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‘We undertook ihis assignment, on a'not for profit basls, recognising the short time
frame of 26 days over an.elght week perlod. As aresultwe wouild liks fo stress that
some of aur abservations may be deemad to bs superfical, However, the short time
frame had a number of advantages, it enabled us to:

a) refain our external perspactive '
b) hear the experlences and concerns of staff at the front line and
6) stay focussad on the customer experlence and service quallly,

The Brlef from the Depariment of Health: \

Make initlal racommendatidns arn _
Y A progfgrnme of staff tralning to Improve cuslomer focus
2) Systems for spreading best praciics In customer service. .
3) Guidance to Improve the orvironment in NHS buildings A
4) The staff roles and responsibliitios within the NHS & DOH which woulld bs requirsd
to Implement the strategy. - _ :

Our alm was to examine these lssues “with fresh eyes® and consider them In tarms of
the quallty of services dellvered. -

At our first meseting with the steering group we polnted out that servics quality can't ba .
‘painted on’ via a fraining course, ithas to be bullt In. Also that the basis of high-quallty - -
sorvice Is a well-designed produot dellvered sffactively by people appainted far theit
potentlal to dailver It well and treined to dsliver it well, ' ‘

The Project Team

ae Gsibin Services at Virgin Afiantic

' Quility Diractor

‘An exlernal consultant who has worked extensively with Virgin Atlantic, helping
to develop thelr award-winning customer service strategy.

The process: ’

W undertook a programme of desk and fleld research, visiting © major haspltals {Incl. -

one from the private sactar), daclors surgerles, walk i centres and & day surgary unit.

In fine with the brlef we jooked at 3 major areas:

* Access ~ for patlents to use the NHS and barrlers preventing ther from doing
so and physleal access to NHS hospitals. . i
Communications — from how hospitals and dootrs deal with patients and staff
{o the provision of entertalnment end communications systems for pallents,
Environment - Physical surroundings; the design of new hospltals; cleaning
and malntenance; the ordering process, dellvery and quality of food,

o Giventhe scape of our brief, we have not fooked in depth at the areas of mental
haalth or links with saclal services, but have picked up serlous concerns about bath.

z
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Summary

During the course of our sludy we concentrated on customer service issuss, Qur
observailons may bs appear to be critical, unforiunately, there was little {o praise from
the point of view of customer service,

Observations
Access
¢ Long walling times throughout
» Physical access is poor

Environment
« No demarcation between front and back of house

o Tattly, scruffy, dirly

" Communications
o [nefficient communication with Patients
e Poor sharing of Good Praclice

Staff and Morale

e An organisalion under Slege

e Managesment by cascading paper
o A strong appetite for change

Leadership
» We have seen some shining examples of leadership; but sadly too few,
_o There is a need to shift the emphasis from administration to leadership

Conclusions

o The main causes of the poor quality of service we observed were poor staff morale
caused; in part, by-a lack of leadership and a service designed around the system
rather than the customer, '

Recommendations :

« Wa identified a number of ideas, each of which would have a pasttive affect.

e Somse suggestions are obvious and easy to install. Many have bsen suggested by
people around the service, but not put in place.

o Individually, however, these ideas do not address the fundamental Issues.

Revitalisation Plan

We are recommending & plan for revitalising the NHS, consisting of;

o A bullding programme, (a rallying point about which peaple can get excited)
o A review of the way the sefvice is measured

s A leadership development programme fo bufld merale

Communléation
For any plan to be implemented effectively, it has to bs thoroughly communicated to all

steff to encourage buy in, '
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Main Observations
Access

Waiting Times . | '

Long waiting times for outpatient appointments and eleclive surgery along with reports

- of rogue doctors have representsd the public image of the health service in recent
months, '

Walting times are bath symptom and effect of much deaper problems in the NHS.

Attempts to address wailing Umes ‘head-on' have resulted in a plethora of new

initiatives In a service well usad o dealing with ‘initiative overload'. One result has

been for staffia fudge walting time reporls. Another has been to secure significant

additional expenditure for the Health Service.

Facilities

Medlcal technology is continually advancing and people are living longer. More
stiokes, cancers, cataracts and joint replacements are expected; new procedures and
theraples are being developed; post-operative recovery times are shortening. These
represent major forces in shaping healthcare for the future. Design of buildings and
jobs, structure and services will have 1o be sufficlently flexible to adapt to constantly - .
evalving neads and sxpectations.

Physical Access _ _
Physical access Is poor In most hospitals we saw. General hospitals tsnd to be close to
the centre of town. This was obviously once an advantags, but has become a problem
as towns have grown In size and traffic congestion has increased over the last 100
years, The traffic problems have also spread onto hospital sites. Few areas are
designed for access by car, making it difficult to ‘drop-off’ and ‘plck-up' patients. Some
sites were so large (90 acres) that they ran a bus service around the site. Walking
across the site was out of the question for most peopls. '

Ambulances seemad to be expensive and inefficient for all but emergency
transportation. } :

Car parking was very difficult at most Hospitals (except those Ih central London,
paradoxically). We wers told that local authoritiss restricted the number of car parking
spaces allowed, gradually reducing them as building development progressed, Car
parking Is a direct service quality issue, and also & major staff problem. This {s not
joined-up government, : : :

Recoramendations for improving access are shown in Seclion A.

Ratloning

Improvements in access and a reduction In waiting-times will stimulate demand. For
example, health screening (whether as part of pre-admission procedures or regular
health checks) uncovers previously unknown conditfons, particutarly in older psople.
Heallhcare has a potentially unlimited demand so, given limited resources, itis
nacessary to control supply, and that means rationing.

The palients association suggested one approach to rationing healthcare. (They also
made the point that it is about rationing rather than prioritisalion, becausa the latter
suggests that it may be pravided ‘in turn'), A made| of rights to services based on th
Patlents Association suggested approach Is shown In Appendix 1 :
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Environment’

Cleanliness _ ' ' ‘ .

The hospitals we saw wera mainly housed in very old structures (some more than 200
years old); bullt to serve a much smaller urban area and population. Built in an era of
very different technology and methods of transport, :

The age of the buildings was no excuse for the general poor state of repalr and
cleantiness we encountered, That represented poor aftention to baslc standards.

The maln entrances of virtually all the hospitals we visited were dirty. Cigareite
extinguishers that had clearly not been cleaned for weeks; the area was strewn with
clgarette ends; chewing gum stuck on the ground and in the carpet.

Many of the maln entrances of the hospitals we saw looked tatty, scruffy and dirty.

Front and back of house : :

There appeared to be no demarcation betwsen front and back of house,

o Large rubbish skips were parked in stairwells and by main entrances. It was often
difficult to establish which areas were public areas and which were ‘out of bounds”.

¢ It was easy to gain access to virlually any area of the hospital unchallenged (even the
maternity areas) - the administration block was the usual exception! .

» When examining the plans for a new General Hospital we found that a corridor to be
used when moving patlents between ward and theatre would also be the main
thoraughfare for visitors, deliveries and taking out the rubbish, Undignified and
unhygienic for patients. ,

Customer Focus o , :

In one Hospital, the part-time Chairman's office was about the same size as the ASE
walting area, but conhsiderably cleaner and much mare pleasantly decorated. In
another Hospital, the maln public area was largs, styiish, airy and well malntained — the

Chief Exacutive had to make do with & ‘portacabin’ (nicely decoratad) round the hack.

~ The first was an NHS hospital, and the secend run by BUPA. It certainly gave an

indication of the focus of attantion; the, customer or the senfor administrative staff.

"“There were moderr, well cared-for units in the oldest hospital; and scruffy, dirty wards

in some of the new buildings.

Scale
It saems that many hospital rebuilds are modefled on what existad before. The main .
concessions to change belng altempts to fix those areas which are not working too well,
“Replacing 19" century monuments of civic pride with 21* eentury monuments of civie
pride”, : _ _

o If all new development is concentrated on General Hospitals, they will remain part
building-sites for the foreseeable future - they will never be finished, encouraging a
philosophy of ‘rebulld’ rather than maintain.

o Thay are remote for many people. Difficult to get to and difficult to gel around.

o They are too largs, like small lowns employing thousands of staff.

« Staff become anonymous in such large units — poor performance is more possible
and less likely to be tackled. Morale suffers,

Known and predicted changes in soclely, iransport, demographics and tschnology

require a different approach.
Recommendations for improving environment are shown In Section B,




Communications '

Phones / not letters i

‘Communication with patlents seemed inefficient and antiquated, Most communication

was by latter. Communications heed to reflect the way the world has changed and be

telephone-led which is a yuch more personal madium. it is also cheaper and friendfier. -

~ A patient who banks by telephons, books holidays or shops on the Intemet, whase work
and persenal communications are dominated by mobile phone and s-mall will be

frustrated by an NHS who can only offer comrunication by letter, with appointment ,
{imes that are dictated, not negotiated.

Internet / call cenfres .

NHS Direct is a step in the right direction. The software employed by the system
{which is being adapted for uss in Wallcin Cenlres) could also be put to good use.
elsewhere In the NHS such as in GP surgeries, :

Sighage

Signage was confusing, in some hospitals we could not tell which was the main
snirance and the plethora of signage was confusing and somstimes misleading. We
understand that a tremendous amount of research has gone into this and we feit this
was refiscted In the newly built hospltals we visited. ) ‘

Uniforms

We were often unable to tell who was in charge when we entered a ward and it was
interesting to leam that the Chisf Executive of cne of the Trusts {a life long NHS
professional) had exactly the same problem. This needs to he addressed.by consistent
uhiforms and legible nametags with titles, '

Talking to patients '
Many examples of clinical staff patronising (particularly old) patients were reported to
us, not addressing the patient but  rellive and sometimas as if the patient wasn't
present, We were surprised {o see that, despite the Patlent Advocate idea having been
expressly praised in Greg Dyke's report, so few Trusts had instigated this idea.

Bedside communications :

We saw two exarples of customer friendly communications - the Patient Call and
Patient Line systems of which the latter Is the better solution. We had identified ths
nead for a bedside TV and communications system with the abilily to provide e-mall
and access to hospital systems such as X-rays and test resuits and it was good to see
that it existed. The biggest problem In installing this system in more hospitals was
simply the bureaucracy Involved, despite the fact that it did not require any financial
investment from the hospitals.

We collscted scores of information booklets and leaflets; many producad :
independently, covering the same tople, sursly there are apportunities here to save
costs, :

We saw some autstanding examples of good practice In our study, but no obvious
mechanism for recagnising It or sharing it with other groups

Recommendations for improving communicatlons are shown In Section C.
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Sfaff lssues

About ane third of NHS employeas are administrative and support staff {(excluding DOH

staff dadicated to the NHS). A ratio of 1 admin for svery 2 clinical staff seems a high

propartion, particularly in light of clinfcal staff.complaints about the growing burden of

administration in their jobs. Even understanding that some ‘customer-facing’ positions

_ are classified as administrative, surely, better economies of scale should he expecled.
Wa were told that there is a shortage of clinlcal staff. ‘Ralding' the 3" world for nursing

staff Is ethlcelly questionable and can only be a short-term expediency.

Morale :
The NHS seams like an organisation under slegs, lacking direction and leadership,
pulled every which way by initiatives, politicians and the media. '

It waould be impossible to completely remove the NHS from politics because it
represents such a largs proportion of GDP. It Is unfortunate, however, that party
political affrays and sensationalist media coverage, both of which are very damaging to
ihe morale of NHS staff, seem to be unresirained,

Within the service there Is an Imprassion of “management by cascading paper”, all
ideas and Instructions being passed down from above. The dead hand of bureaucracy
seems to stifle imagination and flair and obscure responsibilities.

There was a view thal thers wers too many initiatives, “a new one every week”, Clearly
the volurne is burdensome and soms thought shauld be given to limiting the number of
initiatives set. We were told that DOH initiatives / policy often seamed conflicting, and
that even an acknowledgement of the current stresses would be welcomed, '

Insplrational Leadership , A

The ward managers make the difference. As with any front line activity, the biggest

impact on the quality of service delivered Is the leadership capability of the front-line

supervisor, '

We saw some magnificent examples of front line leadership in our study:

o The enthusiasm of the manager of the minor Injuries clinic was infectious (sic). The
greatest motivator for her was knowing that she was making a difference In cutting
{ne queuss In a busy A&E department. S

¢ The dialysls ward which had low staff turnover, low sickness absence, no problem
recruiting new staff. It was set in‘an old pre-fabricated building, seriousty
overcrowded, with outdodr garden sheds acting as the main storage area. it was run
by an outstanding Ward Manager. ,

- s The caring Ward Manager of the elderly people's ward who continually fought off
altempts to patronise.her patlents. She insisted on everyone treating them with
dignity and respect. She also had no difficulty finding staff for her ward and keeping
them, : -

The function of Trust management appeared to be more about administration than
leadership. This was particularly evident in the relalionship between Trust managers
and consultants, which often resembled an uneasy peacs. In difficult times, consultants
are much more likely to lum to thelr profassional assoctation than Trust managers for
support. Trust managers seem to be more concerned with distancing the Trust from

claims of malpraclice or nagligence than in supporling their employees. It doesn't make

sense for any organisation to alisnate the senicr professionals on whom itis
dependent, no matter how difficull they may be to manage.

k1
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Positlve Feedback
It's well known that psople respond batter to praise than criticlsm. “A pat on the back is
worlh & thousand lashes". Pralse energises people, criticism angers or depresses
them. Praise focuses attention on good work, i : :
During our study when we praised people for the obviously good work they were doing,
they were rather taken aback. It seems that the habit of praising people has been lost
" in many parts of the NHS. Sirilarly, Trust Managers had littie idea of how they were
performing comparad with other trusts, but they wanted o know.
The measurement systems currently in place seem to be essentially critical, focusing
~ onwhat is not achieved rather than on what is. '

internal magazines and newsletters ars a convenient vehicle for communicating values
and good news, so the photograph of Harold Shipman on the front caover of one staff
magazine we saw seemed crass and Inappropriate.

Recruitment and Trainlng

-Outstanding front line managers probably do more than anyone or anything else to -
retain staff In the Service. How are they recruited, trained and racognised? We
discovered that during recruitment, very littie aitention was paid to anything other than
qualifications and clinical experience, In most cases, clinical staff self-selected by
choosing to be trained in medicine, the NHS employing virtually all of those who
qualified. It ssems thal very little attention is paid to training in Interpersonal
sffectiveness / customer service skills,

On promotion to front-line management posilions, we heard that staff recelved liitle or
no associated leadership Iraining, or much guidance on what was axpeoted of them in
thair new role. ! :
Who held the responsibility for the quality of sarvice delivered was often unclear (except
in the cases of the outstanding front-line managers). -

Some staff seem fo have become indifferent to the naeeds of patients; the nurse reading
a newspaper at the nurses stalion. The ward manager who sesmed unconcernad
aboul the dark (blood?) stain on the celling of an admission ward. The manager who
was too weary {0 once more ralse poor standards wilh the cleaning contractors. The
Senior Manager who walked round the hospital only once a month, Most are probably
decent peaple who just nesd a litfie leadership and dirsction,

When asked why they worked in the Health Service, the response of most clinical staff
indicated that it was because they wanted to help and heal peopte. That ‘Nobility of
Purpose’ seems to be swamped by the problems currently facing the service. :

When we asked a group of three Doctors and twe Nurses, all of whom had chitdren if
they would be encouraging their children to follow in their footsteps, all replied that they
would not. It's a damning indiciment.

Given iﬁat there is a shortage of clinical staff, and the thne taken to bring clinical staff
on stream is 2 — 7 years, then it is much quicker to stop staff léaving than to recruit new
ones.

Recommendations for addressing some of these staff Issues are shown in Section D
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Conclusions

Balow we have compilad the conclusions we reached about service quality in the NHS,
whigh have shaped the recommendations wa are making.

¢ \Ws observed liltle customer focus in the NHS. As a matter of course, the patient is
" required to fit inte the system, rather than the othér way around. Those examples of
good service we saw were instigated by good leaders and operated in spite of the
systam.

- o Although Inadequate funding was the most commanly raised reason given for poor
services standards, the leadership capablilly of managers (particutarly front-iine
supervisors) was by far the biggest driving force in the examples of good and poor.
service we observed,

o Staff are beleaguersd under a steady rain of instructions, inittatives and criticlsm,

They seem to have lost the sense of pride associated with working in the Health
~ Service and some of the public appears to have lost confidence In them.

o.It's not surprising that, in the event of & problem {bs it mistake or mmunderstanding),
clinlcal staff are mors likely to tum to their professional assoclation than to thelr line
managers' for support.

s Current guantitative measurement systems are used primarily to criticise failures arsd
not surprisingly encourage staff to fudge reporting — partictilarly waiting times.

o Hospital design s not fit for purpose. The A & E areas are too small, and there Is litlle
differentiation betwesn front and back of house, Not surprising, given the age of
most hospitals. .

o Unfortunately it sesms that the fundamental des:gn flaws are besng replicated in the
hext generation of hospitals.

» General Hospllals have bacome too big to be manageable, too blg for customers (“!
had to walk miles”); too big for staff; too big to be located in the centre of town.

o Praclices of 2 or 3 GP's are too small to offer a reasonable range of services (inc. ‘out
of normal working hours' surgeries); cover for holidays and sickness; and ‘colleague
monitoring’ of standards and performance’ :

But there are some opportunities
e Anew tranche of money has been commitied to the NHS.

o The NHS certainly needs to change and there Is a strong appelite for change
among the slaff .
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Recommendations

The recommendations we make fall into two categorias. Flrstly, those actions that will

have a positive effect, or are ‘overdue’ for attention. These are shown in the

appendices. '

Secondly, we have recommended a more fundamental review of Ihe way the service is
deslgned and delivered, ' :

Some improvements are cbvious and relativaly easy to implement, e.g.

¢ Patlent line '
Provides entertainment, informatlon, and communications for patients, providing a

- sense of privacy in a multi-bed ward. No cost to the heallh service. See
Racommendations C/8

o Patlent Advocates,
Deals with breakdown in service before it hecomes & real issue, Helps to cantinually
improve quality of care. Potential to save millions of pounds by avoiding Iitigation, '
‘nipping It in the bud'. (Costs for 1 per Trust - £40k x 400} = £16 milfion. Ses
Recommendations Section C/2 ,

Other ‘obvious' improvements take fonger or are mare difficult to introducs, 8.9,

o Contracting staff for a 24/7 service (including no bank holidays). ,
Essential If the NHS is to deliver Its promise to customers, See Recommendations
Section A/8 : ‘

o Increasing flexibiiity of clinical staff,

The extansion of the Nurses role into areas which were previously the sole domain of
Doctors has already Improved efficlency and service. See Recommendations Section
A2, Appendix 4 ' < :

¢+ Sharing Good Practice :

Many of the answers already exist within the service; lhere is a danger of constantly
‘re-inventing the whee!', See Recommendations Section C/3, Appendix 5.

Although important, these do not address the immadiate, fundamental issues Involved
in deltvering high quallty service.

Pressures from politicians and the media and have created a readliness for change
within the NHS, but public confldence and staff morale Is probably at its lowest ever. A
new survey, set of promises or another fong-range plan will not satisfy the public or the
professionals in the service. They want action. More conlrols, restrictions and
assessments will simply distract staff from thelr trus purpose and desire —i.e. helping,
healing and caring for sick peopls.

The action must be visible, tanglble, positive and capable of making an impact within a
year, Although some things (such as fralning new professionals) take much longer,
they too must be started now. ‘

To significantly improve service quality, the NHS must dramatically imprave staff morale
and genuinely incorporate customer focus into the design and delivery of haalth care
services. :

The current system Is desply imbsdded in the past. ltwas deslgned in a different era
with different values, technology and demographics. The current system is failing

patients, staff and taxpayers.
This means fundamental change rather than trying to tune what exists.

16
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Recommendations continued - An NHS Revitalisation Plan

This addresses the two major Issues of poor staff morale and the service delivery -
system. The almis to!
o tap Into the noble values’ of the Service - the desire to help and heal people
e stem the flow of staff out of the service ‘
o. altract nurses back to the NHS :
» design the service around the customer, not around the system and staff
e take full account of taday’s needs and anticipated future nesds

A Bullding Programme is at the heart of the strategy. Remodelling the infrastruqturé
of healtheare facilities, both bulldings and environment, Reducing the size of
secondary care units and Increasing the sizs of primary care units. See Appendix 4

Supporting this we are suggesting changing the way the service is measured.
Foousing on achievement rather than shorifall. Using performance measures as the
basis of improvement rather than to punish. More assertlve PR and internal
communications focusing on successes rather than fallures, Ses Page 12,
Recommendations Section D/6 _

The whole revitalisation plan being supported by a Leadership Development
Programme, based on the characlerislics of excollant leaders within the organisation.
See Recommendations, Section D/3 ‘ '

A National Hospitals Bullding Plan

New buildings provide a great rallying point for beleagusred staff and dissatisfied

customers. An opportunity for a new start. Reaffirming values and selting new

standards of quality and care. Taking the best from the past and reshaping it for the

future,

General Hospitals bacome the centres of excellence for acute care supported by:

¢ GP practices, larger than current, to permit a reasonable level of service to be
delivered. See Appendix §

o A network of ‘Poly-Clinlcs', for GP services, minor injuries end day care pracedures.
See Appendix 4 ‘

o Intermediate care { rehabilitation units linked with soclal services to ¢ase the burden
on General Hospitals and help patients to return home. See Recommendations
Section A2 '

e A number of speclalist hospitals concentrating solely on elective surgery requiring
1+ to & days stay, Private hospitals could be utitised for part of this work. See
Recommendations Section A//

The rebuilding programme must address the borders belween Regions and Trusts. R
appears that currently, each Trust works largely in isolation. 1t has been suggested that
general hospital sites can be subdivided into separate specialist/elactive centres, to
help build smaller teams. Our concern with this is that It fails to address the major
problem of size fram the customer’s point of view. .-

The plan we are recommending will quickly show that the NHS means business, There

can be quick, tangible evidence of a new approach and commitment to the customer,

11
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Recommendations continued - Change how NHS is Measured,

Currently failure is often rewarded e.¢. by the aliocation of more funds to address
walting lists ~ success is normally ignorad or panalised with tougher targets.
Performance needs to be measured in such a way that: '

o stccess Is recognised and celebrated

e supports a culture of best standards and praclice
- o jmproves / lifts morale

A less burdensoms system than at present, to try to minimiss ‘fudging’ the measures,
Qualitative measures such as safety and cleanliness may require more subjective
judgement, but they address the key issues directly. Simitar facilities such as Poly-
Clinics allow ‘tike with like’ comparisons lo be made.

Make use of ratlos e.¢. ratio of direct to Indirect staff, Comparlsons made over time
allow Improvements to be measured e.g. numbsr of procedures accomplished this
quarter compared to Jast year; number of operations cancelled compared with fast year,
number of clinics that started on tims; average length of stay compared {o |as! year,

Customer satlsfaction can be measured through surveys of patients and thelr relatives
& friends. Front line staff are often the best placed to monitor quality of service,
because they know better than anyone else the range of service quality, best and
worst. Of course, they will not provide honest, regular information if it is not used or
only used to punish or criticise them. See Recommendations 8action D/5

In place of league tables, we suggest an intranet system where all Trusts report their
statistics. This would be & confidential system where each Trust can access only their
information and compare them against the average, upper and lower quartiles of all the
Trusts. No one sees who is bast or who is worst. In this way, the NHS has an
overview and can see which Trusts are doing well and also which need help,

The best way to find out what measures should bs used is to ask the people giving and
receiving the service, '

Current accouﬁling systems fruslrate attempts at efficiency.
E.g. reducing DNAs scheme required an investment of £40K to save £350K but was
cancellod as it represented budgstary expenditure. A more pragmatc view fs required.

A Leadership Development Programme

¢ Identify those people who are currently seen to be excellent leaders at all tevels in
key jobs the organisation, in particular first and second line supervisors.

e Study role models int each key Job to find out in detal the approach they take to their
work and the personal qualities they demonstrate.

« Use these ‘competericies’ to datermine selection criterla, design of training and
appraisal syslems, '

s Make training for leadership positions mandatory, before appointment,

o Tralning will have to be specific fo tha rols, grounded in realily and dsliverad in
modular form to minimise the time away from work. :

12
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' ' ‘ Section A.
Recommendations for Improving Access
1. GP's 1, Operale a 2-tler assassment systam for appoiniments. Telephone
. . raquests for appolniments, ask 2 simple questiens to detenmine:
Paople can't gst to see theilr GP 8) What fime of day do you get appoiniment? Are you in full time
| as quickly as they would like, work? If so —you go on the list for a lunchiime, evening or -
toading to evar increasing Saturday appoiniment, If nol — home worker, aul of work or
pressure on A & E Dapadments, retired ~ normat hour's appointment, :

b) How soon do you gsl an appoiniment? Triage on the phone -
are you in paln? Could a nurse deal with 1?

(17 practices set this up after thelr receptionists attended & helf day

best praclice seminar) ' o .

Reorganisa GPs practices (o have a minimum of 4 GPs In urban

practices, ta provide rostered ott of hour surgerfes to:

3. Extend GP's surgery hours : ' C

4, Ininner clty aroas ~ walk in medical cenlres with GPs, In addlton to
purses, then they could do many more routine tagks — vacelnallons,
smear lesls ete, Current nurse-only modsi is of limited use.

Ta

2, Long walting times In A&E 1. Doclors o do Idage. If everyons has to see & dostor in A&E, then
"Some A&E units are reportedly turn the current tiiage system on lts head and make a doctar the
“like 8 zoo on Saturday Night” first polnt of contact (he has to spend time with theim anyway —do
at the start of the process, not the endf). Trials of Conltinuous
Dynramic Triage (CDT) carded out by Professor A. D. Redmond,
resuited In 33% of palients being sent to thelr GP, chemist or home
with assurance, 33% la X-rays or for freatment and onfy 33%.
trlaged ta see a doctor, Waitingdimes reduced by 60%, dellverdng
an immediate Improvement in Service Quality (when trlage was
conducted by a nurse, patlents walted 2% imes as long.)
Apparently, other studies have reached different conolusions about
the relative marits of Doclor or Nurse doing tdage. Both nead
consideration, ) :

Minor fnjuries unit In all A&E's run by nurses, B
Children's department In all A&E's so they do not have lo walt for.
fong periods with disruptive adults,

Gonsultanis working hands-on In ASE -

More Emesrgency Nurse Practilloners

Medical assessment wards/room for GP rafercals to ARE

Mid term solution ‘

1. Bridging teams made up of soclal services, district nurse, hospital
staff to ensurs patlents' hares are fll for helr circumstances and
that they don’t come back In through the revolving door a few
weeks later, ‘

2, Roslers of local GPs In ASE

3, Increase A&E budgels

e

oo

Longer terim solutions

1.. Provide allernatives to General Hospltal ASE unils,
2. Walk in medical centres next to ASE and In areas of high demand
e.g. clty centre /tourist areas, .
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3. Long waiting times in
.Oufpatlents

-

(-

Extend Out patlant consultation times
« Evelllng appoiniments as a “norm® ( 3 session days)
«  Saturday clinles

. Operate same syster as GPs for appoiniments

.~ Change primary mode of commtnication from sendiné patlents

lelters and caids (10 wesks beforel) fo phening them. Don't over
book appolntments for copsultants in case patients don't show up.
Publish waakly list of consultant's clinics that have started on ime
(and those who didn't - drive bshaviour).
Consultants to telephone some patients for foliow up rather than
hring them Into Qutpatients (distance consulting). GPs to sae more
follow up patients afier discharge from hospital,
Usb laxis as wall as ambulances for outpatients requiring transport
to stagger appolniments rather than have &l patients ardving at the
same {ims, .
_Improve patient exparience by providing créches for outpatients

Mid term solution

Rapld repllcation of the booked admission scheme
Hold outpattents clinics elsewhere to free up space in
hospllalsiparking '

4, High rate of do not attends
{DNAs) at out patlents

Each hospltal with oulpatients needs to have a small call centre
{hat wiil call all outpatlents on thelr 2% or follow up appls. 3 days
betors (1* not nacessary as ‘everyone always comes for thelrinfllal
appolntment’, :
The cali centrs should publish & FreeCall hot ltne for the
cancellation of appelniments. This can bs aulomated so it cenbe
available 24 hotrs a day. - :

Inform customers (when making arrangerments) that DNAs cost ihe
NHS £250 militon par year in order fo change behavieur,

5, Carers ars not sufficiently
supported by GPs

Carers to have access to thelr charge's records
Empowar pharmactsts

8. [nsufficlent Car Parking for
Visitors

Wo are told that the most ofien
discussed subject al svery Trust
mesling, Is ear parking and the
problems it brings. While local
government has iis awn agenda
to reduce car parking, it soems
ridleulous thal, by comparison,
supermarkets seam to be able 1o
gst planning pernission for huge
numbears of parking spaces. At
hospitals, upset and stressed
relatives having sometimes
rushed there, get more upset
having to spend valuable time
feoking for a parking space.

Provide mulli-storey/underground car parks, Example ef local
government and nationat government not vorking together s6 this
witi need government Intervention. :
OFffer staff loans for train travel, bus season tickets and the
purchase of a bleycle or moped to reduce parking on site
Slagger shifts : .

+ Ease staff handovers

« Dot confilct with outpatient appointment ¥mes _
Uso taxis Instead of ambufances for collecting non-wheelchair
patienis for outpatlent appointments. Taxi cosls are aboul one
tenih of ambulance charge and are a more sfficlent service, failored
to palient’s needs. -

Longer-teim solutlons

1

Introduce ‘drive-through chack-In' to areas with sevare iraffic

" congestion problems (.. not just drop-off paints). Support with a

facility to check in for appointment .9, hand held computer. A
quide can escort elderdy /Infinm to outpatients to a walling
arealclinic. Able car driver can park In renote location and return to
accompany outpatient.

Move adminisiration staff off site, For example: payrofl, medical
records, Trusts to examine which functions could move, Medem
communicalions faclitate this easlly. For those Trusls short of
space, sel largets for moving admin. off-site.

Ease patlent record stowage — ten year old stored off stie to fres up
space
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7. Unaccepiably long walting
times for elestive oparations

60% of all hospltal activily Is caused
by smergenciss; tharefore plannad
alaclive surgsry has to take 2™
place,

1. fn the shorl terrn, use private hosplials to do some operations for
fhe NHS, _ "

2. Havs oparations parforraed in the evening and at weskends
Sweat the assets, i.e, operaling theatres stend emply. Establish
full 2477 operation of hospltal's assets. Need o Involve staff and
unions In contract re-negofiations,

8, Aveld cancefling operailons after admisslon by (nstiluling pre-

admission screanings. Chelsea and Wesiminster use a

computer system operatad by nurses to assess patfent's fitness’

for general anaesthesia for eleclive surgery. This could be
made avaliable elsewhere,

incentivise cansultants to do more operations In the summer

. Cancellation of operations Is often dus o a lack of beds. 7 o 8%

of beds are often occupled by patients who have nowhere to go

but don't need & bed ~ use exisling patlent holels for these
patlents at a fraction of ths cost. :

Merning rounds at 08.00 1o free up hads : _

Live Bed system {from Shrewsbury — Chelsea and Wesiminster |

have one too) to retduce consultants ‘blocked beds', ‘

Discharge lounges ~ sensible discharge policy and bridging

teams with social services staff

Longertorm solutlons

9. Spacialist centres for elective only operations

10, Usa fresd up space in hospitals to provide addiitonal wards and |
extra bads {moving oul patient’s clinics and administration staff
off-site), -

11. Creals more "patient hotels’, Patient hotel costs - £40 per night
compared with £260 per night on an acule ward. Need to
encourags mare clinictans to buy-in to the idea

o

o N

8.Inconsistent level of service at
nighs, weskends and public
holidays,

We have noticed thaf due to lack of
staff, areas such as laboratorles -
and administration {access to
records) are closed on public
holidays. The statistics bear oul
that if you are admiited with an
emergency during the night, you
have a much worse chancs of
recovery than during the day. You
are often seen, and perhaps
oparated on, by the least quallfled
madical practitioners.

As vith aldines, retallers or hotels — confracts must reflact the 24-
hour, 7-days a week nature of the work,

1, Change contracts for new staff so {hose bank holidays becoms
normal working days, grant additionat hollday entitlement in lieq,

2. Re-negollate bank holiday closures with unions, grant addltional
hollday enlittemant In lieu,

3. Reqagotlate consultant contracts to roster senlor consultants 10
be in hospilals al nighl, weekend and bank holidays. Insist on
flaxibility In new appointments.

8, Moving patlents from ward to
ward

1. Integrated medicine wards need to be more widespread.
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Section B.

1. Poor standards of cleantiness
Domastic services are often
outsourced and are one of the maln
areas, along with maintenance,

| where savings are often made in
orderto free up budgest for clinlea

. There neads to he clarly of respenslbility for standards in

cleaning. ‘

Daomestic staff have to feel pari of the team, not second class
cliizens. They ofien have more contact with patlents than any -
other staff bul recelve tha least training and rewards. Therefore |
— Induction courses for all staff, working with the management of
tha outsourged resource lo esmbrace the values of the *

demands, .
: organisalion via regular appraisal systems,
3, Ward Housekeeper who Is pari of the ward team who, even if
outsourced, lras responsihilily to the ward manager.

2. Wards and cerridors are 1. Use Just in lime dellveries of supplies to reduce storage on slte,
cluttered and untidy 2, Deslgn-in more storage spacs Into now hulldings
It looks unprofessional and 3. Hold bulk stocks In hospilal ‘warehouse'
gradually erodes standards

3. ltis too easy for peoplato a 1. Limit access:
access almost any areas of a ‘1. ~slaff only areas
hospital ~ palleni areas

. ~ vislor areas . :
Clearly Indlcate through signage which areas are oul of bounds
to the general public, : :
Supply visitors passes for access o semi-restricted areas
Ensure that ward visitors check-In with ward nurse
Put some limit on vislting hours
Opsrals securily locks on aul-of-bounds areas, Lo ensure that
public can only galn access if accompanied by staff.
Bulld-In frent and back house spllt and accass arrangemshts
into new bulldings. Use hots! models for dellveries, waste
disposal, and housekeeping activily, Use décor and signage fo
suppor.

Clinteal staff don'l want o resirict
vistting imes or numbars of visllors

Pore ™

™

4. Poor Standard of Decoration 1. Spend mors on most frequantly visited areas (e.0., ASE &

and facilities In Walting Rooms Quipatisnis) ' '

4+ Gisaning and malntenance

4+ “Welling™ facililles. Enterfainment (at least reading)

¢ Queue managernent (how long is delay), TV monitor for
Information :

¢ Refrashments (as a minimum a decent beverage vending
machine) ,

¢ Sufficient sealing

Televisions In walting rooms (with broadeast TV, news subtilled

on telslext If desirad) b

Music In walling rooms {volume/style etc)

@ N

Use commercial slyle slgnage/design elo

Make clear how to get to the maln entrance {from the outside)
and exlt {from the Inside) :

Conslder people flow and slgnage in new bullding design,

6. Poor slgnage
Often hard to find maln antrance

More simpie sfacking I folding chalrs avallabie
Stools for under bed stowage
Longer-term, redesign bed - incorporate swing out stools

6. Lack- of seating for visitors In
wards

ool © D
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7. Nolsy wards at night

Admission wards e.9. no overnight admisslons to general wards
Smaller wards with maximum of 4 people, mixiure of 4 bed and
single bed rooms :

8, Food and ablilty to eat it

While patisnts cannaf express an
tnformed oplnion on the guallty of
thelr anaesthetlc they certainly can
on {he food they are served,

Spend more on food = BUPA Hospitals spend £56+ per day, at
loast iwice as much as NHS hosplials,

.- Offer food on demand, In alfines a selection of cook/chilled

meals are loaded and heated just prior to delivery, Passengers
can choose from that day's seleclion, THis system can easily bg
adapted by hospltals, sliminaling the need for patients to pre- -
order 24 hours In advance, Whils aidlnes can and do run ouf of
the most popular choles due to lack of stowage space, hospltals
can simply call on reserve stocks, With porflon eontrot, nutrtion
advlcs such as the content and ealorie count of each meal ean
be Included In the menk, Spaclal meals such as Kasher,
Vegelarian oplions etc. will nesd to have 24 hours noilce as
these tend {o be deep-frozen.

Same day ordering of foad, not 24 hours ahead (avold palient
ragelving previous bed occupants cholce) .
Vagetarian aptions on menus ‘

Ward Wallress who raports 1o Ward Manager, to take orders
from the patients and ensures that they.gst something sultable
fo eat, The Introduction of a Ward Wallress has bean found to
dramatically reduce wastage and food costs, The Ward
Waitress we saw opsrating at Noitingham Cily Hosplial was In
an Oncology Ward whare the patients often need to be coaxed
inlo eating. The Ward Waltress, wears a waltress uniform, has
opportunities for NVGQ qualificalions in silver service and
nutrition. As wall as serving 1he food, she ¢an also provide

- templing snack alternalives for pallents as it were "under the

caunter e.g. howls of soup, scrambled eggs on toasl, Snacks
are prepared In a ward kitchen, ouiside of regular meal times
which is a trufy patient-focussed servics. The Ward Manager
recelvos reports from the waliress on pallent’s food Intake. The

- patlent has the full attentfon of the Ward Wallress, We were

qguoted a reduction In wasiage of 40% slnce the introduction of

- the Ward Waltress, In addilion 1o improved nulrillon.

Traln Health Care Assistanis as Nutritton manitors to ensure thal
patlents sat properly and, where appropriate, gain weight. We
saw {his at Addenbrookes where HCA's monliored patients each
shift + helped them to eal and monltored quality and calorle
Intake.

Colour piclures of food on menus,

Dist dell concept is about {o be tralled in Brighten,
microwaveable indlvidual portlons and snacks that can ha
purchased with vouchers by pallents and visltors,
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Section C.

11, Access to Health Information

1.
2,

Use 'In Touch with Healih! louch scresn systems In larger GP
Praclices and outpatisnts.

Pubtish a smail hooklet contalning basic information on health,
common linasses (cause and effects), a simple diagnostle
process, how the NHS works, etc. All of this information .
currently oxIsts [n a varlely of booklets and leafists, Make It
avallable fo GP’s and schools. .

Develop a Search engine for NHS web to allow people 1o look
for relovant medical Information

Pallents education —~ make It accessible

Bookiats, audlo, video, leaflats, contacts of groups ele, web-
sltes, NHS direct. Contral database of what Is avallable.
Downloadabla copy. ' :

2, Patlent’s Advocate

Growing Incitence of Patients
Unhappy with the Treatment They
Have Received Taking Legal
Action Against Health Trusts

This often nvolves snormous
amounts of me spent In _
investigations, doctors suspanded
neadlessly and punftive damages

| paid to patlents.

N.B. according to the BMJ, the cost
of medical negligence In the NHS
rose by 7% a year during the
1080's,

To Improve the handling of paliants concerns, every Ganeral
Hosplita! should have a Patlent Advecate. Leaving aslde the
banafits ta the patients and thelr famiiles, this Is easlly justifted In
the reduction of costs and management time, It Is essentialthat
Patient Advocates have the backing of and direct acgess ta the
Chlef Execullve of the Trusts, ’ "

+ The Patlent's Advocale In Brighton was infroduced in 1904
when she dealt with 88 patlents In her flrst yaar, Lasl year
she saw ovar 1000 patients, The position has proved to bs
a great success and has fed the hospital to identify many
areas where they nesded to Improve care and facllities such
as deallng with bereavernent and providing staff with
sultably decorated rooms {o use and methads of dolng it
The Trust fearns from her experences, how patients and
thelr relatives expect to be treated, :

« She sees her role as belng & friend within the system’, She
i5 there 10 ba objective, and help patlents to make a
complalnt, though she Is not part of the formal complaints
process, 21% of pallents coms to her intending to make &
cormplalnt, after she has seen them and, parhaps, fias actad
ag a go between with the consultant or staff concerned, hls
reduces to 5%. .

«  Pallents need to helleve that they are baing listenad to and,
if nothing else, recelve an apology or have the oppartunity to

. have a second oplnion, She is customer focused referdng {o
patients as ‘cllents’, She Is there to Identify problerns but not
to salve them, that Is up o the management of the hospital.
lis Important that ihe Palient Advocate has direcl access to
the Trust's Chlef Executive and is lnvolved in Induction
training. }

o Wa would see the ideal sliuation as an Indepandent
advoeate working closaly with the hospilal's Quality
Manager. :

¢ A Patlent's Advocate with support and on-costs would add-
up {o approx, £40,000, (£18m for 400 General Hospllals)

There Is also a strong argument for a slaff advacale to whom

staff can turn without resoriing to thelr union representative.
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3. Poor Spreading of Good
Practice.

The Beacon system has bean qulte
oynleally recelved and we ara told

| the work Involved o submit an ldea
for an award Is out of proportion 1o
the flnanctal benefits on offer in

| relation fo the large Trust budgets.
GP's value the prestige much mars
than the small financial award,

. Saminars for sharlng goad practice, ‘E'nlry only to the staff

responsible for the inltiative who can demonstrate that thele Idea
has bean put Into practice and worked. No £3G0 per day
conference altendance fees, See appandix ©

Lacal Health Authordlles to be tasked with [dentfylng best
practice. They can host and fadllltate saminars saslly. Set
targels for Heallh Autharities,

Wa heasd of Initlatives ihal Improvad the sarvice to patients, and
gave efflclency savings. Howaver, some have bean abandoned
bacausa they rapresanted additional cosl to the budgel (even
{hough overall they saved money)

We fae! that Beacon awards are more sullable for GPs but
aw[?rds need to ba Increased to a more reallstic [evel, £10k not
£4 : -

National Genire for Best Practice with a budget for spreading
bast practice, Trusts have {o bid for monles and juslify the
efflelangy savings they anticlpated.

4, Dltfeult to find your way
_around hospitals

Wa have seen some examples of maps provided for pallents &
visitors to find thelr way around soms hospitals. This needs to
be more widaspraad,

improved signage. There should be a cainmon style throughout -

the NHS. The languags needs to be much more customer
frlendly. Base it on current best praclice. )

Pallent guides (operated by WRVS or volunteer groups)
Guides for blind patlents rather than systems for ther to find
thelr way arcund.

5.Many short consultant
appointments for cerlain subjects
8.0, dermatology

Video cameras or digltal cameras In GP's surgerles to send ‘
photos to speciallsis, (could work for ‘skin and bones’ -
resolulion currenily not good enough for soft tissue)

6. Low standard of catering for
visitors In hospitals

High street franchises o operate coffes bars/ food outisls,

7. Hard fo get accurate feedback
on the patlents axperience

—h

o pwwn

Research Friands & Relalives, as well as patients who are
incredibly vulnerable while they are In hospital

Make use of *Experl® Pallants as 'mystery shoppers’

"How are we doing?” cards

Ensure ihat patient’s views (feedback/surveys etc) used are
worksd Infe procedures/service dellvery,

Ensure staff know how they / Ihe hospltal is doing,

B, Itls ditflcult for friands and
refatlvas to telephone patients in
hospitals )

Provide telephones through e.g. Pallent Call- make it easier to
phone It and out,

The Patient Line system should be In all General Hospitals, This
provldes phone, radlo and TV in one syslem, Poesn'l cost the
hospital anylhing but costs are covered by Inbound calls to aach
patlents dedicated extension for 50 pence per minute. Radio
and breakfast TV s free, rest purchased via cards from a
vending machine. For those who can't affard ihe modest fees,
hospHals can use parilally used cards thal are tmed-in on
leaving as well as charitable donations, The technology already
exists to provide emall addrassas. Can also use the bedside
terminal for clinteat siaff to consulf records and test results,

19




RESTRICTED

8, Unable to show broadeast TV
in wailing rogms

!\}-—-a.

Provida frae TV licenses or exempt hospltals _
Patlent ine will provide TVs as part of thalr package

10, Patients feel talked down fo
and dis-empowered

1

GPs shauld glve pallents & copy of consultant lelters (as they do

- In private practice).

Gommaunication tealning for doctors, greater emphasis on
communfcaflons as part of thefr tralning currlculum

11. Patlents and aven other staff
cannot telf who [s in charge ina
ward

Make it cloar from uniforms, who Is In charge. Differentiate
Ward Manager's unifom (e.9. dark blue); be conslstent

. throughout the NHS.

Ward Manager should do a paileni round and Introduce
himfhierself. :

Staff name badges with large type that old peeple can read.

12. Nurses spend a lot of time
looking for racords :

Ermploy (lower cost} support staff 10 do the administralion. They
became the exporis and more efficlent wiih records. Nurses will
be fraed-up fo do nursing. .
Use tachnology

Pafient records on Smarl cards — soan willten records

13. Amount of tinie nurses spsnd
recording care plans for patlents

Move as much as possible {o the bedslde, have the nurse write
it up as they it next to the patient. '

Where patient [Ine Is installed, work with them to devalop the
system fo use the badside screen te record cars plan
Informatlon {vla volce pracessing soflware?), access X-rays,
patient records, tes! resuits and as a badslde dlagnosis aid.

14, Using Goimputers and Data
Management

Most Trusts we visited have
different computer sofiware systems
and are all developing thelr own

4+ baspoke applications. Hence we
hear about the 'Live Bed' systam in
Shrewsbury {hal the Royal Lorkien
would 1lke and the Pre-Admissions
screening system from Chelsea and
Wastminster developed on a
specialised U.8, soflware plaiform
which nobody else in the UK uses.

There naed to be clear guldelines Issued by the NHS, who are
funding the new lechnology, on common protecols ragarding the
structusing of databases, Otharwise, the dream of & natlonal
patlent database Is unrealistio f.e. : Records/ appointments / 8-
mnall / corraspondence / stores / data warehousing

Thare noeds to he a 'clearing house’ within the NHS for software
applicatlons to be made avallable afound the organisation.

The NHS Is unhappy about dictating which soflware hosplals
and GPs should be using which results in a wide variely of
software In use. Many Trusts are developing bespoke
applications, which could be puit to good use by others In the
NHS. We saw the Pre-Admissions Screenings software at the
Chelsea and Westminster and heard about the Live Bed
bockings system at Shrewshury, which other Trusts wantad to
usa.

There needs to be a centre where detalls of programmes in use
and speclalist applicaliohs are recorded. 1T, Departmants couid
then contact the centrs and ask for details of avallable
applications, which would run on their systems platiorm. The
clearance office would then arrange a simpls ffcensing
agreemsnt with the developer / owner of the programmeg. In
retuen for help setting up the software and providing telephone
suppor, the developer would recslve a royally fee from the new
ussr, -

it's clear that In many hospltals, that the facllitles provided for
doctors to write to patients is Inadequate. Up to date computers,
suftware and prnters nead to be freely avallable as well as

guldance on the form, content and pressntalion of iellers.

o
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- Section D,
Staff Issues -

Post olit pre-joining matedal for new employees e.g. bookiet an
hospilal's core values, who's who, the alms and vision of the
hospital. The power Is In all levels of employes belng togethar
a5 new people — @ sense of COMMON PUrpose.

1. Induction Tralning 1.
Hospltals can feel large and
impersonal; induction fralning

| should be mandatory for ali staff,

including contracied staff. 2, CEOQ andfor other Senlor managers should attend tnduction
trainlng sessions, albslt briefly. A valuable opportunity to '
introduce the hospital cullure, team and expecied behaviouwrs.
2, Too many initiatives and 1. Limitthe number of concurrent inltiatives to rellsve pressure.

Free up management time, :

2. Senlor peaple In hospltals {o be mare accessible to *front line”
staff 8.g: Talkback sesslons al Addenbrookes, where directors
mesl groups of staff on monthly basls,

“management by cascading paper”

Trust managers to be tralned using programmes of Learaing
-Sets rathar than off site lenglthy programmes ~ use live Issies
as study subjects, stay close 1o hospltal.
Leadershlp Programmes -~ Identify and promote and groom
jeaders for the future. Health Authorifles have an overview —
task thera with talent spotting and making recommendalions,
identify the Role Model Leaders and “repllcate” them:
Redeslgn compelencles based on role models
Recrult using the compsiencies
¢) Traln using the competencies
Regularly assess performance based on competencies
Annua! appralsals for all staff, (inciuding doctors)
f} Traln role models In coaching skills, give responsiviiity to
cosch colleagues and raward for extra responsibllily
) Develop culture where good work Is frequently
acknowiledged and celebrated
hy Fast-lrack the role models n every job.
4. Leadsrs should be trained and tasked with responsibllity for
grealing a poshive arganisallenal climale.
«  Flexblily - staff feel it ts easy lo take the Initiative and to get

3, Daveloping Leaders | 1.

"The single most important factor in
craaling high quality service is 2.
{eadership.

Studies of service qualily have
found that the motivalional

environment of the workplace has a
profound effect on the quallly of
service delivered.

Manaperial style and behaviour of
the group leader s cruclal to the
organisational climate, This can be
Improved through the training of
managers/supenvisors.

. new ideas accepled rather than being burdened by
hursaycratle riles, pollcies and procedures.
Rasponsibllity — Peaple are fres to gel on and do theirjobs
without having to constantly check with thelr boss.
Standards ~ High standards are expected, Challenging
goals sel to improve petformance.
Recognilion ~ Staff feal that they are valued as individuats
and recognised for good work, rather than only criticised
whan something goss wrong. .
Clarlly ~ The organisalion's purpose and direction are clear
and expectations and work procedures are woll organised
rather than confused 6r chaolic,
Tearn Spiril - Colleagues ¢o-operals effactively to get work
done, and psople fes! proud to be a mamber of the team. .
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4, Interpersonal 8kills Tralning for | 1.

Front Line Staff

We heard concerns regarding
stafifpationt inleraclions 8.9,
patients and carers talked down to,
treatad insensitively, left feeling
confused - | felt ke a medical
condition, not a person”,

Appropriately tralned staff wil
snhance the quality of the patients
axperience.

N

10

11.

Recagnise that all staff who Interact with patients have a
responsibility for the patlenls’ experisnce - not just clintoal staff,
identify who the customer is .e. not anly the patlent, but also the
relatives and carars,

Identify thosa in the organisation who have excellent
Interpersonal skills - the role modets. Ullilse their best praclice
in training design,

LJse research data from patlent surveys, patient focus groups
and feadback from “expart palients” (o deslign tralning and
service procedures, o

Use role play exarcises to rehearse and lrain desired skiils e.g.
involve staff and patients In identifying top ten Issues In
patlent/staff interface (may vary belwesn groups).

Coneentrate training on sofving the tap 10 Issuas,

Teach in ons-day modules of repatitive role-play. -

Should be part of Initial and remedial tratning.

Tralning to nciude tha notlon of "Service Recovery” i.e. the
confidence and empowerment of staff to recover service fallures
as much as possible at the time they oceur. Customers rapott
higher satisfaction after there has heen a breakdown in service,
which has been managad waell than If there was no breakdown
at all. Therefors, it Is Imporant to have measures In place to
anticipate things that will go wrong se that the ‘service recovery'
roullne swings Into acllon, As we say at Virgin Atlantic;
Misiakas are [nevitable, dissatisfied customers are not.'

Staff in each area, need to brainsiorm the common braakdowns
ihat happen and agres with thelr line managers how to manags
those situations best, [n most organisations, thers are usyally,
at most, ten things that go wrong regularly, Training staff to deal
etfactively with those and providing wrilten whatif’ guldslines
wilt cover most eventualitias, The others you can't anticipate.
Include training In how to say “No” Le. gently with an explanation
when a reguest cannol be metl, Encourage/afiow staff ta “bend
the rules" a llls for the customers benefi,

Training should be supported by assessment and feedback to
staff on thelr pedormance,

3
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B, Positive Feadback

During our study when we praised
psople for the obviously good work
they were doing, they were rather
faken aback. Has the habit of
preising people baen lost In paits of
the NHS? Current measurement -
systems seem to be sssentlally
critioal. -

An immediate opportunily exists to relnforce good behaviours and

celobrale slaff successes., Some options are:

1, Fomnally and frequently acknowledge wark done well e.g. a -
commendalion letter fromt manager.

2, Make it easier for patients to glve feedback, Inireduce a
comment card, Ensure slaff are fed back results, Incorporate
Inlo staif assessment, Use pallent's comments If negative, as 4
slaff devalopment apportunily.

3, Extend the comment card fo colleagues Le, anyone can wiite up,

a colleagus who has done a good jeb, Is a good team player,

gone lhat exira mile ets. The people Who consistently receive

accolades or those who do an outstanding job ¢an be publicly
acknowledged e.g. staff newslelter, employse of the month ete,

Enstire the dala from patient satisfaction surveys Is regularly fed

back lo stafffpublished,

Use data to dasign patlent’s services.

Encourage & culiure where managers "catch psople doing

things righl” (nol wrong). -

Conslder the uss of "mystery shoppers® - as used by many

customer-focused organlsations i.e. Recruif “expert pallents

who are frequent users of the hosplial and /or carers, They
often have a good knowledge of hospital life and service lssues.

They could be asked to regularly score/rate variaus aspects of

hospilal service, -

N o »

We heard of mény [ssues regafdlng the tralning and roles of 2 maln groups of staff In hospitals: Nurses and
Auxitary staff - Including contracted staff.

&, Nurses

Training Concerns

1. Professionalisallon of the Nurslng service has helped to beldge

the gap belween whal nurses and doclors do, to the benefil of
" the patient,

2. However Projact 2000 Is causing concem ~ viewed as tao
theorettcat, with litile practical tratning untll well inte the course.

3. Trainees aro lost to the NHS if they fall the theorstloal work.
Need to capture them. A huge loss of lnvestment, ‘

4. Orlentation Gourse of thres monttis to ascertaln vocatian for the
job. Opportunities for assessment of ablllty te learn. Hands on
experience In dealing with patients. Would provide extra hands
ont busy wards. :

5. Procaptor rele needs o be reviewed i.e. all slighlly more

" experienced nurses supervise/coach trainses,

6. Recrult only role model nurses as preceptors and train in
coaching skils, -~ OR - Ward Managers o plck up the role of
coachlassessor. )

7. Trainses should spend sufficlent time In a ward for the ward
manager fo he able to assess meaninafully.

7. The role of Ward Manager
needs reviswing. ‘

*Bring back Matron?”

Qpportunlties for advancement such
as the nurse specialist, the nurse
consultant and nurse practitfoner
encourage ward managers lo move
on, leaving less experienced nurses
1o run the wards,

1. Racognisa this Key rcls In hospltals, 24-hour responsibllity and
[iiils tralning for managerlal pasition.

2. Introduce.a formal programme of iralning for nurses as lhey are
prometed to Ward Manager. '

3. Training to Include ward management, coaching, appralsal
skills, resoures planning ele -

4. Aspling Ward Managars could take the training prior to
appolniment, to assess aptitude and commiiment,

5. Give responsibllity for ward cleanliness standards lo ward
manager. Contracied staff should have doled line respensiblitty
to ward manager for cleaning,

8, Introduce new tlles ang grades for technlcal clincal staff (e.0.
skiiled micrasurgery technician) and recagnise mulliple paralle!
career paths.

7. Raview pay and grade for Ward Manager,
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8. Health Gare Assistants

HCA's have signlficant opportunitles | 2.

for interaction with palients. Thelr
people and basle nursing skfils
should be recognised as & key
support In the wards,

H.C.A. job litle does not reflect the baslc nursing sRIlts fhis role
demands, Call them nursing assistants so patients understand
thelr role. _

Possibly the thrust to “professionalise” the nursing service fas
unwiltingly demeaned the standing of HCA role. Create clear
career path for HCA's who have vocation but perhaps not
aptitude/desire for a professional nursing qualification.
Reglster the HCA's as Jower grade nurses / pursing assistants to
recagnise thefr contribullon to the quallty of patlent's expedence.
Train In Interparsonal and communication skilis and emphasise *
dwing tralning thelr role In intsrpreting pal{ents needs and
feading back.

9. Auxiliary Staff — Including
contracted staff (e.0. Porters,
Cleaners, Catoring, Securily staff
8tc) .

These front line people have a
signifidant amount of
patlent/customer contact elther
directly or Informally.

L

Recognise the effect "front line” starf have on pallent!cuslomars

experence,

tnclude In Induction/core values tralning.

tnoluda in intespersonal skills tralning.

Ad hoe teaining for specific roles e.9. wheelchalr and bllndideaf

tralning for porters/receptionisls. _

Performance management of confracted staff

- Hospltal staff to aodit work

- Hospital and Gontractor to agree competencles and job
specificatlons. Hospilal to follow up and affacﬁvely managa
the coniractors overall performance.

- Re-axamine effectiveness of contraclor relatlonships e.g.-

cleaning — Ward Manager (o have responsthiily.
e.0. ambulance service where all outpallents were delivered at
2pm to wall for appoiniments,

10, Recruitment and Retention

Esiabiish and communlcale recrultment/promotion criteria for

each rale.

Nurses - carger path {o bs clear

- review role, stalus, iralning and pay of Ward Managers

- more to encourage ex nurses back to work e.g, créches,
flexible hours.

- regisiration of HCA's

Private Investment In on site staff faclillles e.g. halrdressing

salons, gyms. -

More effeclive use of existing clinlcal staff t.e, more flexibliily of

duties, remeving lines of demarcation,

New con!racls with consultants and nurses to allow extended

floxible working.

Flexibitity in all clinlcal staff salaries to reflect reglonal

differences.

Flexibliity In-consultan! salarles 1o hire ln overseas slars to

allract commercial Investment.
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Appendix 1
Rights of Access to NHS Healthcare Services
Based on an approach suggsested by the Patienté’ Association,
GREEN AMBER RED
Provided as aright Duty bound to consider, Pie'tn the Sky.
funds permitting. Once core service has besan
Right of appeal provided '

s Core services and
standards

o Each case considersd
individually ‘on its merits
« Fertllity treatment

e Fertility treatment on
demand

¢ Sex Change

o Cosmstic Surgery

UK citizen / resident

Quid pro quo arrangement

« EU
o Arab states
e US
e elc

Funded through charity or
International Development

| agency

o 3" world
e other
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Appendix 2

Doctors : .
A common criticism of doctors Is that many have limited comrmunication / interpsrsonal
skills, More time should be given to training dactors and medical students in thess
skills. We learned that ‘A’ level English is likely to hecome a prerequisite for medical
students (not solaly sciences). This will bring increased numbers of potentially better

. communicators into the profession. : L ‘
Junior doctors particularly may benefit from role-play exarclses In relating to patients
e.g. in the area of giving bad news, Role play exercises In ihe importance of
appreciating other merbers of their teams are appropriate as working praclices
bacome mors flexible. E.g. At a Beacon status PCG praclice we visited, githough the
demarcatlon betwean doctors, nurses and other staff remained clear, there was &
iramendous sense of teamwork because the staff there felt that the doctors valuad the
contribution they made, and were open to {and acled upon) their suggestions.

Consultants pay is an emational rather than a strictly aconomic issus. Assuming the
NHS employs {m people, consultants (25,000) represent only 234% of the warkforcs.
Changes in thelr pay have a minor impact an the overall expsenditure, All doclors
combined represent less than 14% of the workforcs. However, thelr pay is high
compared with most other front-line staff in the NHS, who are reckoned to be poorly
paid. : ‘

We heard stories of consultants abusing the maximum pari-time contract and enjoying

high earnings. Howaever, the average 50 hours par week warked in the NHS (51,3 for

whole-time consultants, 48.7 for meximum part-time) In return for an average salary of
about £70k (low compared with other highly trained professionals), suggest that the

NHS is getting a good deal. (The Review Body on Doctors” and Dentists’ Remuneration)

We heard that highly trained surgeons may be spending too much time on

administration, rather than surgery. In which case, managers are failing to use the

skills of thelr consultants in the most cost-effective way. However, we also heard that
there were instances of inappropriate behaviour by Doctors which would not be
tolerated in commercial organisations e.9. being late (or falling to attend at all) NHS
meelings, NHS outpatients consultations and NHS operating sesslons. While we stress
this Is not widespread, systems need to be Introduced (such as a computer fog in
system) to monitor attendance. This type of behaviour should be evaluated during the
annual appraisal. o _

A new contract for consultants is reguired, Not in our brief; but on the face of i, the

"Work Sensitive Contract’ propased by the HCSA provide clarity of expactations and

rewards, '

Whatever approach Is taken, the new cantract should address concerns stch as:

o The conflict of interest betwesn, getting waiting lists down and offering patients
private treatment, :

o Also itis highly unusual for any organisation to allow their arployess fo spend part
of their time working far a compstitor and few employers wouid tolerate
‘moonlighting' in ones spare time.

It was also suggested to us that perhaps consultants should be givan the choice of.

a). Doing private work only (and to be able to contract their services to NHS Trusts) or

b) Higher salaries to work for the NHS while being allowed to do same private work in

the confines of their employer’s hospital,

¢) A new conlract is also needed for GP's, if they are to be encouraged to offer

extendad surgery opening hours and work in btgger practice groups.
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Appendix 3

Public confldence and the quality of clinical care

Again, whils this falls outslds of our brief, we have undertaken this work at a-time when
almost dafly the public's confidence in the stendard of medical care in the NHS is being
. eroded by revelations of doctar's incompetence or negligence. The patient should
regard-the compstence of thelr doctor as a ‘given’ assurance. The public's confidence
must be restorad by effective clinical governance, . '

While the Commisslon for Heallh Improvement will go some way to mesting this aim,
thers are those in the medical profession who are proposing a Medical Inspectorate.
The alm of the Medical Inspectorats would be to make doctors accountable and look at
health practice in each region, : o '

A short-tarm solution would be to ensure that every General Hospital employs & Quality
Manager, to ensure ongoing menitering of clinical standards, spreading good clinical
practice and ercouraging continuous improvement. ' '
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App_endix 4

Poly-Clinics |
(Combined GP Clinics and Day-Surgery Hospitals)

' Ke} Charapterisﬁcs

'| o Based in the community.

s Serving a popufation of 100,000 or less,

» Modern buildings on a small site.

o Easily disposed of

o Assoclated with GP practices, - -

o Run by GP's who also have part ownership.
o Also fed by other GP practices

o Served by Speclalists and Corisultants.

Provides

o Fult range of normal GP services :

o Core opening hours (GP service available) from 7.30 am o 8.30 p.m, Monday to
Friday, and Saturday morning.

o Day surgery (a.g. cataracts, hernias, etc) ,

o Other day procedures (e.g. some Dialysis & Cheinotherapy; physiotherapy; antenatal
care). ' o

_{ e Minor injuries dlinic (including x-ray, ultrasound and ECG facllittes and a mini-lab) open

7 days a wesek. : : '

o Pre-admission screening service for General Hospitals,

o Qutpatients Services {by phone, GP ar visiting consultant).

o Lead on preventative care via health education & health promotion clinics (including
links with local schools) : : : ) '

« Basa for community nurses, midwives, heaith visitor's etc.

Must Have

¢ A ‘oritical mass' of staff — probably 8 or more GP's.

o. Computterised patient records and computer links to General Hospitals.

o Much greater flsxibility of clinical roles.

e A crache for children of staff and customers.

o Some scope for growth and flexibifity. o

o Tight discipline applied {o the range of services and opening hours, (e.g. closed
overnight to prevent them expanding into full-hlown hospitals. ‘

o Wall-established links with appropriate social services (&.4. social worker on site).

Should also include Dentists, to address the lack of NHS dental services available and
problem of small dental practices having to 'go wholly private’ In order lo survive

financially.. _
- Hospital - “an institution where the sick or injured are given medical or surgical care”
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Appendix 4 continued

Costs / Benefits

o Cost £2m — £3m for a conversion up to £6m for a new bulld. :

¢ Bulldings either owned by NHS Estates and leased oul to GPs or GP's lease from
property company or part owned by GPs/NHS : .

o If partnership, costs lo NHS approx. £1 - £3M, the rest heing GP funded

e Costs to NHS for 400 units to cover England of around £600M, same cost as 2- 3 new

" genaral hospitals, '

+ Could be located near out-of-town retall parks (usually served by efficient public
fransport and large car parks ~ great for rural communily), on inner city ‘brownfield’
sites, or In currently-unoccupted NHS buildings.

s Customer-centred rather than Doctor-centred approach. ,

o Helps to remove single dactor practices (all practices need a minirum of 4 doctors ta
he able to offer the minimum acceptable level of service) _

o Allows rapid replication of successful design, ncluding great potential far modutar units
to ensure good vaiue. ' _ .

s Keeps people out of [arge district general hospitals, which can concentrate on acute
casos. Reduces sxlent of hospital acquired infections,

e Offers career options for clinical staff,

¢ Mors produclive than a general hospltal, consultants are paid per procedure not
sesslon and achieve 6 — 7 procedures rather than the usual 4 per session.

o Offers choice for patients. Including choosing to pay.

o Provides many apportunities for benchmarking and realistic ‘llke-for-like’ comparisons

o Eventually takes most walking patients out of A&E units in general hospitals (A&E
presents one of the worst images of the Health Service).

o Provides a tangible evidence to the public that action is being taken.

| ¢ Scale allows more effective leadership and improved morale.

Staffing

o Aftractive to entrepreneurial GP's (and other clinical staff} and also GP's who want to
work for a salary {I.e., not run a business) :

o Consuftants will see the opporlunily of “earning money by performing repeat
operations” ‘ :

o As now, more nurses wilt need to be tralned. However the day hospital will be & much '

- more attractive snvironment in which to work and wili encourage nurses to return to
the service. '
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Appendix &

GP Practices

" GP praclices should be minimum of 4 GP's in order to provide:
realistic cover for absence : ' ‘
basic self-assurance of quallly :
reasonable range of services offered

o -

May have to use more salariéd GP's in some urban areas,

1o May have to be NHS owned clinics in Inner city areas. Offer salarled GPs incentive
paymsnts with 2/3-year contracts, i

o May have to make arrangements for remots offices / special transport érrangements in
some rural areas. (But still part of a practice of minimum size).

¢ Should include Minor Injurles Clinics in larger GP practices, particularly those in tounrist
greas. - _ ) :
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