were significantly widened, crossings made more
accessible and high quality materials were used,
which have all made walking more appealing in
the area.

Key learning points

* an action plan, aligned with good policy and
vision, allowed stakeholders to see the benefits
that they would gain from the project

* the councill felt the action plan was also
crucial in helping to secure funding from the
stakeholders, and that support and funding
from third party organisations were important

for the project’s success

wWwWw.nice.org.uk
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Implementing an inpatient

tobacco specialist service
In secondary care

during their hospital stay.

“Using NICE guidance has enabled us to
Implement a hospital-wide approach to
support inpatients who use tobacco, putting
In place the founaation blocks for achieving

a long term quit.”
Rachel Swindells, Public health Facilitator,

Blackpool Teaching Hospitals NHS Foundation Trust

The need for an
Inpatient tobacco
specialist service

At BTH it has been estimated that each year

around 24,800 day-case and inpatient cases are

smokers and, at any one time, up to 80 hospital
beds are occupied by patients with smoking
related conditions. Results of a national audit

on health promotion in hospitals, meeting local
targets for community acquired pneumonia
(CAP) and the implementation of NICE guidance
all highlighted the need for an inpatient tobacco
specialist service which:

» screened planned and unplanned admissions
to identify smokers

* Improved access to nicotine replacement
therapy (NRT)

* offered patients advice and support to stop
smoking

* ensured the practice continued when they left
hospital

To make the best use of hospital stays to
encourage patients to become smokefree, the
service required:

® change In processes to screen tobacco users

* training for hospital staff to offer brief advice to
patients on quitting

* the hospital to be a smokefree site

* referral of patients on to the community stop
smoking service after discharge

Blackpool Teaching Hospitals NHS Foundation
Trust (BTH) recognised it had an important
role to play In iImproving the health of its local
community. As part of its public health strategy,
the Trust iImplemented a specialist service

to support inpatients to remain smokefree

Delivering an inpatient
tobacco specialist
service

BTH set up a team for the service which included
a health education practitioner and two tolbacco
llaison specialists.

The education practitioner was recruited to

train staff to identify tolbacco users and give

brief advice on smoking. The tobacco liaison
specialists were recruited to offer ‘bedside’
support, ensure patients had access to NRT and
lay the foundations for a long term ‘quit’.

In line with NICE guidance the Trust changed
admission policies to screen patients for tolbacco
use and iImplemented a smokefree policy to
include the hospital buildings, grounds and car
parks. Also, once patients were discharged, they
were referred on to the stop smoking service in
the community.

To evaluate the success of the service, the team:

* integrated referral data into Trust performance
scores

* monitored registration numbers for the Quit
Manager database

* monitored numbers attending the community
smoking service after discharge

* completed regular smokefree site audits

BTH has already seen improvement in
performance on CAP with high risk patients
identified early on and given advice to quit.

Contact: Rachel Swindells

Email: rachel.swindells@bfwhospitals.nhs.uk
Telephone: 01253 303967

Blackpool Teaching Hospitals NHS

NHS Foundation Trust

Blackpool Teaching Hospitals NHS
NHS Foundation Trust ‘

smoking is prohibited
~Inall areas of this site
including all doorways, buildings

grounds and car parks

\ a better tomorrow
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Key Issues for setting
up an inpatient tobacco
specialist service

The team has also identified a number
of learning points and some barriers to
implementation including:

* need for director-level sponsorship for
the service and to implement Trust-wide,
smokefree policies

* hospital smokefree policies need to be
properly enforced

* Importance of using training to tackle staff
attitudes about tobacco and the smokefree
hospital

* need to recruit tobacco liaison specialists to
work specifically in a hospital setting

* national 4 week ‘quit smoking’ targets, meant
for community stop smoking services, are not
suitable in a hospital setting

* a more targeted approach is needed In
hospital to put the foundations in place for a
long term quitting

* ensuring that staff training is flexible to fit in
with the demands of their day job

* ensure hospital IT systems support data
collection

www.nice.org.uk
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keeping patients warm before
during and after surgery

The Prince Charles Hospital (PCH) in Merthyr Tydfil
audited how they kept patients warm to avoid

inadvertent hypothermia in the pre-operative, intra-
operative and post operative stages of surgery.

From the results they were able to see how
effectively they were implementing the NICE
guideline on perioperative hypothermia (CG 65)
and identity ways of changing their processes
to Improve patient outcomes.

"Ensuring patients are warm before their operation, during
transfer to the operating theatre and in recovery afterwards, IS as

Important as maintaining boqdy temperature during surgery.”
Dr Jonathan Sunkersing, Junior Doctor, Prince Charles Hospital

Reducing unnecessary Measuring the
hypothermia hospital’s performance

Hypothermia is defined as a having a core body
temperature of less than 36°C. Inadvertent
hypothermia is not uncommon after operations

Patients can develop perioperative hypothermia
N the pre and post operative environment
or during a procedure when the body reacts

and can cause serious cardiovascular, circulation to anaesthetic treatments. To begin with,

and coagulation complications. It can also effect implementing the NICE guideline was mainly
post-operative recovery and wound-healing, the responsibility of anaesthetists but the PCH
especially in vulnerable older and paediatric team found that some factors controlling body

patients. temperatures were outside their operating

-or several years PCH had been auditing theatres.

now effective its measures were to control

the perioperative temperature of patients. The
NICE guideline provided good justification for
expanding the remit of the audit and extending
the audit cycle.

Staff on wards, theatre nursing staff, clinical staff
N theatre reception and staff working in post-
operative recovery all had an important role

to play Iin helping to keep patients warm and
implementing the NICE guideline.

0 carry out the audit, the team designed a
survey guestionnaire, based on the online
NICE audit tool, to evaluate the pre-operative,
Intra-operative and post-operative stages. The
oroject lead worked with operating department
oractitioners and the recovery team to collect
completed surveys and record the audit data.

By expanding the audit to include lbaseline
assessments against data from previous audit
cycles and comparing it with the data from
another nearby hospital, PCH were able to
evaluate what the barriers were to effective
implementation and prioritise areas for
improvement.

The audit data was then collated on a
spreadsheet and analysed to identify the key
stages in the pathway when patients needed
to be kept warm, to prevent the onset of
inadvertent hypothermia.

Contact: Dr Jonathan Sunkersing

Email: sunkersingj@gmail.com
Telephone: 01685 721721

The challenges of
keeping patients warm

The results of the audit showed that most of
the changes in body temperature occurred
during the transtfer of patients from the wards,
to the theatres, on to recovery and then back to
the wards.

This posed a challenge because not all staft
had access to the same warming equipment
that anaesthetists had in theatre. It was also
unclear who should have overall responsibllity
for keeping patients warm before, during ano
after surgery.

To implement the NICE guideline the PCH
team is developing a policy, which ensures
relevant teams are working together to keep
natients warm. The hospital has identified the
need to invest In more warming equipment and
plankets to manage body temperatures and
nas met with the Local Health Board to see
now they take this forward.

In future the PCH team will focus their efforts
on tackling the environmental factors in the
pre and post operative stages that can cause
iInadvertent hypothermia.

www.hnice.org.uk
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Reducing mortality

among acutely ill hospital

patients

Dartford and Gravesham NHS Trust
improved the care of its patients by applying
recommendations from NICE clinical
guidelines on acutely ill patients in hospital.

“We have seen significant reductions J
In rates for mortality and cardiac arrest -

since the project started.”

Annette Schreiner, Medical Director,
Dartford & Gravesham NHS Trust

Promptly escalating
care for deteriorating
patients

Dartford and Gravesham NHS Trust’s mortality
rates had been higher than average for a
number of years, and official figures showed that
mortality rates had been worse at Dartford than
In any London borough.

To address this, the Trust set up a project called
‘Deteriorating Patients’. The project’s aims

were 1o reduce the Trust’s rates of mortality,
cardiac arrest, and the number of admissions to
intensive therapy units.

Since 2007, the project has been continuously
evaluated, refined and amended, and has
incorporated recommendations from NICE
guidance on acutely ill patients in hospital.

Among the key priorities for implementation in
this guideline, is that hospitals should deliver a
graded response strategy for patients identified
as being at risk of clinical deterioration. NICE
says this strategy should consist of three

levels, and a medical team with critical care
competencies and diagnostic skills should
respond iImmediately If patients are at high risk of
clinical deterioration.

The Trust followed these recommendations to
set up a Medical Emergency Team (MET) which
helped improve the care of acutely ill patients.

How did the Trust carry
out the project?

n 2007, the Trust introduced a patient-at-
risk (PAR) scoring system to assess hospital
inpatients, and provide clinical staff with a
measure of level of patients’ risk.

This was followed by running ALERT (Acute
Life- Threatening Events Recognition &
Treatment) training courses for staff, to help
them recognise patient deterioration and to act
appropriately in treating the acutely unwell.

Following this, the Trust started developing
the MET, which was subsequently launched in
2008. The MET consists of a medical registrar
and an anaesthetic registrar, both of whom
are on-call, and an intensive therapy unit (ITU)
outreach team.

The Trust ensured the team can be contacted
via the same system as cardiac arrest teams.
The team sees patients, who score the highest
risk of deterioration, within 15 minutes of being
called out. Patients scoring at less risk will be
reviewed by the ward team within the hour and
If the risk score Is even less, the patients are
reported to the ward sister.

Contact: Annette Schreiner

Email: annette.schreiner@dvh.nhs.uk
Telephone: 01322 428653

Dartford and Gravesham m

NHS Trust

Improving rates for
mortality and cardiac
arrest

Data from the [TU shows that since the project
began, patients are being admitted to the unit less
unwell, suggesting a timelier response for acutely
Il patients. Data for that time also shows that ITU
mortality has dropped from 21 to 14%.

Further results include:

* a 39% reduction of crude mortality rate for all
admissions, from 2.55 to 1.55%

* a /3% reduction of cardiac arrest rate per
1000 admissions, from 6.27 to 1.71%

Learning points include:

* tracking delays to calls to the MET. Since
Introducing audit forms to track delayed calls,
these have reduced from 8.7 to 4.5% in 1 year,
with only 1.9% of calls delayed by over 4 hours

* clear guidance is essential on when to refer a
patient to the MET, and on ensuring the MET s
avallable within 15 minutes of call-out

e staff require continuous training and reminders
to complete patient-at-risk scores and to
escalate care appropriately in line with NICE
guidance

* performance can only be maintained through
continuous audit and attention

www.hnice.org.uk
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Harmonising pre-hospital care
across South West England

The Trust successtully brought together clinical
expertise from the two organisations with a
focus on delivering evidence based care from
day one, resulting in consistent and enhanced
care for patients across the South West.

“Changing the clinical practice of so many
clinicians across a large area is challenging:

effective communication is vital.”

Adrian South, Deputy Clinical Director, South Western Ambulance

Service NHS Foundation Trust

Finding a way through
guidance

The ambition was to harmonise clinical practice
from day one — a challenge with 4000 staft
working across 120 sites. Both Trusts had
previously used a system of Clinical Notices

to disseminate NICE guidelines to staff. It

was difficult to keep up with over 30 annual
updates, and memorise the detail of many of
the guidelines. Over 450 clinical documents had
been published by both organisations in the last
© years. The information was also difficult to
remember; the safe application of the paediatric
fever traffic light system for example, required
clinicians to memorise 46 criteria.

Applying guidelines in a fast-moving and
unpredictable pre-hospital environment presents
unigue challenges for ambulance services in the
UK. A radically new approach was needed to
ensure that ambulance clinicians on the frontline
had quick access to key clinical information. A
standard, concise and easy to access resource
written by ambulance clinicians, for ambulance
clinicians, has resulted in a range of benefits,
including better availability of guidance out in the
field, a higher profile of evidence based practice,
improvements in the implementation of guidance
and most importantly, improved care.

The acquisition of the Great Western Ambulance
Service by South Western Ambulance Service NHS
Foundation Trust in February 2013 provided an
opportunity to harmonise and advance clinical practice.
NICE guidelines were central to the process.

Smart access on
the move

In December 2012 every ambulance clinician
was issued with a clinical guidelines folder,
developed by the senior clinical teams

working together to review guidance. Baseline
assessment identified 24 areas where further
guidance was required. Six senior paramedics
combined the best clinical practice from both
organisations with the latest evidence base. The
guidelines had to be accessible, concise and
provide practical support to ambulance clinicians
of all grades. During January 2013 staff reviewed
the guidelines to ensure that they could be fully
implemented from day one.

'he guidelines were published on the Trust’s
ntranet and websites, with staff encouraged

to download the documents onto their
smartphones. Where available on ambulances,
existing ruggedised laptops were used to further
enhance access, with officers also using an iPad
App. A key challenge for staff working remotely
across sites was to be able to rapidly access
advice and clarification. The implementation was
supported by the senior clinical team spending a
week In the field providing information sessions
at 11 main ambulance stations. An on-call
advice email service provided access to a
member of the senior clinical team to answer
questions within an hour, 08:00-23:00, seven
days a week.

Contact: Adrian South

Email: adrian.south@swast.nhs.uk
Telephone: 07766 653059

South Western Ambulance Service m

NHS Foundation Trust

Monitoring
Improvement in
outcomes

The successful implementation of the guidelines
will be monitored using a combination of
clinical audit, incident report review and
analysis of serious incidents. An analysis of
the serious incidents reviewed over the past
year demonstrated that had the new clinical
guidelines been available and applied at the
time of the incident, all applicable cases would
have been averted. It is hoped that the project
will further improve patient safety, and further
decrease the number of serious incidents.

A wide range of relevant NICE guidance is
now firmly embedded across the organisation,
with an accompanying increase in the profile
of NICE resources. The project demonstrated
the advantage of aiming for harmonised

clinical care from day one, when previous
ambulance mergers have used the approach

of harmonising care over the first 1-2 years.
The use of multiple implementation methods
nas also contributed to the success of the
oroject, which took just six months from start to
completion.

Although focused on pre-hospital services, this
learning may be relevant to other organisations
or services that are anticipating merger or
reconfiguration.

www.nice.org.uk
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Speeding up access to

endoscopy for patients with
acute upper Gl bleeding

NICE recommends offering endoscopy to unstable
patients with severe acute upper gastrointestinal
(Gl) bleeding iImmediately after resuscitation,

and within 24 hours to all other patients with

the condition.

Royal Bolton NHS Foundation Trust
redesigned Its services to ensure patients
with severe acute upper Gl bleeding receive
treatment In line with these recommendations.

“Ihe reduced time that patients spent in hospital,
and the drop in complication rates, compensated

for the costs of increased staff hours.”

Mr Joseph Varghese, Consultant Surgeon,
Royal Bolton NHS Foundation Trust

Rapid access to Redesigned services New unit allows for
endoscopy improves open seven days a rapid assessment and
diagnosis and treatment week treatment

Acute upper Gl bleeding is a common medical The project began with a strategic review of the Having implemented the new model, the Trust
emergency, with a mortality rate of around 10%. department. This revealed that people admitted has seen reductions in length of patient stay
Older people and those with chronic medical with Gl bleeding are high-risk patients whose and rates of patient mortality. There have also
diseases have a higher risk of death from acute treatment outcomes could be improved through been no reports of any adverse incidents, and
upper Gl bleeding, and though management of redesigning the endoscopy services offered. the seven-day availability of endoscopy has

the condition has changed, the risk of deathhas 1t ysed results from this strategic review to form  reduced the need for overnight emergency care.

not significantly improved over the past 50 years. a new model of care. The redesigned service Staff involved in the redesign of services have

The [ikelihood of death f!rom this pondition, the includeaq: also commented that they are now able to
reqwrgment for transfusmn, the rISks of re- ® 5 Seven_day WOrking endosgopy uni’[, open admit patients with acute upper Gl bleed'ng
bleeding and length of hospital stay can al Monday to sunday from 08:00-18:00 directly from the emergency department to
freatment outside opening hours, which includes assessment and treatment of patients with

| patients with acute upper Gl bleed who are acute upper Gl bleeding is now possible, as

NICE recommends that hospitals should: haemodynamically unstable recommended by NICE.

o offer endoscopy to unstable patients with * ensuring up to three emergency slots are kept The main learning point taken from the
severe acute upper gastrointestinal bleeding free on the daily endoscopy lists for patients project was the importance of close working
Immediately after resuscitation with acute upper Gl bleeding relationships between all the different

» offer endoscopy within 24 hours of admission It is expected that additional costs required for departments. Collaboration was necessary
to all other patients with upper gastrointestinal staffing would be offset through benefits such as  to establish the scale of the problem, and to
bleeding reductions in the length of patient stay and in the  identity those most at risk.

complication rate of patients admitted with acute

Royal Bolton NHS Foundation Trust redesigned The Trust is now looking to expand on the

upper Gl bleeding.

its endoscopy service and care pathways project by ensuring that all patients with

for patients with the condition to improve The department then presented a business case  gcute upper Gl bleeding are admitted to

the care of patients with acute upper Gl identifying potential savings from the redesigned  gastroenterology or surgical wards. It is also
bleeding, and to ensure its services meet these model of care, and how it would improve the looking to enhance the model by developing a
recommendations. quality of patient care. dedicated ‘bleeding unit’ next to the

endoscopy unit.

Contact: Mr Joseph Varghese

www.nice.org.uk

Email: joseph.varghese@boltonft.nhs.uk
Telephone: 01204 390 538
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How evidence-based Insulin

prescribing enabled a redesi¢

of diabetes services

Services for patients with diabetes in
Northamptonshire were redesigned based on

NICE guidance.

A multidisciplinary team (MDT) of clinicians was
created to manage the support and services
required. The MDT was funded through savings
made by using NICE-recommended human
NPH insulin for treatment, as opposed to

analogue Insulin.

“An increase in the use of NICE-recommended human

insulin resulted in savings of more than £600,000.”

Sue Smith, Head of Prescribing and Medicines Management,
Nene and Corby Clinical Commissioning Groups

Remodelling services
for type 2 diabetes

Information from a variety of sources suggested
that services offered for type 2 diabetes could
be improved in Northamptonshire. The aim was
to redesign these services so that they could
provide greater consistency of care, and reduce
dependency on treatment in secondary care.

A clinical reference group (CRG) was set up to
design and deliver a new best practice model of
care, providing information, support and care to
patients so they could make informed choices
about their conditions.

The CRG identified the creation of a MDT, to
manage the support and services associated
with diabetes, as a priority action. The CRG
drew up a ‘wishlist’” of all the services and
types of professionals that an MDT might
INnclude such as consultants, specialist nurses,
podiatrists, dietetics, services for psychological
support, and ways of providing care closer to
the homes of patients.

However, the group soon realised that

there would be no extra funding available

to resource such a team, and that existing
resources would have to be used differently.
n order to overcome the problem, it took
recommendations from NICE’s guidance on
type 2 diabetes, and came up with a novel
method of generating the income required to
fund the MDT.

4

Using savings from
implementing NICE
guidance to redesign
services

The CRG observed that current treatment with
insulin in Northamptonshire contrasted with NICE
guidance. NICE recommends that treatment
should begin with human NPH human insulin, and
that this should be taken at bedtime or twice daily
according to need.

Yet the CRG found that treatment with human
NPH insulin only accounted for 15 per cent of

the total amount of long and intermediate acting
insulin used; almost the opposite of what would
be expected if NICE guidance was being followed.

The group identified that the first-line use of
analogue insulin cost an estimated additional £1
million per year in Northamptonshire. In addition,
an audit of practice nurses found that the majority
had only received training in implementing
analogue insulin.

t consequently set up a one-day training course
for practice nurses run by diabetes specialist
nurses and a medicines management pharmacist.
This course runs every 6-8 weeks on an ongoing
basis, and explains the practical aspects of
initiating human NPH insulin and the evidence
base behind its use.

Contact: Sue Smith

Email: sue.smith@northants.nhs.uk
Telephone: 01604 651360

Ty
*****
.

Multi-disciplinary
team brought several
Improvements

When the course started in September 2010,
human insulin accounted for 15 per cent of all
long and intermediate acting insulin.

By July 2012, this had grown to 25 per cent,
resulting in savings of more than £600,000.

These savings were used to fund the
MDT, which in turn has achieved several
Improvements.

hese include a 48 per cent reduction In
admissions, which has resulted in savings of
£301,000, mentoring and support for primary
care clinicians to avoid unnecessary referrals,
and the use of ‘diabetes specialist workers’ to
support hard to reach patient groups.

The MDT has also implemented greater
integrated working, with 55 primary care
practices and clinics involving a range of
specialists, including a consultant diabetologist.

A learning point was the impact that having
iInput from specialists from a range of
disciplines had on the project. The team also
believe that it was helpful for clinicians to see
that the savings made from following NICE
guidelines were ring-fenced and reinvested in
diabetes services.

www.nice.org.uk
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Improving care for children

presenting with feverish iliness

do the wrong thing.

"A simple effective project made successful by
paying attention to engaging other clinicians and
using a systematic improvement methodology.”

Dr Paresh Dawda

Four key components
not being measured

Children frequently present to general practice
with an acute febrile illness, but despite this
studies have shown that half of children with a
serious febrile iliness are not identified at first
presentation.

GPs have a challenging task to identify those
children with a serious illness from a large
numier of children who will have minor ilinesses
that are often self-limiting.

In order to improve the situation, NICE published
guidance in 2007 on the assessment and Initial
management of children under 5 with febrile
llness.

A baseline assessment carried out at the
practice revealed that the four components of
the NICE recommended clinical assessment
were not happening. Temperature was recorded
just over 80% of the time, capillary refill time
recorded for just 30% of children, respiratory
rate for fewer than 20% of children, and none of
the children had their heart rate measured.

South Street Surgery, a large teaching GP practice in
East Hertfordshire, set out to Improve the quality of care
for children presenting with febrile iliness. The overall
goal was to ensure that 95% of children under the age
of 5 presenting with a febrile illness were assessed

N accordance with the NICE guidelines. The project
used the principles of improvement science to make It
easler for clinicians to do the right thing and harder to

Provide prompts
to change current
practice following
education

Staff questionnaires, direct observation and
“leadership walk arounds” identified a range
of potential solutions in addition to the need
for greater education and training. This was
provided by an online learning tool, hosted
on the practice’s intranet and then further
signposting to an online tool offered by BMJ
learning in association with NICE.

nformation on normal temperature values was
olaced on mouse mats specifically designed with
a picture of a little girl having her temperature
checked to further provide a memory prompt

to check the temperature. A further reminder
prompt was a sticker of the same little girl below
the LCD screen of tympanic thermometers.

A data entry template was created on the clinical
system to capture coded data. An electronic
algorithm was also created on the clinical system
(EMIS LV), so that if a code was entered for

a child that would suggest a condition with a
fever, the computer system would check to see
Iif the four items had been recorded and If not it
would create a ‘forcing’ function reminding the
clinician to conduct these components of the
assessment.

Contact: Paresh Dawda

Skype: pareshdawda
Email: dr.paresh.dawda@gmail.com

south street
surgery

No Increase In
consultation length

Uptake of the NICE guideline was monitored
using another tool from improvement science
(known as statistical process control chart).
Each patient was given a score of 1,2,3 or 4
depending on how many components of the
assessment they had conducted. Each patient
was then plotted on the SPC chart and the
chart was annotated with the interventions.

This Is an on-going project but the actions
carried out so far have clearly demonstrated
that the interventions are leading to an
improvement in care.

One of the anxieties was that conducting
the assessments might lead to an increase
IN consultation length, but the data clearly
demonstrated this was not the case.

The use of mprovement science principles is
really helpful. It provides a systematic approach
to improvement. The importance of establishing
'easons or root causes Is invaluable as well

as the approach to testing out ideas. Regular
and frequent measurement, and presenting

it graphically in the form of an annotated run
chart, is a power engagement tool.

www.nice.org.uk
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Raising the profile of delirium

to improve patient care

drug therapies.

"Having staff champion the cause
of delirum was an effective way of

engaging clinicians.”

Emer Corbett, Service Improvement Lead,
Herts and Beds Critical Care Network

NICE guidance
highlights room for
Improvement

Delirium is a common and serious condition,
affecting people in hospital or long-term care.
[t Is characterised by changes in mental state
or consciousness, which is often shown as
confusion, difficulties with understanding and
memory, or personality changes.

Up to 80% of patients experience at least one
episode of delirium in a critical care unit. The
condition Is associated with higher 6-month
mortality, and longer hospital stays in patients
receiving mechanical ventilation.

Before the project started, Herts and Beds
Critical Care Network had already taken certain
measures to tackle delirium across the four acute
trusts it serves. These included implementing

the Richmond Agitation Sedation Scale and the
Confusion Assessment Method ICU (CAM ICU),
in all units to support the early recognition and
treatment of delirium.

However, following the publication of NICE's
clinical guideline on delirium in 2010, the network
observed that more measures could be taken to
Improve levels of care for patients in its units.

t consequently set a plan of action to ensure
care followed NICE recommendations, and for
improvements to be made in the services for
patients at risk of delirium.

Herts and Beds Ciritical Care Network applied NICE
guidance to improve the prevention, diagnosis ano
management of delirium. The network ach|eved
this through a range of measures, such as
auditing practice, educating staff and
sharing practice on the use of new

L

s
-

Audit reveals areas
where care can be
Improved

The first measure taken was to carry out a
baseline audit of current practice across the four
trusts the network serves, using NICE’s audit
tool as a template. The audit results were then
analysed, and the network collaborated with the
trusts to draw up local action plans. The trusts
used NICE’s implementation tools to formulate
these plans, and set short time frames for
completion.

‘Delirium champions’ were identified in each
trust, and training was provided to staff on
various topics, such as bedside teaching. The
delirnum champions also raised the focus of
delirium on in-house teaching days.

The delinrum champions encouraged daily
assessment of patients with delirium, as this can
lead to early recognition and treatment of the
condition. The network observed that tackling
the condition early on can also lead to improved
patient experience, and savings within critical
care due to a reduction in length of stay.

Further measures included featuring CAM |ICU
assessment scoring boxes on nursing team
handover sheets, hosting a ‘Delirium Month’
and a CPD-accredited conference to maintain
awareness, and sharing practice on new drug
therapies.

Contact: Emer Corbett

Email: emer.corbett@nhs.net
Telephone: 07825102102

s

Herts and Beds Critical Care Network

Increased compliance
with NICE guidance

The network has seen improvements in
the diagnosis, management and in the

documenting of patient care, with daily
assessment now occurring.

Several improvements have also been seen

n compliance with NICE-recommended
nterventions for the prevention of delirium.
'hese include increasing compliance with NICE
guidance from 80 to 100% on providing:

* appropriate lighting to address cognitive
impairment and/or disorientation among
patients

* appropriate noise levels to promote good
sleep patterns

Challenges met included a lack of interest and
some scepticism among clinicians. This was
tackled through holding a delirilum conference,
which from delegate feedback, showed it had a
nositive effect on engagement.

_earning points include:

* [dentify delirilum champions early on, and build
on existing relationships to promote the cause.

e staff engagement was crucial

* education, through events such as the
conference, galvanised clinicians and
provided an opportunity for networking

* peer review led to better outcomes, and
sharing of good practice

www.nice.org.uk
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Increasing immunisation

uptake among children and

young people

of outbreaks and epidemics.

Clarify the process for
Inviting children for
vaccination

Increasing vaccine uptake across the South

of England (Central) region to meet the World
Health Organisation’s 95 per cent uptake target
for childhood iImmunisations was proving to be
difficult.

There was a lack of consistency across the
region which prompted NHS Hampshire to
carry out a baseline assessment to identity the
outliers.

Adopting a standardised process for inviting
children and young people to attend for
vaccination was identified as the best way

to boost uptake levels. This would clarify the
process for inviting children for vaccination, the
steps to take when the child does not attenc
that initial appointment, streamline mechanisms
for reporting immunisations, and would allow
Immunisation leads in the area the chance to
audit the process.

Local immunisation guidelines were developed
based on the NICE public health guidance on
Increasing iImmunisation uptake among children
and young people aged less than 19 years

IN groups and settings where immunisation
coverage is low.

NHS Hampshire developed a childhood immunisation
policy, based on NICE public health guidance, to

help Increase Immunisation uptake among children
and young people up to the age of 19 In areas of low
coverage. Every opportunity Is used to encourage
the iIncreased uptake of childhood vaccines therefore
reducing the incidence of disease and the possibility

S

k.
Sl AR

Engage all relevant
stakeholders

NHS Hampshire set up an expert reference
group to identify best practice and to give the
guideline the appropriate stakeholder credibility.
The guideline was widely consulted on, including
responses from Health Protection Agency
colleagues.

Each practice was asked to identify an
“Immunisation champion” who could provide
more effective links with the relevant PCT
immunisation leads, as outlined in the NICE
guidance.

The project board of stakeholders and partners
across the region, worked with immunisation
leads in all the PCTs to formulate and agree
recommendations for improving vaccine uptake.

These recommendations are now being
implemented in a formal pilot phase In
Hampshire and East Berkshire. Outcomes
of the pilots will be monitored through the
immunisation leads group for the SHA region.

Contact: Christine Etheridge

Email: christine.etheridge@southcentral.nhs.uk
Telephone: 01635 33983

NHS

South of England

il

Immunisation
champions can boost
uptake

Following on from the circulation of the local
guideline to practices in 2010, the SHA
requested that Public Health Departments in
PCTs undertake an audit post implementation
of the guideline. The audit was repeated In
2012, and will be used to encourage Clinical
Commissioning Groups to embed this guideline
as good practice.

To ensure that this process remains effective,
it requires the determination of immunisation
champions in whatever guise they may be in
the new architecture. Determination Is required
to continually review the implementation of the
standard, to audit practice and ensure that new
and developing organisations adopt this best
practice.

The main challenge has been to ensure that
all Immunisation leads had implemented the
standard, and were prepared to audit their
practice across their locality. There was initial
concern regarding the presence of two people
at Immunisation sessions. However, once we
had clarified that this could be admin support
and did not necessitate another qualified
immuniser, these concerns were resolved.
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Improving shared decision making
about care related to lowerZ=
urinary tract symptoms  #

“We used NICE guidance to help roll-out a new

service modadel which improved the quality of care
for our patients, enhanced clinical understanaing
of LUTS and enables us to save resources in the

health system.”

Dr John Sampson, Medical Director, South Norfolk Healthcare CIC

Using NICE guidance
to review referrals

A group of GP practices in South Norfolk
identified that the quality of care could lbe
improved for patients with LUTS through:

* petter quality and advance preparation of referrals

* peer review of clinical decisions

* education and training to update clinicians on
LUTs

* enabling patients to be more involved in
decisions about their care

* raising public health awareness about prostate
problems

Using the NICE guideline on LUTs (CG 97), the
group worked with consultant colleagues to set
‘quality markers’ to review their referral letters.
Results revealed gaps in clinical knowledge
and a high number of inappropriate referrals to
hospital. To tackle this, they organised training
and education events to engage and update
GPs about LUTS, which they followed up

with further reviews of referrals to monitor and
reinforce behaviour change.

Analysing the referrals also revealed that patients
with LUTs had unmet needs. To address this,
the group raised awareness of LUTs and
prostrate problems through local councils, public
amenities and community groups. 1o encourage
them to be more involved In their care they made
use of patient decision aids (PDASs) and shared
decision making processes.

GP practices in South Norfolk improved care and
the standard of referrals for men with lower urinary
tract symptoms (LUTS) by involving patients

more In their care, auditing the quality of

referrals and reviewing clinical decision making.

Improving the quality
and care and making
savings

The group surveyed the effectiveness of the
PDAs and shared decision making processes
with 22 GPs across the area. The results
showed an increase in the understanding of the
value of shared decision making and PDAs, and
in the likelihood of clinicians using them in their
discussions with patients.

Reviewing the referrals for LUTS demonstrated
an overall increase of 39% for appropriate
referrals and a significant improvement in the
qguality of primary care lbeing delivered. After of
a period of using the new service model, the
practices carried out a further audit and found
an overall reduction in referrals to hospital

and improved quality of those that did go to
secondary care. This helped the practices
achieve financial savings.

The team also found that patients with LUTS
were being treated effectively in the community
and that involving them Iin decisions about their
care was improving the quality of the care they
received.

Using the experience of the LUTS pathway, the
team Is applying the principles to other clinical
areas where similar methods can be applied to
change service models and improve the quality
of patient care.

Contact: Dr John Sampson

Email: john.sampson@nhs.net
Telephone: 01953 601616
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change
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South Norfolk Healthcarecic

Issues for

The results of the evaluation exceeded the
group’s expectations. They identified a number
of key learning points from the process:

* embedding shared decision making and the

use of

PDAs requires a multi organisational

approach across the care pathway

* patient groups can act as valuable champions
for service change

* you need constant re-enforcement of key
messages and learning to change clinician
behaviour

* iImplementing NICE guidance is more effective
when clinicians are given personal feedback
about thelr referrals

» using NICE guidance to set quality markers
ensures feedback about their referrals is

better
* referra

recelved by clinicians

s and referral letters are a valuable

source of information to review clinical care
and put the case for service change

www.nice.org.uk
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Finding the hidden cases of
familial hypercholesterolaemia

In Wales

Everybody’s problem
but nobody’s problem

FH is a single gene disorder affecting 1 in 500 of
the population. It causes high blood cholesterol
evels which can lead to premature coronary
neart disease.

2rior to this service being set up, individuals
were suffering early onset coronary disease and
nothing was being done to prevent this in other
family memlers.

The problem was that FH was being missed
because It fell between professional stools and
there was lack of clarity and focus about the
service that was clinically needed. Lipid clinic
provision was patchy and uncoordinated, and
Wales had no system for family cascade testing.

It was everybody’s problem but nobody’s
problem. Cardiology teams would treat the
oremature coronary disease If the patients
reached them, but not recognise the cause.
Physicians and medical biochemists would
treat the cholesterol, but not make a genetic
diagnosis or be able to follow up families, ano
GPs and paediatricians would not be aware
of the condition and would not think of it In
younger people.

University Hospital Wales, supported by the British
Heart Foundation, implemented a service to
diagnose individuals and families with Familial
Hypercholesterolaemia (FH) across Wales.
The service was based on the NICE FH
clinical guideline. Day to day delivery is
carried out by British Heart Foundation
specialist nurses and genetic counsellors
working with primary care, hospital
pohysicians and laboratory staff, working
closely with a family support group.

NICE guidelines a
blueprint for change

The NICE guideline on FH, published in 2008,
gave a blueprint that we could follow for the
service that was needed in Wales. The strong
clinical and economic evidence base from the
NICE guideline was the foundation and focus for
this service implementation.

We identified the need for a multidisciplinary
service that had local and regional components.
The local components were In primary care
(case recognition) and secondary care (specialist
diagnosis). The regional components were DNA
diagnosis and the family cascade testing.

We demonstrated feasibility by carrying out
pilot projects on DNA testing and the role of FH
specialist nurse. We also learnt lessons from

a successful service in the Netherlands and in
collaboration were able to procure and adapt a
bespoke IT system for FH and cascade testing.

In October 2010, we launched a service for FH.
The FH database now includes 1,147 individuals
with possible FH. Of these, 471 have receivec
a DNA diagnosis. Cascade testing from index
patients using DNA testing has led to 222
relatives being diagnosed with FH and 131 being
reassured that they do not have the condition.

Contact: Dr lan McDowell

Email: ian.mcdowell@wales.nhs.uk
Telephone: 029 20 744851

British Heart
Foundation

Multi-professional
support needed

The need for multi-professional support was
identifled as a barrier to the successful rollout
of the FH service.

To overcome this, we engaged clinical
stakeholders across a range of professional
and managerial organisations by setting up an
“FH special interest group” under the oversight
of Cardiac Networks Coordinating Group.

A dedicated “ambassador” for the service met
all the key stakeholders and worked to define
the precise clinical requirements by focusing on
the patient pathway for individuals and families.

Working across professional boundaries

can be challenging. Early communications,
groundwork and repeatedly making the clinical
and economic case In a range of professional
settings were essential to bringing clinicians
and others on board.

Working Iin partnership with ‘third sector’
organisations such as British Heart Foundation,
Heart UK and the Genetic Alliance has also
peen very positive not just for funding but also
for expertise, training and patient focus.

www.nice.org.uk
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Promoting physical activity
In Oxfordshire schools

An audit of the implementation of NICE public
health guidance on promoting physical activity
N schools across Oxfordshire showed that
only half of the recommendations were being
met. The main barriers were lack of awareness
of the guidance, and time and monetary
constraints.

“More needs to be done locally to promote
physical activity in schools — not only through
the curriculum but through encouraging
children and their families to be active outside

of school hours.”
Lisa Peto, Public Health Speciality Registrar, NHS Oxfordshire

Healthy children
become healthy adults

Meeting the
NICE guidance
recommendations

Regular activity as a child reduces the risk of
obesity in adulthood, as well as reducing risk
factors for chronic diseases such as heart
disease and type 2 diabetes. But a PE and
sport survey in 2009 found that only a quarter
of school children in Oxfordshire spent at least 3
hours a week on high quality physical education
and school sport, compared to a national
average of 55%. NICE’s guidance on promoting
physical activity in children and young people
recommends at least 60 minutes of moderate
to vigorous intensity physical activity every day.
The guidance contains many recommendations
aimed at schools covering active travel,
promoting physical activity in the curriculum,
involving families and the provision of facilities.

An email guestionnaire sent to all schools Iin
Oxfordshire asked teachers for information on
their awareness of the public health guidance, as
well as questions about barriers to implementing
the guidance, levels of physical activity, out of
hours sports clubs and competitive sports.

Only half of the recommendations aimed at
schools in the NICE guidance on promoting
physical activity in children and young people
were met by primary and secondary schools
in Oxfordshire. This ranged from an average of
43% of recommendations being met in Oxford
City schools to 57% in the Vale. No strong
associations were found between number of
NICE recommendations met and deprivation
and rurality.

ne audit aimed to find out about current
provision, determine gaps and variations, and
also to provide information to NICE on the
implementation of guidance.

Two thirds of schools had developed a
school travel plan; part of the active trave
recommendations, but only a quarter hac
integrated the plan with those of other schoaols.
The majority of primary schools provided the
national cycling proficiency scheme. Schools
performed well at meeting recommendations

on promoting activity in the curriculum, for
example in promoting girls to participate in PE In
secondary schools.

Contact: Lisa Peto

Email: lisa.peto@hotmail.com
Telephone: O//767 893217

OXFORDSHIRE
COUNTY COUNCIL

www.oxfordshire.gov.uk

Recommendations
for promoting physical
activity

The audit results have shown that more can be
done to promote physical activity in schools,
and provides information on what NICE and
other organisations can do to help achieve this.
It has also provided a useful baseline by which
to measure improvements.

The main barrier faced by schools In
implementing the NICE guidance was
unawareness of the guidance with 70% of
schools responding to the questionnaire stating
that this was a barrier. The second biggest
barrier was time constraints with 61% of
schools stating that this was a barrier, followed
by monetary constraints (57 %), schools having
no statutory responsibility to carry out NICE
guidance (43%) and complicated and lengthy
guidance (41%).

Locally, support and assistance could be given
to schools, to raise awareness of the NICE
guidance, and to encourage schools to develop
action plans. Local examples could be provided
to demonstrate how to meet recommendations,
and demonstrate the benefits of doing so —
improving the health and wellbeing of puplls,
meeting government targets and saving money.
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