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Welcome 

 

General information 

  

Accreditation   

This conference is eligible for 1 point per hour of educational activity, subject to peer group approval.   

   

Catering  

Refreshment breaks and lunch will be served on the first floor.  

  

Certificates   

Certificates of attendance will be emailed to delegates after the conference.   

   

Feedback   

A detailed online feedback form can be found by here:   Tuesday 11 October 2022 

 All comments received remain confidential and are viewed in an effort to improve future meetings.   

   

Posters  

Posters can be viewed on the first floor, and on the online viewing gallery.   

  

Social Media   

If you wish to tweet about the conference please use @rcpsych #qualityimprovement2022 #QI22  
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Programme 

09.30am Welcome and opening comments  

Janet Seale and Amy Chidley 

09.35am Introductory remarks from the College QI lead 

Dr Amar Shah 

09.45am Plenary session: The role of psychological safety in supporting improvement work 

Simon Tulloch, Danish Society for Patient Safety 

10.15am Improving Therapeutic Interactions with Young People: Preventing the Need for 

Continuous Intervention 

Laura Sutherland, Claire Gunn and Jessica Clarke  

Co-production of an engagement project and developing learning resource for person 

centred care 

Dr Sangbarta Chattopadhyay and Dr Katy Mason 

Reducing the Use of Seclusion on an Acute Medium Secure Male Ward 

Joyceline Appiah-Kubi and Ardon Benn 

11.15am Morning Refreshments and Poster Viewing  

A choice of 5 sessions (each session has 3 talks) 

11.40am Room 1.1 

 

Improving 

access to 

contraception 

for female 

service users in 

East London 

Foundation 

Trust 

Room 1.2  

 

Improving 

detection and 

management of 

delirium in a 

large acute 

hospital 

Dr Ellen Camboe 

and Dr Ademola 

Olaiya 

Room 1.3 

 

The wicked 

problem of 

care planning: 

who’s problem 

is it? 

Sarah Galloway 

and Dr Justin 

Earl 

 

Room 1.4 

 

Improving 

Personality 

Disorder care 

across services 

using Quality 

Improvement 

methods: a 

system-wide 

approach 

Room 1.7 

 

Building the QI 

capability of 

staff working in 

mental health 

services in 

Berkshire 

Healthcare 
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Dr Sophie Kyrke-

Smith and Dr 

Alisha Patel 

 

These Women 

Can!  – Trauma 

Informed 

Female Service 

Elizabeth Hearn, 

Sidrah Barbar 

and Hortence 

Tchonang 

 

Powerful 

Women: 

Improving the 

care of women 

in East London 

inpatient 

settings 

Ellen Camboe 

and Dr Rachel 

Proctor  

 

 

“What help do I 

need?” 

Improving 

communication 

at the transfer of 

care 

Dr Stacey Oliver-

Singleton 

 

Improving the 

standardisation 

and efficiency of 

the occupational 

therapy 

admission 

process within 

an inpatient 

service 

Dr Joshua Ige 

and Dr David 

Hunt 

 

Increasing the 

diversity of 

members in 

CAMHS Co-

production 

Lived 

Experience 

Community 

within North 

Central London 

Haleemah 

Ahmed and Dr 

Kiran Nijabat 

 

To reduce the 

total number 

of 

Promethazine 

and Zopiclone 

prescriptions 

by 20% by 

October 2022 

Clare Denny 

and Fateh 

Rahman 

Mia Morgan 

and Hayley 

Trueman 

 

Improving 

annual 

physical health 

checks for 

patients with 

serious mental 

illness (SMI) in 

secondary care 

Charlotte Lister  

and Cheryl 

Morrison 

 

Effective 

caseload 

management 

strategies for a 

community 

mental health 

team 

Dr Chance 

Jeong and Dr 

Rimple 

Limbachiya 

Sophie Widdison 

and Mark 

Hinchcliffe 

 

The national 

Enjoying Work 

Collaborative: 

Using QI to 

increase staff 

wellbeing and 

joy in work 

Matthew Milarski, 

Renata Souza 

and Dr Erica de 

Lange 

 

Improving 

Access to the 

Hackney 

Community 

Learning 

Disability 

Service 

Dr Laura 

Checkley and Dr 

Fergus Lewis 

12.40pm Lunch and Poster Viewing 
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A choice of 5 sessions (repeated from morning sessions) 

1.40pm Room 1.1 

 

Improving 

access to 

contraception 

for female 

service users in 

East London 

Foundation 

Trust 

Dr Sophie Kyrke-

Smith and Dr 

Alisha Patel 

 

These Women 

Can!  – Trauma 

Informed 

Female Service 

Elizabeth Hearn, 

Sidrah Barbar 

and Hortence 

Tchonang 

 

Powerful 

Women: 

Improving the 

care of women 

Room 1.2  

 

Improving 

detection and 

management of 

delirium in a 

large acute 

hospital 

Dr Ellen Camboe 

and Dr Ademola 

Olaiya 

 

“What help do I 

need?” 

Improving 

communication 

at the transfer 

of care 

Dr Stacey Oliver-

Singleton 

 

Improving the 

standardisation 

and efficiency of 

the 

occupational 

therapy 

Room 1.3 

 

The wicked 

problem of 

care planning: 

who’s problem 

is it? 

Sarah Galloway 

and Dr Justin 

Earl 

 

Increasing the 

diversity of 

members in 

CAMHS Co-

production 

Lived 

Experience 

Community 

within North 

Central London 

Haleemah 

Ahmed and Dr 

Kiran Nijabat 

 

To reduce the 

total number 

Room 1.4 

 

Improving 

Personality 

Disorder care 

across services 

using Quality 

Improvement 

methods: a 

system-wide 

approach 

Mia Morgan 

and Hayley 

Trueman 

 

Improving 

annual 

physical health 

checks for 

patients with 

serious mental 

illness (SMI) in 

secondary care 

Charlotte Lister  

and Cheryl 

Morrison 

 

Room 1.7 

 

Building the QI 

capability of 

staff working in 

mental health 

services in 

Berkshire 

Healthcare 

Sophie Widdison 

and Mark 

Hinchcliffe 

 

The national 

Enjoying Work 

Collaborative: 

Using QI to 

increase staff 

wellbeing and 

joy in work 

Dr Matthew 

Milarski, Renata 

Souza and Dr 

Erica de Lange 

 

Improving 

Access to the 
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in East London 

inpatient 

settings 

Ellen Camboe 

and Dr Rachel 

Proctor 

 

admission 

process within 

an inpatient 

service 

Dr Joshua Ige 

and Dr David 

Hunt 

 

 

of 

Promethazine 

and Zopiclone 

prescriptions 

by 20% by 

October 2022 

Clare Denny 

and Fateh 

Rahman 

 

Effective 

caseload 

management 

strategies for a 

community 

mental health 

team 

Dr Chance 

Jeong and Dr 

Rimple 

Limbachiya 

Hackney 

Community 

Learning 

Disability 

Service 

Dr Laura 

Checkley and Dr 

Fergus Lewis 

2.40pm Afternoon Refreshment Break 

2.55pm Coproduction workshop 

Amy Chidley, Janet Seale and Satwinder Kaur 

4.20pm Poster prize presentations 

Dr Amar Shah 

4.30pm Close 
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Presentation abstracts and biographies 

 

Plenary session: The role of psychological safety in supporting improvement work 

Simon Tulloch, Danish Society for Patient Safety 

 

Improving Therapeutic Interactions with Young People: Preventing the Need for Continuous 

Intervention 

Laura Sutherland, Claire Gunn and Jessica Clarke  

 

Aim: In line with guidance from the Healthcare Improvement Scotland (From Observation to 

Intervention), we aim to improve therapeutic interactions with young people to prevent the need for 

continuous intervention for 90% of patients admitted to the Young People’s Unit by November 2021. 

Healthcare Improvement Scotland has recently refreshed continuous intervention practice guidance 

centred on human rights principles and recovery focused practice. This supports teams to build upon 

current practice whilst focusing on providing person centred care. Within NHS Tayside, Adult Mental 

Health Services acted as a pilot site for implementation of this guidance. However this was not 

extended to CAMHS inpatients at that time. The CAMHS Young People’s Inpatient Unit provides 

support to the most unwell young people in terms of mental ill-health. These young people will be 

suffering from severe, complex and often enduring mental ill-health problems. These young people 

have significant long-term morbidity and mortality problems which can be reduced by early, vigorous 

and age appropriate treatment of their illness. Constant observation (now known as continuous 

intervention) has historically been heavily used to ensure patient safety. This has been identified within 

the service as an area where improvement could be made to support our collective efforts to become 

a person centred service. At present constant observation is very focused on risk management rather 

than therapeutic interaction and recovery focused care. There have previously been high levels of 

observation which proves challenging when balancing increased levels of supplementary staffing and 

constant staff turnover. This further reduces the opportunity of observation being person centred and 

staff receiving training on providing the best available evidence based interventions. By using a quality 

improvement approach, the service will aim to move to a proactive model by intervening before 

continuous intervention is required; however in circumstances where continuous intervention is 

required it is utilised in high risk circumstances, but based upon therapeutic principles and 

recommendations. •  

Content theory: From observation of the practice within other specialities within inpatient services, we 

were aware that a floor nurse had been utilised to undertake all wellbeing checks in the ward. This role 

had been helpful in having an overview of the clinical presentation of all patients in the ward. We are 

also aware that a traffic light system has been utilised with patients to enhance engagement during 

routine nursing checks. To ensure that the multidisciplinary team are aware of the mental state of 

patient on that day, we had considered communication of this risk at nursing handovers and safety 

briefs. We are aware that there is a large range of groups are on offer within the YPU although the 

attendance at these groups could be improved upon therefore, we proposed prescribing of groups at 

Early Care Planning meetings and team meetings in addition to offering young people a timetable of 
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groups on offer. To reduce the likelihood of continuous intervention being required, we proposed 

piloting an early intervention plan for young people in collaborative manner between staff and patients. 

If continuous intervention is required, we proposed improving the care planning of this and reviewing 

it regularly at daily safety briefs. 

QI methods used included stakeholder analyses through a stakeholder feedback form, process 

mapping of the patient journey on observation, audit of continuous intervention, fishbone diagrams, 

questionnaires and interviews with young people, their families and staff to gather and analyse 

quantitative and qualitative data. Young people were asked to design personas to improve 

understanding of the patient group. Data was gathered on the completion of documentation of checks 

before and after implementing changes. We hoped to understand our client group better and what 

their needs might be. Utilising a design based approach to quality improvement; we asked young 

people to design personas. 

Process mapping of a patient journey to constant observation allowed us to consider the patient 

journey and areas where earlier intervention may have been helpful. The audit of enhanced therapeutic 

observation revealed poor completion of documentation. Mental state was recorded once daily in the 

observation documentation on 11% of occasions. Daily review occurred on 86% of occasions although 

local health board policy stated this should occur on 100% of occasions. The changes trialled included 

the introduction of a traffic light system of patient checks, communication of risk at a safety huddle 

and introducing a floor nurse to undertake all patient checks. 

The first PDSA cycle included the introduction of the traffic light system as utilised in general adult 

psychiatry wards. The initial feedback was positive, with staff noting that it helped them to consider the 

patients presentation and young people reflecting that the staff recognised changes in their mental 

state. Nursing staff rated patients based on descriptions utilised in adult wards then noted (yes or no) 

whether they felt the descriptor was applicable to the patient. During the second cycle, the wording of 

descriptors was changed to reflect the YPU patient population. During the third cycle, a floor nurse was 

introduced to complete all wellbeing checks. The percentage of disagreement with yellow ratings 

(rated as no) decreased from 76% to 24% to 0% across the three cycles. The completion of patient 

checks increased from 64% to 66% to 93% across the three cycles. 

Is this style of check more/less helpful than previous checks?  

“Probably more helpful. If it is the same person they can see if you are in a difficult state or struggling 

more or less. I know who the floor nurse is, we find out at planning group.” - Young Person After 

completion of cycle 1 of the new style patient checks, we are really keen to get feedback on how people 

think they are working, or not as the case may be.  

[Are there] any suggestions, comments and ideas for improvement etc. “I really like the colour of the 

description. Could we have that as the checks, having a colour rather than a number? I’m also worried 

staff are copying what the last person did rather than reading the description of the number. I think it 

will be really informative for YP’s presentations if used correctly.” – Charge Nurse “It made me really 

think about the [young person’s] presentation as when I went round it took me around 10 minutes to 

go around everyone, check the description sheet and speak to them.” – Charge Nurse “In my opinion, 

some of the [young people] will never score a 1 (green) due to their presentation therefore not being 

very patient centred.  
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I don’t like that there is not a 30 minute check if needed from an evidence base point of view. 

Someone’s presentation might require a further check but you can’t document therefore it looks like 

they were scoring a 2 for a whole hour. I’m not saying to add 30 minute checks for all but having the 

option to do so. I also wonder if this can be linked with dependence rating as currently one episode of 

[violence and aggression] is scored however the incident could have [gone] on for a few hours therefore 

increasing the dependency.” Staff nurse. 

Conclusion, next steps, learning Through this project, the team have reduced the frequency of 

continuous intervention from 50% to 0%. Qualitative feedback received from young people was positive 

regarding the introduction of the traffic light system and floor nurse. Feedback from staff highlighted 

that changes in a young person’s mental state were observed at an earlier stage enabling nursing staff 

to intervene utilising interventions that are person centred and highlighted in care plans and 

communication passports. The importance of engaging the wider multidisciplinary team and 

stakeholders in the quality improvement process was noted. The initial completion of emotional 

wellbeing checks was poor initially, improving as changes were made the documentation to reflect the 

differences in the patient population to adult services. The quality improvement project was 

highlighted through Microsoft Teams, YPU newsletter, emails and a quality improvement wall in the 

resource room. 

One of the change ideas suggested was improving the attendance at groups by considering 

prescribing of groups at Early Care Planning meetings and team meetings. This idea was not tested 

although a further group from the YPU has signed up to the Tayside Quality Improvement Project to 

address this issue. A further area identified through Team Based Quality Review meetings which 

requires improvement is the monitoring of physical observations of patients (pulse, blood pressure, 

respiratory rate and temperature). This is particularly important in the Young People’s Unit where a 

high percentage (up to 82%) of young people have a diagnosis of an eating disorder. 

 

 

Co-production of an engagement project and developing learning resource for person centred 

care 

Dr Sangbarta Chattopadhyay and Dr Katy Mason 

Listening into Action is a grass roots quality improvement programme, which involves engaging 

frontline staff to propose projects, and giving them the skills to empower them to lead time-limited 

quality improvement work. The staff “pulse check” identified that Person Centred Care should be 

specific work-stream with the aims to: 

1.Improve understanding of person centred care in within the teams and professionals 

2. Promote co-production and shared decision making 

3.Promote collaborative working  

4.Address communication barrier and subjective feeling of oppression and lack of agency amongst 

service user and carers 

5.Develop training module 

We formed a sponsor group consisting of senior consultants, nursing and OT leads, a junior doctor, 

carer and ex-service users. We identified a number of common themes around the barriers and 
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obstruction promoting person centred care and considered creative ways of cultivating culture of 

person centred care approach and incorporated this into a driver diagram,  

It was identified that our primary drivers will be •Shared decision making, Dignified care, Effective 

communication, •Stories to be shared. 

The challenge was to develop an effective strategy to promote a cultural shift within the trust. We 

wanted to promote shared decision making, more involvement of service users and carer in treatment 

decisions,  and building a culture of effective communications within the team as well as with the 

service users and carers. We wanted stories of people to share in a way where professionals can be 

inspired and learn from them. A    20 weeks change cycle was set where we were committed to produce 

a demonstrable positive outcome. The sponsor group was very enthusiastic and confident about 

initiating a change through which all professionals can be inspired with the philosophy of person 

centred care. It was thought that a ‘play’ could be scripted where service user’s personal experience of 

receiving ‘non person centred care’ would be shared as material to reflect.  We understood that a 

cultural shift would be an insidious process but we needed to create a ready reference material which 

would initiate this shift. 

We initially involved the members from the sponsor group to identify stories to share. We identified a 

creative organisation called ‘OddArts’ who work with marginalised groups to explore the idea of 

implicit oppression through impromptu theatre work delivered in a forum theatre style. In forum 

theatre, the third wall is broken and the audience are invited to take the perspectives of the key 

protagonists. This idea of initiating culture shift resonated with us deeply. The ‘pilot’ workshop again 

had members from the sponsor group joining and the idea of ‘oppression’ in mental health setting was 

explored. The hierarchical barrier was challenged as the ‘play group’ consciously tried to make the 

‘professional role’ insignificant and promoted all-inclusive engagement. Although initially our plans 

were to produce a piece of forum theatre. These plans changed due to a variant of covid-19 hindering 

plans to have a live audience. The group reflected that actually the process of working together to build 

the forum theatre had broken down barriers between us, and led to deeper changes for the working 

group in themselves, and we wanted to therefore replicate this for others .Together we were able to 

use the work we had done to co-produce produce a docu-feature film. Two loosely scripted stories by 

the service users were selected for filming at the same time a smaller scale ‘workshop’ was conducted 

with the help of ‘OddArts’. 

We have a film in post-production to be used as a change conversation starter. The ‘Odd Arts’  will be 

commissioned to train members from different teams as well as service users and carer to become 

trainers to facilitate these kind of deeply therapeutic, provocative and insight generating workshops. 

The idea of a service user training a mental health professional itself is radical and perhaps in true way 

captures the spirit of co-production. The trust has already agreed for creating a set of trainers from 

various group. This hopefully will kick start a series of learning events. 

Often in practice quality improvement doesn’t go as scripted. As in our case, we set out to trigger a 

cultural shift and created an action plan but things changed quite dynamically. More resources were 

mobilised, ideas developed and we ended up with a better outcome. This ‘accidental’ QI project almost 

forged itself and what we now have is a brilliant film promising to engage people in a change 
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conversation and a forward plan to have and trainers to hold workshops and training. We think this is 

a true Co-production of quality improvement and we are excited to share our story. 

 

Dr Sangbarta Chattopadhyay 
Sangbarta is a core trainee (CT3) at LSCFT. 
Dr Katy Mason 
I am a consultant psychiatrist in Medical Psychotherapy and Forensic Psychiatry. Having completed 
part of my training in a number of therapeutic community environments, I am a strong believer in co-
production. I work at Lancashire and South Cumbria NHS Foundation Trust, and as part of my job role 
I am the Medical Lead for Listening into Action which is a grassroots Quality Improvement programme. 
I am also interested in Large Groups and Organisational Dynamics and am trained as an Organisational 
Consultant. 

 

 

Reducing the Use of Seclusion on an Acute Medium Secure Male Ward 

Joyceline Appiah-Kubi and Ardon Benn 

To reduce the time spent in seclusion by 10% over 6 months on a male acute medium secure ward.   

Reducing restrictive practice (RPs) is a national priority for mental health services and is part of the 

mental health safety improvement programme. Restrictive practices require balancing patient safety 

and privacy and dignity. Inappropriate RPs negatively impact on patient outcomes and staff wellbeing. 

Our team decided to focus on understanding and reducing the use of seclusion.   

Our team endeavoured to reduce time spent in seclusion by using various approaches illustrated in 

the driver diagram below (Figure 1). As per usual Trust seclusion policy, reasons for seclusion were 

reviewed through managerial “positive and safe meetings” twice monthly. During these meetings, 

seclusion outcomes and rationale for seclusion were discussed. In February 2021, data was collected 

with regards to frequency and duration of current seclusion episodes on Kennet ward from the Trust 

Online Business Intelligence Platform. Patient community meetings were held in February 2021 during 

which patients felt that they were restricted for unnecessarily prolonged periods of time during 

seclusion episodes. It was noted that there were flaws with the seclusion process which resulted in 

delays in de-secluding patients and instances where seclusion could have been avoided. The team felt 

that patients would benefit from other less restrictive methods of containing their aggression. To 

address this, we started to utilise a more MDT-focused approach.   

Highlighted below were the main areas that needed to be addressed:   

• Patient feedback was received that the lack of activities in seclusion leads to boredom, which may 

result in escalating behaviour.   

• There was increased time spent in seclusion at weekends and on bank holidays, therefore MDT 

reviews beforehand were beneficial.   

• A deficit in de- escalation skills amongst staff were noted (e.g., unfamiliarity of using soft words), 

therefore sessions were held to train staff to improve their skills.   

• Nurses felt uncertain when to end seclusions, therefore empowering nurses to terminate seclusion 

reduced unnecessary delays in patient de- seclusions.   
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Highlighted below were the main areas of change that improved outcomes  

Involving all members of the MDT and empowering them to manage seclusions (especially nurses). 

This was particularly important for seclusion reviews during the weekends when medical staff 

traditionally made these decisions, and their presence is lower during weekends. This process was 

initiated in June 2021.   

Mutual help and support meetings for patients were continued as per Trust seclusion policy, which 

involved debriefing before and after seclusion episodes.   

MDT reviews happening before weekends and bank holidays were improved around May/ June 2021. 

CTM handovers were improved and distributed more effectively amongst team members from 

November 2021 onwards.   

Safety huddles and using the MDT approach to plan the seclusion process in challenging patients, 

improved their outcome. This helped to create a consistent ‘whole team’ approach to patient care. 

These became more consistent from June 2021 onwards.   

Using soft words as part of de- escalation skills (e.g., empathic, active listening and using words of 

reassurance). This started in June 2021.   

Ward routines and staff consistency were reinforced and fine- tuned in November 2021.    

Reviewing seclusion data (and incidents) were done 2 weekly and are ongoing as per Trust Seclusion 

policy.  

De- escalation skills training, where staff members were offered further training due to noted deficits, 

started in June 2021.   

Staff training, where training was out of date, continued to be checked by the business and 

performance manager monthly.   

Patient physical exercise was improved with access to the garden or gym. This involved activity workers 

and occupational therapists and started around July/ August 2021.   

In the last year, a total of 44 seclusions took place on Kennet ward with an overall decreasing trend.  

The frequency of seclusion episodes was reduced by 12 (43%) over 6 months from 28 (during February 

2021 – July 2021) to 16 (during August 2021 – January 2022). As a balancing measure, we observed that 

frequency of seclusions did not increase when duration of seclusion episodes decreased. This possibly 

suggests that although patients spent shorter periods of time in seclusion, it was an appropriate 

amount as they did not need to return to seclusion.  

There was a decrease of 62.5hrs (57%) in mean duration of hours of seclusion over 6 months. Average 

hours reduced from 110.5hrs (February 2021- July 2021) to 48hrs (August 2021 – January 2022). This can 

be explained by the interventions of change implemented around this time.  

Patient feedback  

• ”I feel staff are engaging well and listening to patients when they’re calm. When they do seclusion 

reviews, they empathise with patients and let them out”   

• ”To my thinking, staff are listening to service users more and letting them have their say even if they 

are visibly angry. It’s a sensitive thing to do knowing it could end up with restraints being used, but 

hats off to staff and charge nurses for taking their stance because usually once a service user has 

had their say they either go to their room or the lounge-chill out then apologise for their outburst”’ 

Staff feedback *  
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• Better communication between staff, clinical team and patients   

• Improvement in teamworking   

• Improvement in respect and dignity  

• Positive approach to wanting change and making change happen   

• Actively listening to patient views and their concerns   

• Actively listening to staff views and their concerns   

• Reflection with staff and/ patients   

• Asking patients and staff about the function of seclusion- How? Why? and when it should be used 

and their experiences of seclusion   

• The ability to use de-escalation successfully- will and have reduced seclusion episodes.    

• “The ward has been settled and calm, I think that staff are engaging with patients and most of the 

patients are trying to be reasonable and responding well to staff”   

Conclusion, next steps, learning  

Restrictive practices require balancing patient safety and privacy and dignity. With the successful 

implementation of methods to reduce time spent in seclusion, we managed to improve patient 

outcomes and staff wellbeing. We successfully utilised the IHI model for improvement, drawing upon 

existing audit data to specify the weekends as a focus for improvement for reviewing seclusions, 

utilizing staff feedback to recognise training needs concerning de-escalation techniques and patient 

feedback to explore activity options. Staff and patients worked together to improve communication 

and teamwork, which ultimately improved quality of care. It is important that our findings are shared 

with the wider community to improve restrictive practices within mental health care.   

Our approach to seclusion processes has changed from enabling procedural security (i.e., a reactive 

approach that utilises seclusion once a patient reaches that threshold) to relational security (i.e., 

creating a therapeutic relationship with patients to understand how we can support them and possibly 

avoid using seclusion when it isn’t appropriate). We also recognised the importance of empowering 

the whole team to be involved in seclusions, ensuring a consistent approach, and mitigating against 

unnecessarily long seclusion periods caused by the system rather than what is right for the patient.   

One limitation to our project is that we were very action-oriented in adopting our changes and would 

have benefited from taking a slower approach to fully understand the impact of each change idea. 

Indeed, this caused some challenges with being able to specify exactly when we carried out each test 

of change on the data provided.   

 For the next steps in the project, we intended on enhancing our skills concerning trauma- informed 

care, utilising nature- based approaches to manage agitation, and improving record- keeping.   We will 

continue to focus on collecting feedback to evaluate current change ideas and refine our change ideas.   

Ardon Benn 
Ardon Benn is a Registered Medical Nurse with the Oxford Health NHS Foundation trust since 2015 and 
is a QI Project Champion for Kennet ward. 
Joyceline Appiah-Kubi 
Joyceline is a registered Medical Nurse with the Oxford Health NHS Foundation Trust since 2020. 
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Improving access to contraception for female service users in East London Foundation Trust 
Dr Sophie Kyrke-Smith, and Dr Alisha Patel 

Aim: To increase the frequency of contraceptive counselling, and improve access to sexual health 

contraceptive clinics, for female inpatient service users in East London Foundation Trust. An informal 

discussion with a pregnant service user on Bricklane Ward was the catalyst for this Quality 

Improvement Project. She spoke openly about not ‘wanting to kill another baby’ as the reason why she 

had continued with the pregnancy. An audit completed of female admissions (age 18-52) at The Tower 

Hamlets Centre for Mental Health from January to October 2020, showed that only 12.8% of these 

women had any documented mention of contraception throughout their admission, and only 12% had 

any contraception prescribed. There are several reasons as to why this low rate of contraception needs 

to be addressed:-  Devastating effect of unwanted pregnancies to both mother and child: psychotropic 

medications known to be teratogenic, difficulty coping with motherhood if acutely unwell, substance 

abuse and smoking, abortions and social care input present an increased burden of care  -  Service 

users known to have poor health-seeking behaviours (including sexual health)-  Vulnerability and 

sexual disinhibition as two of the risks associated with mental health illness. Reasons for addressing 

this an inpatient setting are as follows:-  Mandatory physical examination and medication reconciliation 

at time of admission -  Often an extended admission allowing for ongoing discussions regarding 

contraceptive use-  Allows rapport building, which facilitates more open conversation-  Likely to reach 

a stage where they have capacity to consent to contraception-  Can also be addressed in group settings 

Contraceptive questions added to Medicine Reconciliation template-   

We identified the medicine reconciliation (MedRec) completed by pharmacy at the time of admission 

as a target, for implementation of a structured way of asking routinely about contraception. -  Following 

audit of the data, we learnt it is often Pharmacist Technicians completing the MedRec’s, who may not 

have added contraceptive questions to their templates. We learnt the need to ensure identification of 

all involved team members, and that any changes are communicated formally.-  We also saw the need 

to involve other members of the MDT, to further increase the frequency of contraceptive discussions. 

The development of a widely accessible form with prompting questions was the idea for our next 

change.  

2. Development and addition of a ‘Brief Contraceptive Form’ -  We worked with the ELFT Digital 

Champion to develop a ‘brief contraceptive form’, including questions about current and historical use 

of contraception, desire for beginning contraception and offer of referral to a sexual health clinic.   -  

This form is available as a hyperlink in several different areas on RiO, including in the nursing admission 

and the medical physical admission (completed by a junior doctor).-  Although a lot of hours went into 

its development, the number of forms completed was not as we had hoped. We have learnt the 

importance of communicating additions and changes to all relevant parties. From a staff survey (results 

below), we also learnt that part of the reason these conversations may not be happening, is due to a 

lack of confidence in staff approaching and speaking about these topics.   -  Secondary to above, we 

are currently in the process of rolling out a short video to ELFT staff, of what is included on the form & 

where to find it. Results of which will be  

available for the conference in October.  
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3.Training for Bricklane Staff members by All East Sexual Health nurses and consultants-  The above 

changes, along with baseline data were presented at NELNET Regional Audit meeting, to identify 

interested parties from within sexual health, to become involved in the project. One important change 

was finding a way to increase staff confidence around sexual health and contraceptive discussions.   -  

Bricklane Ward staff attended a half-day training, delivered by a Consultant and two senior nurses from 

All East (Sexual Health Service) in February 2022. The session consisted of presentations covering 

contraceptive methods and how they work, the advantage and disadvantages of each, and the theory 

of developing the skills to discuss these topics. Practical sessions followed, where specifically tailored 

scenarios were worked through.-  We learnt obtaining buy in from relevant parties increases the 

likelihood of turning ideas into practice, and increases collective knowledge. Input from those who will 

be receiving interventions is also important, as their perceptions about what is important may differ 

from the preconceptions of those implementing new initiatives.  

4.Introduction of an onsite contraceptive & sexual health satellite clinic -   In addition to the training 

day above, we worked together with All East to develop the best way for service users to access sexual 

health & contraceptive clinics.   -  Development of a satellite clinic at Mile End Hospital, staffed by sexual 

health nurses/consultants.-  Each clinic there are 3 or 4, 1-hour appointments available, for service users 

currently on Bricklane ward, but also for those who were inpatients at time of referral and have since 

been discharged. These clinics are a ‘one stop shop’ for a complete sexual health check, as well as the 

opportunity to speak about and start contraception.-  Initially estimated for fortnightly clinics, however 

this was changed to monthly based on the number of referrals received, in part due to the longer 

admission length of inpatients 

-  At present the junior doctors on the ward are leading the discussions and referrals. With 6 monthly 

rotation of junior doctors, we see this is not sustainable, and that it needs to be permanent staff 

members leading.   -  Despite enough referrals made for the first 2 clinics, there was only one 

attendance. This was partially due to service users referred having been discharged, so we have clarified 

discharged service users can still attend. The other reasons seem to be some difficulties in 

communicating reminders and times of appointments. 

Audit 1 (October 2020):Collecting Baseline Data Inclusion criteria: Admission to Mile End Hospital 

between 01/01/2020 and 01/10/2020, aged 18 to 52  

Findings: There were a total of 373 admissions that met the above criteria .Of those, 47 admissions were 

excluded duplicates (n=44), Transgender (n=3),Of these 12.8% (n=42) had contraception counselling. 

There were2 orders of oral contraceptives made for eligible service users. So 2/326 service users were 

started on contraception, or needed a new order of their current contraception, whilst an inpatient. The 

total number of service users who had contraception prescribed at the time of admission (MedRec) or 

discharge (NODF) was 12% (n=39). Of those with a contraceptive prescribed,  the POP was the most 

common at 44%, followed by the COCP at 41%,the depot at 10% and the patch and implant both at 3% 

Audit 2 (May 2022):Addition of contraceptive questions to Medication Reconciliation template Inclusion 

criteria: Admission to Bricklane Ward, Mile End Hospital between 01/01/2021 and 12/05/2021, aged 18 to 

52. Exclusion Criteria: Transgender (M to F,) duplicate results. 

Findings:There were a total of 47admissions that met the above criteria. Of these 46.8% (n=22) had 

contraceptive counselling.  The total number of service users who had contraception prescribed at the 
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time of admission (MedRec) or discharge (NODF) was 10.6% (n=5), with 34% (n=16) stating they were not 

on any.   

Audit 3 (Feb 2022)Addition of brief contraceptive form to RiO Inclusion criteria: Admission to Bricklane 

Ward between 13/09/2021 and 01/02/2022, aged 18 to 52. Exclusion Criteria: Transgender (M to F).  There 

were a total of 68admissions that met the above criteria. Of these 58.5% (n=40) had contraception 

counselling. The total number of service users who had contraception prescribed at the time of 

admission (MedRec) or discharge (NODF) was 13.2% (n=9). Of those with a contraceptive prescribed,  

the implant was the most common n=4, followed by the OCP n=2,n=1 for each of the depot injection, 

transdermal patch and IUD.  10.2% (n=7) of service users had a brief contraceptive form completed 

during their admission. 

 

Surveys given to Bricklane staff (prior to and following training on Feb 2nd 2022) 26 were completed 

across Bricklane & Roman wards prior, with the key results showing 46% (n=12) of staff had previous 

conversations with service users about contraception.  While 81% (n=21) stated they were comfortable 

having these conversations and 69% (n=18)would know where to signpost service users, 88% (n=23) said 

they would like further training on these topics. What do you think are the barriers to approaching 

service users?‘ Sometimes I don't feel comfortable discussing this, especially certain 

ethnicities/religious groups. I'm not entirely sure how to signpost to services.’ ‘I personally would need 

to improve my knowledge around sexual health services and the information they offer (specifically in 

East London)’‘Stigma, discrimination around contraception use. Embarrassment. ’Is there anything in 

particular that may help you feel more confident speaking to service users?‘ Further training in how to 

approach this topic. Standard questions that are easily filled (not necessarily by a Doctor) & learning 

about referral pathways. ’‘Small factsheet about the local services available. ’‘Knowing options available, 

also options available/tailored to our patient group. ’‘More information about types of contraception, 

more knowledge in general .’Following the training, 7 Bricklane staff members completed surveys. All 

in attendance stated they found the training useful, and would now know where to signpost service 

users. Was the teaching useful? ‘Yes it was informative ’‘I found it very useful’. 

Audit 4 (Currently taking place)Completion of half day teaching session by All East Staff  

The data for this audit is being collected, and will then be analyzed. The results of which will be available 

in October at the time of the conference. Specifically we will be looking at those who received 

contraceptive counselling, and/or had a brief contraceptive form completed during their admission to 

Bricklane Ward, following the date of teaching. Implementation of the Sexual Health Contraceptive 

Satellite Clinic We have to date had 3x clinics take place. These were run on the 18th of March, 22nd of 

April and the 20th of May 2022. Referrals and attendance to these clinics are as follows:18th March – 3x 

referrals, with no attendance22nd April - 3x referrals and 1 attendance20th May - 4x referrals and 4x 

attendances. We are now in the process of speaking to service users who have attended the sexual 

health contraceptive clinic. For October we will have some narratives about the clinic, what went well 

and what the experience was like.   

Conclusion, next steps, learning: The biggest success of this project has been the implementation of a 

satellite contraceptive and sexual health clinic for Bricklane service users. The changes we have 

implemented, and the training received by staff have contributed to the set up, and on-going running 
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of this clinic. There are several next steps that we have identified, to ensure the ongoing success of this 

quality improvement project. How to motivate and identify permanent staff on Bricklane ward to be 

the drivers of the referrals and contraceptive conversations. Without their buy in, discussions and 

referrals may reduce, as the junior doctors rotate every 6 months, and there is no guarantee the project 

will be handed over at each rotation. It is also the permanent ward staff that have the most face-to-face 

time with service users, and therefore more opportunity for contraceptive discussions. We are going to 

present the project again at the next ward away day, with updated changes, to identify motivated staff 

and explore ‘what’s in it for them’. Increased use of the brief contraceptive form. We have made a short 

video to send to ELFT staff, which shows the different places on RiO the form can be found, and what 

it looks like.  

We hope this will encourage people to use it, and will assess the data for change. Continuation of the 

sexual health clinic, and how to ensure all available slots are being filled. The first two clinics received 

enough referrals to be filled (6), however there was only one attendance. The third clinic was more 

successful with all 4 referrals attending. We are now working with the All East team and our service 

user representative to establish the best and most effective ways to remind those who are being 

referred of their appointments, and of other ways that service users on the ward may be reminded of 

its availability. Our hope is to eventually roll out the sexual health clinic onto other wards within The 

Tower Hamlets Centre for Mental Health, and the other Boroughs in East London Foundation Trust. 

 
Dr Sophie Kyrke-Smith 

Core Psychiatry Trainee (CT3), East London Foundation Trust 

Dr Alisha Patel 

 CT2 Psychiatry doctor working in East London NHS Foundation Trust with a proactive interest in 
women's health, medical education and sustainability. 

 

 

These Women Can!  – Trauma Informed Female Service 

Elizabeth Hearn, Sidrah Barbar and Hortence Tchonang 

 

To improve the experience of both staff and service uses on Bow Ward, East London NHS Foundation 

Trust, by using Trauma Informed Care principles. Bow Ward is a very complex ward due to being the 

only female service in forensics. We have patients at all stages of their journey from very acute 

admissions right through to discharge, and there are high rates of trauma in staff and service user 

groups on the ward. We realized we needed to initially work on our staff trauma, before our team would 

be in a place that they could offer more therapeutically trauma-informed care to the service users. 

Bow ward started a QI project around Trauma Informed Care in 2020, it seemed to be the perfect fit for 

a female forensic service. We thought we were going to be working on the background histories of our 

patients and how that impacted on them now, but when we started the project that’s not actually what 

happened. We completed a fishbone diagram and identified several factors that were causing staff to 

feel burnt out. We felt that the staff needed to be in a more positive place before they could facilitate 

trauma-informed care for staff, so we agreed to start with staff focused work, before then going on to 
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tackle many of the issues for the service users themselves. The presence of trauma and abuse in the 

population of inpatient female forensic MH SUs makes them an extremely complex group to work with. 

Evidence shows that people who experience traumatic ACEs are more likely to suffer with both poor 

physical and mental health (Leitch, 2017). Within forensics, ACEs can predict the level of violence 

exhibited and the extremes of self-harm behaviours (Fosse et al., 2021), impact the length of stay in 

hospital (Ryland et al., 2021) as well as the likelihood to reoffend (Messina et al., 2014). By implementing 

a TIC approach it is possible to improve outcomes and empower these women to progress with their 

lives.• 

Content theory :We have also used fishbone diagrams and pareto charts to identify what the difficulties 

are, and which ones to tackle first (available on request)•Execution (what ideas were tested, and what 

was learnt)We’ve tested three distinct branches of the themes identified so far and also made steps to 

ensure our changes are co-produced with the women:  

Staff dynamics and bullying: 

Comment slips for the staff to rate how their day was and if they received abuse, these were anonymous 

and addressed by the ward matron. This was a simple slip with 4 emoji faces from sad to happy. We 

asked staff to circle which emoji best illustrated their shift that day/night, and to write further 

comments if they wanted to.  These slips gave us an excellent combination of both qualitative and 

quantitative data. We used anonymous survey Menti in team away days to tackle difficult 

conversations. We created a “Bullying Charter” in order to identify bullying behaviours, rather than 

bullying people, this enable everyone to work together and avoid any alienating or blaming. We added 

additional sections to our managerial supervision templates in order to capture staff dynamics, and 

then offered 3-way interventions when needed. We tested the use of a “blue dot” on our safety cross to 

identify episodes of staff issues, however this wasn’t successful as staff felt it was too visible.We worked 

on teamwork and getting to know each other as a team, this included our backgrounds, passions, and 

what inspired us to work in healthcare. We introduced an additional weekly reflective practice session 

ran by our ward psychologist and collated the themes from this. 

Racism: We invited the Police Liaison officer to our community meeting to speak to the service users 

about racism and the consequences for this. Our OT lead focus groups on what it feels like to be the 

victim of racism and created an anti-racism board in the day area with quotes. We added racism as a 

standing agenda item to our weekly community meeting to remind everyone what we had agreed to. 

 

Equality for female service users: Our women did not receive the same level of interventions as their 

male counterparts and many mixed-gender therapy groups were inappropriate due to their trauma 

histories. We created our own MDT-led groups around female health, relationships, sexual health, self-

esteem, sleep hygiene, sexuality, and parenthood.  We pursued equality for screening as there was no 

female GP on site, and no clear pathway for referrals for cervical smears or mammograms. This has now 

been achieved and we are pursuing on-site testing through a local outreach service.  

We have created a new admission form that covers cervical and breast screening, as well as obstetric 

history, menopause and FGM. Until now there was not a place on our online record system that was 

able to track this information, and many service users were not up to date. We worked with our onsite 

shop so that they would display feminine hygiene products on the shelves, instead of hiding them 
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behind the desk as before. We also successfully campaigned for free period products on the ward with 

a variety of types and brands available. We have established pre-admission trauma risk histories for our 

service users which highlight their risks, as well as their own traumas and how we can best support 

them. 

Co-production: We have support trauma-informed care training for our ward, as well as service users 

who are keen to be involved, and one of our service users helped to present this to IHI in their visit. We 

have a visual quality control board in the day area that the service users themselves complete and it 

lists the number of incidents per day and week, as well as complaints and safeguarding. This is then 

presented in the weekly community meeting to be spoken about with transparency.  We held focus 

groups around access to cervical smears, and got feedback from the service users about what they 

would like (e.g. self-smear). 

Other changes we’ve made :To combat various kinds of abuse – We trained a number of staff to be SAV 

(Sexual Aggression + Violence) Buddies to provide immediate emotional support and practical 

guidance to people affected by sexual violence.  Support for staff – We make referrals to the TRiM team 

in Forensics which can be group, 1:1 sessions, or REACT chats for individuals who have witnessed or 

experienced traumatic events at work.  A number of staff have completed Trauma Informed Care (TIC) 

training to recognise trauma and offer a supportive response.  We meet quarterly with ELFT’s Police 

Liaison Officers where we discuss incidents, management of them, and the legal aspects of mental 

health care from within the criminal justice system.  Support for patients – Sexual Safety Plans support 

both patients and staff to recognise sexual safety incidents and be able to manage them in the least 

restrictive way, whilst ensuring the ward feels sexually safe.   

Conclusion, next steps, learning: A trauma-informed staff group can deliver trauma-informed care to 

the service users and improve dynamics on the ward. It has also reduced staff turnover from 30% to 5% 

in just 12 months. Due to the turnover of the ward our work is cyclical, and we’ve learnt the importance 

of revisiting and revising as we go on to ensure changes don’t get forgotten. 

We have recently signed up to ELFT’s Equity Stream to get further support around our Women’s Health 

branch.  The next branch of the project that we want to work on is around the use of language, and 

ensure that staff are not re-traumatising service users with the language and tone they use when they 

address them. We would also in the future like to improve our environment, and think about how we 

can make the ward itself a more trauma-informed place to live. Our project is in line with the Trust’s 

Triple Aim to improve patient and staff experience, as well as population health. We have used our 

learning around population health screening to now also improve access for all service users across the 

service including Bowel Screening, and AAA.  We have presented in our “QI Breakfast”, “Academic 

Meeting” forums, as well as directly to IHI when they visited our Trust to be able to further share our 

learning and successes with TIC. We are working with the NEL Consortium to create a Women’s 

Conference later in the year and hope to share learning there. 

 

Elizabeth Hearn 
I'm Elizabeth Hearn, Modern Matron at the John Howard Centre, I've worked here for 9 years. I have a 
huge passion for physical health and equity, as well as looking at how team dynamics can affect patient 
care. It's been great to see how Trauma Informed Care approaches can be used to support both staff 
and service users. 
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Sidrah Barbar 

I'm Sidrah Babar, lead Occupational Therapist for the rehab service within JHC. I have worked in 

forensics for 5 years and am passionate about adopting a trauma informed approach with service users 

and staff and I have enjoyed working collaboratively in order to develop positive change within the 

service. 

Hortence Tchonang 

I am Hortence Tchonang, Clinical Nurse Manager for the women's service. I am a Learning Disability 

Nurse by background. I have worked in Forensics for five years since qualifying for my Nursing degree. 

I am happy that as a Trust we are adopting the Quality Improvement in order to provide a tailored care 

to our patients. I am pleased that as a ward and service we are adopting a Trauma Informed Care 

approach in order to support patients and staff and making change within the service. 

 

 

Powerful Women: Improving the care of women in East London inpatient settings 

Dr Ellen Camboe and Dr Rachel Proctor 

 

To improve the access to healthcare for the women in inpatient settings in East London Foundation 

Trust. This QI project started on Bow ward, John Howard Centre which is a medium secure forensic unit 

for women. Bow Ward was one of the wards within the Trust which was part of the trauma informed 

care network, trying to understand how to improve patient experience.  In August 2021, for the first 

time in its   18-year history, Bow ward had a fully female MDT (including both consultants, ward 

manager, matron, junior doctors, social  worker, occupational therapist and psychologist as well as a 

strong nursing team). Our team became aware of the disparities in  our patients access to women’s 

healthcare such as cervical and breast screening as well as barriers to their engagement with mental 

health services such as high rates of historic sexual abuse and services (especially within the forensic 

doctorate) being designed to predominantly address the needs of male patients.  Throughout our 

project, we realised that the issues that we were trying to address were certainly not limited to the 

forensic directorate and we were able to join forces with the general adult female admission ward 

(Gardner Ward, City & Hackney Mental Health Unit) and adapt some of the interventions to acute 

general adult settings. 

Our team quickly identified that the disparities facing our patients were not limited to a single 

discipline within our MDT. We worked closely as a  team to attempt to address these in a  wide range 

of interventions;  Women’s Group: The women’s group was a weekly session run by our Occupational 

therapist with regular input from other MDT members. It ran as an informal drop-in session for the 

patients, which allowed them autonomy regarding attendance and engagement. Sessions included: 

Introduction to women’s group, self soothe box, body image, sexual health, healthy relationships, social  

media and self-esteem and sleep hygiene.   

Relationships Group: Following the success of the women’s group, the team developed the 

relationships group led by our psychologist.  We noted that the sexual health group in particular, was 

poorly attended as some of the patients reported finding it difficult to talk about sexual health so 

directly. The proposed topics for this group included: Introductory session, “What are you looking for in 
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a  relationship?”, where to meet people, initiating relationships, dilemmas, problems, physical 

health/sexual health, breaking up and a conclusion session.  

Improving awareness: Bow ward is unique in that it  is the only female secure ward within the forensic 

directorate. This means that patients range from acute admissions, to rehab patients. The team felt it  

was important to ensure that patients who did not yet feel ready to engage with the aforementioned 

groups could still be included without feeling pressurised to do so. The team arranged the celebration 

of world menopause day and breast cancer awareness day. This was by using themed activities such 

as menopause bingo and themed cupcakes.  Improved access to exercise: Many of the exercise groups 

within the centre were run as mixed classes and were often chosen by popular demand within the 

patient groups. This meant that often classes were not directly targeted for our patient group. Our team 

took the time to canvas our patient’s opinion on classes they would like and were able to arrange 

Zumba classes and dancing as well as female only gym sessions.  

Cervical smears: At the start of the QI, our team did not have access to the cervical screening database 

and so we were not aware of which patients were up to date with their smears. We were able to liaise  

with the local  sexual health clinic  who kindly provided the details. Out of the 17 eligible patients on the 

ward, only 4 patients were up to date with their cervical  screening. We discussed with the sexual health 

team the potential barriers to our patients accessing these and arranged for them to attend the ward 

for an education session with the patients. Following this, they agreed to run a screening session on 

the ward. Breast screening: Out of the 6 eligible patients on the ward, only 1 was up to date with their 

breast screening, and this had only happened as part of investigation into a new breast lump. The team 

felt that this was vital to address given that many of our patients were on prolactin-raising medication. 

Following this, all  patients are now registered within the breast screening program and are waiting for 

appointments to be offered.  Access to menstrual products: Our team successfully campaigned for free 

menstrual products on the ward for all  patients. In addition, we were able to convince the 

management of the shop to move their menstrual products to be visible (previously held behind the 

counter) and to widen their range of products available. 

Contraception: Our trust has a form on our electronic records where contraception is meant to be 

recorded. None of our patients had ever had this form completed. We developed a wide-ranging 

women’s health questionnaire to replace this form which is now being implemented trust wide.Access 

to female GP: Whilst our MDT, and in  particular  the junior doctors were female, our patients felt able 

to approach the team with intimate physical health concerns. However, it was raised by the patients 

that the GP who attended the unit was male and going forward they would like to have access to a  

female GP. It was discussed with management and the provision of a female GP if required was 

authorised.   

Extending our learning to other settings: It was felt strongly by the team that while some of these issues 

may be particularly  important in  longer term inpatient settings such as forensics, all the barriers and 

difficulties discussed are applicable to female inpatients across the trust. We were able to liaise with 

the acute general adult female wards who have started to implement variations of many of these 

interventions.   

Access to menstrual products story: Shortly after a new patient was admitted to the ward, she raised in 

the weekly ward round that the on-site hospital shop did not supply menstrual products and that she 
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was struggling to get hold of them. We approach the on-site shop who told us that they do stock 

menstrual products but that they keep them behind the counter due to concerns about male patient’s 

reactions to seeing the products. This highlighted a  concerning attitude of shaming menstruation. Our 

team were able to campaign within the unit and received authorisation to fund free menstrual 

products for all  patients. We have also been able to consult our patients about what they would like to 

be stocked in the shop and have been able to work with the shop team to keep the menstrual products 

on show and to improve the selection of items available. •Conclusion, next steps, learning Although we 

have drastically  improved some of the factors relating to accessing healthcare on Bow Ward, as a team 

we are aware that there is still a lot more work to do to make it truly equal for thepatients accessing 

our services.  We have been able to start making the contacts we need to share our learning, both 

within the trust and on a national level. 

 

Dr Ellen Camboe 

Dr Camboe is currently an ACF working in East London at Queen Mary University. She has a particular 

interest in improving the care for underrepresented groups. 

 

 

Improving detection and management of delirium in a large acute hospital 

Dr Ellen Camboe and Dr Ademola Olaiya 

 

Delirium is a condition defined by an acute change in attention, awareness and cognition. It is strongly 

associated with higher mortality in patients with some studies estimating an inpatient mortality of 

those with delirium at 37%. Despite this however, it is thought that without routine screening, only 50% 

of delirium cases are detected by healthcare workers. Increase delirium screening over the month of 

April to 50% of all older adult mental health liaison referrals within the Royal London Hospital. Of those 

that screen positively for delirium, 90% will have a structured assessment and management plan 

documented in the notes. 

A baseline audit of our team’s delirium screening found that only 25% of our referrals were being 

screened for delirium at their first assessment. We found that throughout the patient’s admission, 43% 

would go on to be given a diagnosis of delirium. Within the team, we discussed various screening tools 

for delirium and established that the 4-AT is not only a strongly validated tool for detecting delirium, 

but also benefits from being quick and easy to administer. 

During the review of our cases, it was particularly apparent that, once diagnosed with delirium, there 

were often multiple factors which could be contributing to this and yet there was inconsistency within 

the team as to how these were assessed. We agreed upon the “PINCH ME” proforma; Pain, Infection, 

Nutrition, Constipation, Hydration, Medication and Environment. This structured assessment had the 

benefit of being presented as acronym which we hopes would improve the uptake within the team. 

•Execution (what ideas were tested, and what was learnt)As per the above driver diagram, our team 

were able to identify multiple factors which may have contributed to lower levels of screening and 

structured assessment if our patients. For each of these factors we suggested potential changes; Team 

Education: It was well accepted within the team that without fully understanding the range of 
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contributing factors within delirium, some of these may be missed or potentially underestimated. We 

arranged a local team education session run by our consultant which provided an overview of delirium 

and an opportunity for team discussion and questions. Lanyard Cards: As the two interventions (4-AT 

and PINCH ME) were new to many of the members within our team, we devised a memory aid to assist 

with the administration of the 4-AT at the bedside by way of a laminated lanyard card. This had the 

benefit of being portable, accessible without adding any additional burden.Column to Spreadsheet: As 

with many teams, our caseload is managed by a master spreadsheet that is updated by all members 

within a team. The spreadsheet captures demographic details as well as current clinical presentation 

and case worker allocation. The addition of a column to assess if they had a 4-AT completed allowed us 

to easily see which patients had been screened and also acted as a memory aid for our team. 

 

•Conclusion, next steps, learning: Following our team’s interventions, we have seen a drastic increase 

in our screening for delirium and the presence of a structured assessment in those who are found to 

be delirious. Although we have met our initial target for the 4-AT screening (50%) the team would 

ideally like to aim for over 90% of our cases to be screened. We are aware that many cases of delirium 

present as “hypoactive” and therefore may be missed unless delirium is actively considered. We have 

however not yet met our target of having a structured assessment in all of those who have a diagnosis 

of delirium. We are continuing to raise awareness of this within the team in our weekly MDT meetings. 

 

Dr Ellen Camboe 

Dr Camboe is currently an ACF working in East London at Queen Mary University. She has a particular 

interest in improving the care for underrepresented groups. 
Dr. Ademola Olaiya 
CT3 Psychiatry, Department of Psychological Medicine, Royal London Hospital, East London NHS 
Foundation Trust 

 

 

“What help do I need?” Improving communication at the transfer of care 

Dr Stacey Oliver-Singleton 

 

To improve the rate of discharge notifications and discharge summaries being sent out within 

nationally recognised deadlines. This will improve patient care and safety at the transfer of care from 

inpatient services into the community (including communication with the patient, the crisis team, the 

GP and external providers such as councils). 

In September 2021 a fishbone diagram and driver diagram were used to identify factors that would 

affect the rate of timely completion of the discharge paperwork. 

In May 2022, a larger multi-disciplinary team created a vision of what a good discharge process would 

look like including: i. the patient getting a copy of the discharge notification; ii. The pharmacist 

screening all discharge notifications to ensure reductions in medication errors; iii. The medical secretary 

being given the discharge notification by 3pm to ensure timely communication with the GP. The team 

created a discharge process flowchart in order to understand the current process, identify obstacles 

and promote communication within the team to improve the process.   
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In September 2021 the two obstacles identified to be worked on were verbal communication and the 

environment. A “discharge huddle” and discharge notification tray improved the dispatch rate of 

discharge notifications from 83% (Jun-Aug 2021) to over 95% (during a 6 week period beginning 

20/10/2021). Unfortunately,  this change was not sustained. The new discharge process is being rolled 

out from May 2022. The main changes involve: i. the medical secretary overseeing the process; ii. 

Discharge notifications being started when patients are admitted to the unit then stored in a discharge 

notification folder; iii. The Discharge notification folder being brought to every MDT meeting (working 

days); iv. The discharge notification being passed to the medical secretary by 3pm on the day of 

discharge for timely dispatch to the GP and crisis team. 

The run chart shows common cause variation and therefore the appropriate strategy is to change the 

underlying process (described above). There may be some suggestion of special cause variation, as 

demonstrated by astronomical data points in October 2021, December 2021 and April 2022 – this will be 

monitored and considered further once the discharge process has been created. 

 

Stacey Oliver-Singleton 

Stacey Oliver-Singleton is an ST5 dual adult-old age trainee psychiatrist working in the Hertfordshire 

Partnership University NHS Foundation Trust. Her current role is working in the highly specialised 

service for obsessive compulsive disorder and body dysmorphic disorder and with the eating disorder 

community team in Welwyn Garden City. During her training she has completed a Masters in 

Psychiatric Practice and a leadership course. She is planning to complete a Masters in Medical 

Education and to lead on improvements within healthcare. 

 

 

Improving the standardisation and efficiency of the occupational therapy admission process 

within an inpatient service 

Dr Joshua Ige and Dr David Hunt 

 

To improve the timeliness of our initial contact (within two working days of admission) and assessment 

(within five working days of admission) by December 2020. 

Importance: The NHS long term plan consists of a vital goal to reduce the length of stay for all services 

to the current national average of 32 days (or fewer) in adult acute inpatient mental health settings. 

This long-term plan proposed an improvement in the therapeutic offer from inpatient mental health 

services by increased investment in interventions and activities, resulting in better patient outcomes 

and experience in the hospital, thus reducing the length of stay. Occupational therapy (OT) constitutes 

an integral part of the interventions and activities that reduce lengths of stay in acute mental health 

hospitals. Contact from OT services provides patients with the opportunity for involvement in what 

interventions matter to them and promotes the principles of person-centred care and recovery-

oriented practice. Initiating these processes empower patients to share decision-making and self-

directed care, both essential components in mental health services and patient wellbeing. To aid a 

timely approach to understand our patient’s needs, we wanted to improve our initial contact to be 

within two working days of admission and assessment within five working days of admission based on 

an established standard set by previous research by Heisman & Morely (2012). Our project took the first 
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step to ensuring timely initial contact and assessment to ensure that patients had maximal opportunity 

to receive individualised care. As such, this project served as a bedrock for possible future QI projects. 

Content theory  

In August 2019, the network of adult inpatient occupational therapists (OTs) throughout OHFT - 

consisting of adult inpatient OTs from Oxfordshire and Buckinghamshire – opted to review the 

pathway between the two localities. After several discussions in business meetings, we conducted a 

process mapping exercise to review how the teams to identify the timeliness and consistency between 

the OT services. We identified inconsistencies and differences in the timeliness for OTs making initial 

contact and arranging assessments with patients when admitted to inpatient services between the 

two localities. Utilising a collaborative approach, the OT team in Oxfordshire decided to undertake a 

quality improvement project to improve the admission process because of the inconsistencies 

observed during the diagnostic phase and using the IHI improvement model as a framework for 

carrying out our project. The admission process in the five wards that made up the Oxfordshire 

inpatient services was further analysed. We observed that some wards were not conducting the initial 

contact in two working days and initial assessment in five working days. Furthermore, only one ward 

was meeting the two- and five-day OT process. By talking to staff about their processes, we recognised 

that this was due to a lack of awareness about the OT process and vacant OT positions.   

To find out our current levels of adherence, we created an audit form to calculate our baseline data. We 

also created a driver’s diagram and used it in business meetings to identify the relevant drivers and 

agree on the most suitable test of change. The team proposed that improving the initial contact of 

patients was the most feasible change that could improve the admission process. This test of change 

involved standardising the initial contact and increasing competence with the audit tool created to 

measure engagement in the admission process. 

Execution  

Test of change: increasing the capacity for initial contact  

The OT team met monthly to monitor the test of change on Phoenix and Allen wards. These meetings 

provided an opportunity to iteratively develop the test of change based on feedback from the team. 

This was especially important during COVID-19 as the team needed to align practice changes to the 

continual changes in guidelines. We inducted all OTs on how to use the audit tools to ensure 

consistency and carried out the first audit in January 2020. 

PDSA 1 (January/ 2020): Standardise the initial contact.  

We standardised the OT initial contact process to be able to measure it. The team made this decision 

based on the findings of the baseline audit, which indicated a lack of standardisation for initial contact 

of occupational therapists.  The team proposed four criteria required when conducting an initial 

contact with new patients on acute wards. 

The criteria included meeting the patient within two working days of admission as specified in the 

admission process, introducing the occupational therapy role on the ward, signposting the patient to 

available activities on the ward, and scheduling a date and time within five working days of admission 

for the initial assessment. The team agreed to audit the number of standardised initial contacts 

completed monthly on both wards. 

PDSA 2 (January/2020): Informal training for the audit tool created to measure the admission process  
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We presented the audit tool to the team using Microsoft PowerPoint and used a patient case file to 

demonstrate documenting initial contact and assessment.  

PDSA 3 (February/ 2020): Increasing efficiency for documenting OT contact 

The OT team agreed that it would be beneficial to construct a generic template for initial contact 

consisting of the name of the OT, role, and responsibilities. The OTs would then add the content of their 

discussions with patients during the initial contact to the template and document it on their electronic 

notes to reduce time spent on documentation. The team also agreed on an admin half day in the library 

every Thursday and using the last hour of the day to document summaries of the initial contact 

PDSA 4 (Feb/2020): Updated exclusion/inclusion criteria for OT initial contact 

The team discussed documenting the criteria as part of the OT initial contact. We also discussed the 

requirements concerning the initial contact of patients admitted into the 136 suites (A facility for people 

who are detained by the Police under Section 136 of the Mental Health Act with the intention of 

providing a ‘place of safety’ for the assessment of mental health needs and care arrangements under 

the Mental Health Act) and patients in seclusion. The team clarified that people admitted to the 136 

suites were not technically admitted main wards. As a result, they did not require OT contact.  In terms 

of seclusion, the team agreed that OTs should document their inability to establish contact with 

patients in seclusion after two working days of admission. We agreed to record this as an attempted 

contact and note to re-establish contact when the patient exited seclusion.  

PDSA 5 (March/2020) Refining documenting contact and assessment 

The team agreed to document the contact and assessment on the same clinical note if they were 

carried out in the same session. 

PDSA 6 (June/2020) Impact of COVID- 19 on initial contact and admission processes 

We agreed that as part of our compliance with the COVID19 guidelines, we would start counting the 

working days for initial contact after patients were out of isolation and confirmed to be COVID negative 

to protect OTs from an increase COVID infection risk.  

Execution  

Test of change: increasing the capacity for initial contact  

The OT team met monthly to monitor the test of change on Phoenix and Allen wards. These meetings 

provided an opportunity to iteratively develop the test of change based on feedback from the team. 

This was especially important during COVID-19 as the team needed to align practice changes to the 

continual changes in guidelines. We inducted all OTs on how to use the audit tools to ensure 

consistency and carried out the first audit in January 2020. 

PDSA 1 (January/ 2020): Standardise the initial contact.  

We standardised the OT initial contact process to be able to measure it. The team made this decision 

based on the findings of the baseline audit, which indicated a lack of standardisation for initial contact 

of occupational therapists.  The team proposed four criteria required when conducting an initial 

contact with new patients on acute wards. 

The criteria included meeting the patient within two working days of admission as specified in the 

admission process, introducing the occupational therapy role on the ward, signposting the patient to 

available activities on the ward, and scheduling a date and time within five working days of admission 
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for the initial assessment. The team agreed to audit the number of standardised initial contacts 

completed monthly on both wards. 

PDSA 2 (January/2020): Informal training for the audit tool created to measure the admission process  

We presented the audit tool to the team using Microsoft PowerPoint and used a patient case file to 

demonstrate documenting initial contact and assessment.  

PDSA 3 (February/ 2020): Increasing efficiency for documenting OT contact 

The OT team agreed that it would be beneficial to construct a generic template for initial contact 

consisting of the name of the OT, role, and responsibilities. The OTs would then add the content of their 

discussions with patients during the initial contact to the template and document it on their electronic 

notes to reduce time spent on documentation. The team also agreed on an admin half day in the library 

every Thursday and using the last hour of the day to document summaries of the initial contact 

PDSA 4 (Feb/2020): Updated exclusion/inclusion criteria for OT initial contact 

The team discussed documenting the criteria as part of the OT initial contact. We also discussed the 

requirements concerning the initial contact of patients admitted into the 136 suites (A facility for people 

who are detained by the Police under Section 136 of the Mental Health Act with the intention of 

providing a ‘place of safety’ for the assessment of mental health needs and care arrangements under 

the Mental Health Act) and patients in seclusion. The team clarified that people admitted to the 136 

suites were not technically admitted main wards. As a result, they did not require OT contact.  In terms 

of seclusion, the team agreed that OTs should document their inability to establish contact with 

patients in seclusion after two working days of admission. We agreed to record this as an attempted 

contact and note to re-establish contact when the patient exited seclusion.  

PDSA 5 (March/2020) Refining documenting contact and assessment 

The team agreed to document the contact and assessment on the same clinical note if they were 

carried out in the same session. 

PDSA 6 (June/2020) Impact of COVID- 19 on initial contact and admission processes 

We agreed that as part of our compliance with the COVID19 guidelines, we would start counting the 

working days for initial contact after patients were out of isolation and confirmed to be COVID negative 

to protect OTs from an increase COVID infection risk.  

Data  

This test of change indicated that the Initial contact increased from an average of 12.5% (April to 

December 2019) to an average of 71.24% (January 2020 to June 2020) on Phoenix and Allen wards (Table 

2). Initial assessments also increased from an average of 41.67% (April to December 2019) to 69.27% 

(January 2020 to June 2020). We observed a shift in the data during the six-month period for the project 

and before the spread to other wards. Survey and qualitative feedback from the participating OTs 

indicated that the project produced a positive change in their approach in that they were able to 

complete their initial assessments in a timely manner and facilitate discharge quicker. They rated the 

clarity of the project, involvement in the change process and overall experience as excellent. Likewise, 

they rated the impact on professional practice, impact on quality of service to patients and support and 

assistance during the change process as good. 

Conclusion 



27 

Our project demonstrates the importance of a systematic and engaging approach to QI. Through all 

stages, project staff contributed meaningfully to what matters and what we should test. Our approach 

focused on a small but practical test of change with rapid iterative cycles through multiple PDSAs. 

Furthermore, we recognised the importance of having a reliable measure and created one that 

become a core part of the project. Utilising the findings from the project, we have spread this approach 

to other wards and believe that it could easily be transferrable as a discreet package to other mental 

health settings. 

Using a continuous improvement lens, the next stage of this work is to see whether timely assessment 

leads to improvements in aspects such as increased participation in engaging interventions, how this 

influences their recovery, and ultimately whether it impacts the duration of stay. 

 

Dr Joshua Ige 

Dr Joshua Ige is a Divisional Lead Occupational Therapist for the Acute Care services, Older People, 

Forensic Rehabilitation Inpatient services for Derbyshire NHS Foundation Trust. He has keen interest 

in delivering service improvement through quality improvement methodology. He has continuously 

used this to improve systems compliance and create auditing systems within service while enabling 

teamwork and team-based solutions. Dr Ige also has a keen interest in lived experience research with 

a good knowledge of descriptive phenomenology as a means of creating a platform for hearing the 

voices of mental health service-users. 

 

Dr David Hunt 

Dr David Francis Hunt is a research psychologist (PhD, University of Bristol) and the research lead at 

Oxford Healthcare Improvement and an honorary research fellow at the Department of Psychiatry, 

University of Oxford. He has published in several high-impact journals on a wide range of subjects, 

including group psychology, cultural competence, psychological safety, and models for engagement 

in quality improvement. Alongside this, Dr Hunt has extensive experience in carrying out interactive 

presentations across different universities, national and international academic conferences, trusts, 

networks, clinical commissioning groups, the BIG Lottery and The Cabinet Office in the UK. 

 

 

The wicked problem of care planning: who’s problem is it? 

Sarah Galloway and Dr Justin Earl 

 

To identify and progress improvements to the process and the quality of care planning on in-patient 

wards and have a sustainability plan in place by July 2022. 

 

Always Ready App audits – 4 wards testing this currently. There are technological challenges and 

training required but staff have significantly reduced the time taken to conduct audits and are more 

satisfied with this approach. 

Improvement Boards – 4 wards testing this currently. Each ward has designed prototypes with staff 

and are testing them before they are finalized. Each one has service user feedback. 
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Care Champion job description roles & nurse in change job descriptions – 4 wards testing this currently. 

This has received significant positive feedback from staff and allows them some permission and 

ownership to make changes. 

Updating care plans in ‘real time’ – 4 wards testing this currently. This is requiring a complete culture 

change in how staff work in ward rounds and huddles. 

Already a huge wealth of information about barriers and challenges has been uncovered before testing 

began. 

Data  

We are collecting quantitative and qualitative data. 

We have feedback from service users (n=151), RMN’s (n=102) and MDT (n=52) from survey’s conducted. 

Change ideas were created from these. 

The 4 change ideas are currently being tested out and data collected. There will be a significant amount 

of data from the PDSA cycles by the presentation date. 

 

Sarah Galloway  
Sarah has 28 years’ experience in the NHS as a Registered Mental Health Nurse, with a background of 
developing new services. She is currently the Quality Improvement and Innovation Manager and 
Improvement Advisor at SWLSTG. She has held various clinical roles including Forensics, CaMHS and 
CMHT’s and as a Lecturer/Practitioner delivering Psychosocial Interventions. Sarah completed her MSc 
in Psychiatric and Mental Health Nursing at the University of Newcastle and an MRES from St George’s 
University, and has held Honorary Lecturer roles at both Kingston University and Kings College.  
She is currently a PhD student at Kingston University, researching absorptive capacity in mental health 
teams. Sarah is passionate about nurses continuing their academic skills and nurses leading the 
introduction of research and quality improvements into their clinical areas. 

 
 

Increasing the diversity of members in CAMHS Co-production Lived Experience Community within 

North Central London 

Haleemah Ahmed and Dr Kiran Nijabat 

The aim of the project is to increase the diversity of participants in the Co-production lived experience 

community. Areas across North Central London (NCL) are ethnically diverse with the population 

ranging from 32% in Islington to 44% in Enfield. The largest ethnic minority communities in NCL are 

Turkish, Irish, Polish, and Asian people. Engaging an ethnically diverse population in the co-design and 

evaluation of CAMH services allows for equality and recognition of the assets that minority 

communities bring to co-production. The current statistics display across NCL young white people 

make up the largest population of accessing CYP services (45%), and young Asian people make up the 

smallest proportion of 7% (NHS Mental Health Bulletin, 2019-2020) . Minority communities’ contribution 

to co-production means that the co-design and evaluation of services are reflective and representative 

of the needs of the communities that they serve (Lewis and Foye , 2021) . 

PDSA Cycle 1:  Advertisement in CAMHS Outpatient Clinics: A redesign of the co-production poster to 

be more representative of people of ethnic and religious backgrounds was co-produced with existing 

members of the group. This poster was circulated  across  
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NCL CAMHS outpatient clinics  waiting rooms in  March 2022.  This  method of recruitment received no 

response from ethnic minority people. This may be due to mode of attendance or traditional/cultural  

values that may be present when young people are attending appointments with a guardian or parent. 

This change idea was abandoned and a digital  poster was adopted instead.  PDSA Cycle 2:  Reaching 

ethnic minority communities online. The poster was shared on Twitter by Barnet Enfield Haringey 

Mental Health Trust on the 13th of April 2022.  This small-scale promotion of Co-production received a 

large number of interest and recruited two members from minority communities by the 23rd  of April  

2022.  We received interest from three other ethnic minority members, however, were not recruited in 

the group. Reports included “I was sent your poster by my aunt who also  has mental health difficulties, 

she found it on twitter”. “I saw the poster on twitter and want to know more, I have a lot of opinions 

about my time in CAMHS...”.“My doctor retweeted your poster, I want to know more please”.. 

Social  media is  a good recruitment method to engage people from ethnic minority communities and 

receives a far higher engagement rate than physical leaflets. Because social media is accessible to 

most, it  is an effective method to reach diverse communities. Our next steps will be to share the poster 

to Camden and Islington Boroughs social media platforms and reach out to third sector charities for 

Black and Ethnic Minority groups. PDSA Cycle 3:Outreach in the community and psychoeducation.  

To implement psychoeducation and engage in direct community outreach, the facilitators  of the 

group visited schools in  Barnet to present a talk on mental health, Co-production and introduce the 

group. Facilitators  were from a South-Asian heritage, which we believed encouraged ethnic minority 

participation through identification. Talks presented topics of stigma, racism,  societal attitudes, 

barriers to access and co-production. Students from ethnic minority backgrounds engaged well with 

the talk, facilitating  important conversations about mental health within their communities. Based on 

the mental health needs and stage of referral of students interested, we were able to recruit one Black  

British member and one South-Asian LGBTQ+ participant. This change idea revealed that direct 

community outreach is  important for ethnic minority communities feel heard, build rapport and 

facilitate important conversations about their experiences. 

Our next step is to continue outreach in schools, targeting the boroughs of Haringey, Camden, and 

Islington. We also intend to apply the same model to religious/spiritual groups such as mosques or 

churches. This projects driver diagram is live, and we are still collecting data and developing 

interventions. •Conclusion, next steps, learning  

We recognise people with Lived Experience are crucial  partners in co-design and delivery of CAMH 

services. It is  especially important to involve people from marginalised groups to advance mental 

health equalities and access to services (Lewis and Foye, 2021).   A direct outreach method by facilitators  

from ethnic minority backgrounds visiting ethnically diverse schools was received positively and 

helped build rapport between professionals and service-users. We also found young people from 

diverse backgrounds facilitated important conversations regarding representation and racism within 

healthcare. This project has so far identified crucial ways to engage with minority young people. Our 

next step will  be to continue to implement our successful change ideas on a larger scale. 
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To reduce the total number of Promethazine and Zopiclone prescriptions by 20% by October 2022 

Clare Denny and Fateh Rahman 

 

To reduce the total number of Promethazine and Zopiclone prescriptions by 20% by October 2022.This 

project is important to the team at HMP Belmarsh as patients here are often attending long 

challenging court cases and they need to be able to function optimally in order to have concentration 

at court. This puts pressure on the team to supply the sleep medication however we would prefer to 

explore other ways to help our patients to sleep. We understand that patients have been spending 

more time in their cell due to COVID19 restrictions and therefore not as physically active which has 

increased the demand for sleep medication. Data on how many prescriptions have been issued for 

zopiclone and promethazine in the last 6 months prove the increase in demand. This project will have 

a positive impact on patients if we can offer them alternative ways of helping them to sleep. It will also 

have a positive impact on our GP services therapeutically  and pharmacy time spent on preparing the 

prescriptions. 

 

The first change the team experimented with  was introducing sleep packs for patients who were 

struggling to sleep   and requesting sleep medication. Sleep packs include, ear plugs, an eye mask, 

herbal tea, hot chocolate, sleep hygiene information and an activity book.  

Once the sleep packs had been implemented for three  months the team sent out a survey to obtain 

feedback from the patients. The team received 65 responses back from the survey which concluded 

that 10% of patients had a negative change to their sleep, 40% of patients had no change and 50% of 

patients had a positive change to the sleep. We learnt that although patients were happy to receive 

sleep packs this did not have an overall fundamental change on our outcome measure when looking 

at prescription trends. 

The team have also created a generic sleep questionnaire to get patients views and suggestions around 

how sleep can be improved with in a prison environment. These surveys have been reviewed and 

analysed by a focus group of service users held by User Voice to ensure they are fit for purpose, 

understandable and allow us to ask the right questions. The next step is for the surveys to be distributed  

to prisoners with help from User Voice team and analysed. A member of the prison service has recently 

joined the project team to support them in creating a separate TV channel that can used for health 

promotion and provide useful resources for service users around sleep. Ideas such as meditation videos, 

mindfulness, yoga and calming music are to be explored using this channel. The content of this 

channel is still being drawn up and will then be tested through a PDSA cycle. 

The team are still exploring the effectiveness of their change ideas through PDSA cycles whilst 

collecting time series data and qualitative data.  The team continue to meet regularly to discuss the 

projects progress. 
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Improving Personality Disorder care across services using Quality Improvement methods: a 

system-wide approach 

Mia Morgan and Hayley Trueman 

 

Oxford Health NHS Foundation Trust (OHFT) recently received funding from the NHS Long Term Plan’s 

Community Mental Health Framework to improve Personality Disorder (PD) care across 

Buckinghamshire’s healthcare services.  

A large proportion of patients presenting to primary care, community mental health settings and 

inpatient settings have a diagnosis of PD. This patient group also have a higher number of 

readmissions, shorter time between readmissions and more frequently attend emergency 

departments, compared to other disorders such as major depression. Individuals with PD have a 

significantly high mortality rate, high rates of self-harm and suicide and poor quality of life. Despite a 

high frequency of contact with services, there has been substantial evidence to suggest that services 

fail to meet the needs of this patient group. These wide-ranging issues include unclear and fragmented 

care pathways, staff lack of understanding of PD, and limited access to appropriate evidence-based 

therapies.  

As patients with PD can present widely across services with a variety health needs, the potential for 

investment to improve PD care is diverse and it is difficult to identify where to focus improvements, 

without understanding how patients present in a particular system. Therefore, Oxford Healthcare 

Improvement carried out a system-wide diagnostic assessment to identify the gaps in provision of care 

for working aged adults (18-64) with PD and provide potential change ideas, using a range of quality 

improvement (QI) and data collection methods, as well as maximal stakeholder engagement. Mixed 

method data collection helped understand patients’ journey through the system and staff and patient 

views on issues with the care currently provided. In this talk, we will demonstrate how QI methodology 

can be used to inform where to focus improvement efforts when facing complex, system-wide projects.  

Our methodology was made up of many stages and used many QI methods: 

Preparation  

We established an oversight and stakeholder team. The oversight team met monthly to review 

progress and the stakeholder group (which included a service user representative and staff working 

across primary and secondary care and the third sector) acted as the core working group.  

Data Collection  

The stakeholder group created a system-wide process map which contained all potential patient 

pathways for patients with PD. This started to identify potential problems with the current system and 

highlighted staff understanding of the system.  

Focus groups were performed with patients, carers, and staff to understand a range of perspectives on 

gaps in care provision and areas for improvement. These were conducted virtually, and notes were 

taken throughout.  

An in-depth collection and analysis of quantitative data on the number of patients with PD presenting 

within each service and receiving evidence-based therapy, length of care episodes and waiting times 

for therapies. This was done to substantiate findings from both the process map and focus group and 

identify further gaps in care. This data was collected from existing data sets provided by individual 
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services and the Clinical Records Interactive Search (CRIS), which allows access to de-identifiable data 

from electronic records.  

Diagnosing the gaps in care and identifying change ideas 

The stakeholder group met on several occasions to review the process map, focus group findings and 

quantitative data. This subsequently informed discussions on identifying a final list of gaps in care. The 

group was split into four smaller groups to discuss gaps in care and convened in the following meeting 

to agree on the final list and add these to the driver diagram.  

The stakeholder group then came together to review and agree on the final list of gaps in care and 

provide change ideas to address these. They were then also added to the driver diagram.  

Process Map  

The processing mapping exercise revealed several issues with the current system.  

Focus Group Findings  

The patient and staff focus groups provided a balance of areas for improvement in the current system 

and areas of good practice. Please see below.  

Box 1. Issues identified through the process mapping exercise  

• Limited access to support while patients wait for an evidence-based treatment 

• The system contains multiple entry points, without a distinct and consistent assessment process 

and triaging early in the system 

• Structured Clinical Management is only being delivered in some Community Mental Health Teams 

(CMHT) and is offered to a small number of patients due to staffing  

• Access to evidence-based treatments in inpatient units are lacking  

• Staff do not describe treatment options to patients, other than those offered in the Complex Needs 

Service (CNS; PD specialist service)  

Box 2. Patient and Carer Views of the Current System 

• Positives:  

• Carers groups and peer support workers are highly valuable and should be upscaled.  

• CNS and talking therapies generally are beneficial once they have been accessed.  

• Gaps in Care:  

• A formal diagnosis is missing early in the care pathways, which often leads to patients being 

misdiagnosed or undiagnosed until they are referred to the CNS 

• Patients feel in limbo while on the waiting lists for CNS, due to the lack of support received 

• Need a consistent approach to PD care across services and staff, informed by education and 

training 

• Access and waiting times for appropriate treatment needs improvement 

Box 3. Staff Views of the Current System 

• Gaps in Care:  

• The system lacks an assessment and triage point for choosing the appropriate treatment option for 

a patient, early in the system  
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• Staff feel undertrained on the current treatment offerings and where to refer patients depending 

on their level of need rather than risk 

• Stretched CMHTs are unable to prioritise aspects of PD care e.g., staff supervision, managing 

endings, complex case panels, MDT care reviews 

• There needs to be more training for staff in understanding and caring for patients with PD 

Quantitative Data Findings  

The data demonstrated that there was a significant number of patients with PD presenting across the 

system. Approximately 40% of patients within CMHTs and Crisis Response and Home Treatment Teams 

either had a confirmed or suspected PD diagnosis and 60-70% in inpatient units. This illustrated the 

importance of carrying out this system wide piece of work.  

The data also substantiated findings from the process mapping and focus groups, as it displayed that 

only a small proportion of patients under the care of CMHTs and inpatient units received an evidence-

based therapy and that CMHTs were managing patient’s care for long periods of time. There was also 

anecdotal evidence from Safe Haven (Out of Hours service), that most people accessing this service 

were on the waiting list for the CNS, demonstrating the need for support in this group of patients. It 

was also found that less than 1% of patients under the care of mental health teams, were reviewed by 

the complex case panel (an expert panel providing guidance and advice on the care of complex 

patients), which implies that current resources which provide staff with support when caring for 

particular patients was not being utilised.  

Execution  

Using the above findings, the stakeholder group established a list of gaps in care and change ideas to 

address these. These fell under gaps associated with particular parts of the patient pathway and gaps 

that presented across the entire system. Below are a few examples of these  

Patient Pathway 

Assessment and Triaging  

Gaps in Care:  

Inconsistency in timing of an assessment 

Assessment and triage are risk based not needs based 

Staff lack awareness of all treatment options 

Lacking a system for choosing the appropriate treatment pathway 

Change Ideas:  

Create an integrated specialist assessment early in the system, with trained assessors who are 

knowledgeable on all treatment options 

 

Evidence-based treatment and support across the patient pathway 

Gaps in Care:  

Improve availability of a range of evidence-based treatments, that can be accessed by all teams  

Increase the availability of evidence-based treatments in primary and secondary care (including 

patients on waiting lists for therapy) 

Need timely access to evidence based treatments  
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Patients with PD are often over prescribed medication and there is a lack of guidance on appropriate 

prescribing for this patient group 

Change Ideas:  

Upscale the delivery of evidence-based treatments in CMHTs, by recruiting and training individuals to 

deliver both Structured Clinical Management and Dialectical Behaviour Therapy 

Recruit specialists to offer group-based skills sessions in primary and secondary care to reach patients 

with a lower level of need 

Waiting list reduction initiative in CNS and PT 

Create guidance to aid appropriate prescribing of medication 

System-Wide  

Staff knowledge and support  

Gaps in Care:  

Staff feel ill-equipped/under trained to effectively care for patients with PD 

Many staff feel under supported in regard to caring for patients with PD 

Change Ideas:  

Providing training on how to understand and care for PD, for staff across the entire system 

Prioritising protected supervision time for all staff caring for patients with PD which is mandatory and 

has clear expectations  

Creating an anti-burnout plan/policy that reflects the demand of the work, destigmatises burnout and 

supports its recognition.  

Develop a tiered approach for support with complex cases, which includes professional meetings and 

complex case panels and protected time for staff to attend these. These resources could also be made 

available to third sector organisations e.g. social work.  

 

Collaborative working between services across the system and shared conceptualisation of PD 

Gaps in Care:  

Lack of supportive conversations/communication between services and transfer if needed 

Lack of consistent and shared language in relation to PD used through the system  

Change Ideas:  

Develop an accessible system to provide advice and guidance to services, using feedback and 

communication from relevant staff and lived experience workers. This will be a highly responsive 

system that ensures that there is supportive communication between services and the needs of this 

population are met.  

Facilitate conversations between services to decide on shared language when referring to this patient 

group, to ensure greater consistency across services and increase appropriate and effective responses 

to patients’ needs. 

 

Next Steps  

Following the creation of the list of gaps in care and change ideas, three workstreams were identified:  

A task and finish group to define what clinical and system changes would take place in the first year of 

implementation (April 2021-April 2022)  



35 

A working group to design new guidance for prescribing of medication for patients with PD 

A working group to address improving the culture around and language used in PD care 

Prescribing guidance has since been created and circulated around the Trust and the Service Change 

and Development team have used the findings from this project to directly inform the implementation 

of a new PD pathways across Buckinghamshire services.  

Learning  

Five stakeholders involved in the stakeholder group participated in a focus group following the final 

project meeting, to understand their experiences and reflections of being involved in the project. 

Please see Box 4 for a summary of their reflections.  

Box 4. Stakeholders’ reflections  

The project provided a safe, inclusive environment, where staff with different roles and banding felt free 

to share experiences, opinions, and ideas.  

The project was a good opportunity to learn from the experiences of staff working throughout the 

entire system.  

QI methodology provided a very structured and analytical approach to system wide service 

development.  

The QI tools (driver diagram and process map) used enabled the team to identify problems throughout 

the system, clearly displayed the key information and prioritised next steps.  

Having a service user representative present throughout the project was highly valued.  

All stakeholders said they would be involved in a project like this again.  

 

Mia Morgan 

I have a first-class undergraduate degree in Psychology as well as a masters degree in Applied 

Neuropsychology with distinction. I am currently working as Research Coordinator within Oxford 

Healthcare Improvement, using implementation science methodology to support and provide an 

evidence-based approach to both system-wide and local improvement work across Oxford Healthcare 

NHS Foundation Trust. I also support teams with their Quality Improvement projects and help deliver 

our various levels of Quality Improvement training. I also hold a honorary position with the University 

of Oxford in the Department of Psychiatry. I have experience of working in mental health services, as I 

was a healthcare assistant within various inpatient settings including adult acute and an eating 

disorder unit. I have a particular interest in improving eating disorder care and I am due to start a PhD 

at the University of Derby in October, where I plan to develop a nature based intervention for individuals 

with disordered eating. 

 

 

Improving annual physical health checks for patients with serious mental illness (SMI) in 

secondary care 

Charlotte Lister  and Cheryl Morrison 

 

National statistics show that people with SMI are at a greater risk of poor physical health and have a 

higher premature mortality than the general population. The target of 60% compliance with annual 

physical health checks for patients with Severe Mental Illness (SMI) on Community Mental Health Team 
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(CMHT) caseload less than 365 days had never been met.  On 1st June 2021 compliance for all 7 

parameters being complete on the RiO clinical record physical health check form was 14%. Not 

completing these checks and offering the appropriate intervention was resulting in poor health 

outcomes for patients and increases their risk of premature death and poor physical health. Goals: 

•Minimum 60% compliance with all 7 parameters of the health check by March 2022•Minimum 80% of 

patients to have smoking recorded and intervention offered by March 2022 – this is one of the 7 

parameters and the one that has the greatest impact on physical health. Content theory (how did the 

team think they might solve this problem – please include a visual image of this if available, for example 

as a driver diagram)Using QI methodologies and A3 thinking the physical health team were able to 

develop a data tool to identify patients, consider the root causes to poor compliance and implement 

countermeasures as either quick wins or though Plan Do Study Act.  By embracing a Quality 

Management Improvement System, the team have continually improved the service. 

PDSA Cycles: Our original root cause analysis regarding poor compliance showed that there was a 

cultural issue concerning parity between mental and physical health. Many of the ideas tested and 

implemented were to raise awareness of the importance of this work and to enable people to access 

the service easily. Several ideas were tested and implemented using a PDSA approach:•Educational 

meeting programme •PH Leads attending allocations meetings Patient letter •New starters offered to 

meet with PH Team  •Physical Health and Lifestyle form sessions offered 1:1 with staff •Standard work 

for Physical Health Checks Editable GP letter on RiO 

Improvement Huddles: Our team has implemented many tools within our organisations Lean 

Management System (locally known as Quality Management Improvement System - QMIS).  One of 

the tools within QMIS is the Improvement Huddle which we facilitate monthly. These huddles 

contribute to the efficiency of the service as it develops. During the huddle all staff can view the current 

state data and discuss effectiveness of current countermeasures being tested, sharing ideas for further 

developing them. It is also a space for all staff to raise improvement ideas for other problems, many of 

which ultimately impact the quality of how we improve our patient’s physical health. The significance 

of this approach is that it  

3 allowed all members of the team to contribute and some of our best improvement ideas came from 

the senior support workers / health care assistants 

The most significant learning was the importance of reliable data. This forms the basis for successful 

improvement ideas and countermeasures – ‘you can’t make improvements on an unstable platform’.   

Data 

From a starting point of 14% in June 2021, performance for all parameters of the physical health check 

for this patient group is now 80%. This is a significant improvement that will support the long term 

physical health of people with serious mental illness: 

Patient Feedback  

Satisfaction: I received great care for the first time since my GP retired in 2016. It was so good to have a 

nurse who cared and communicated! Improvement: I cannot think of any significant improvement, 

just well done on a great service. 
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Satisfaction: XXXX was great. Very patient and understanding plus gave very clear information as to 

what each check was for and how I could expect to hear on results. Overall, a very good visit. 

Improvement: Nothing XXXX was great 

Conclusion, next steps, learning 

 The 2021/22 BHFT target of 60% compliance with annual physical health checks for patients with 

Severe Mental Illness (SMI) on CMHT caseload less than 365 days was achieved in Sept 2021. Key learning 

to the success was that by using QI methodologies and focussing on reliable data enabled the project 

to remain on track and achieve the outcomes for patients that were set out in the original goals. 

However, these targets mean it is accepted that 40% of patients may not have a health check which 

can result in poor health outcomes. Therefore, the service will continue to practice principles of 

continuous improvement for the access to health checks and aim to achieve 95% compliance by March 

2023. The project also will evolve to allow us to monitor interventions. The health check is important 

however, it is not just about screening and the real difference is made with interventions. This is a 

standard offer in our clinics, and we endeavour to work with our care co-ordinators to ensure they 

continue to reinforce relevant lifestyle interventions to sustain positive lifestyle change. 

 

Charlotte Lister 
Charlotte completed her Mental Health Nurse Training in 2009 in the UK, following which she worked 
in a Psychiatric Intensive Care Unit for 2 years before moving to Australia. Whilst working in Australia 
Charlotte worked across several mental health inpatient units and the crisis team, and completed the 
Masters in Mental Health Nursing. On returning to the UK Charlotte has worked in the Perinatal Mental 
Health and the Clozapine Service whilst completing a BSc Hons in Substance Misuse, before starting 
in her current role being part of the team that offers the annual physical health checks for patients with 
SMI within secondary mental health service. 
 

Cheryl Morrison 
I am Cheryl Morrison, Registered General/Mental Health Nurse. I have worked both in mental health 
inpatient and community settings. I am currently the East Berkshire Physical Health Clinical Nurse 
Lead. 

 
 

Effective caseload management strategies for a community mental health team 

Dr Chance Jeong and Dr Rimple Limbachiya 

 

Aim: In recent years, the community mental health team model has become an intervention-based 

service. Caseload sizes have a significant impact on the quality of the service that is delivered, and an 

active and sustainable strategy is required to prevent caseload numbers from continuously escalating. 

This project took place within the Queen’s Park and Paddington CMHT in Westminster of Central North 

West London. The aim of this project was to develop effective and safe strategies for caseload 

management, and thereby increase the proportion of patients seen within 45 days.   

Execution: We used the model for improvement, and three “plan, do, study, act” (PDSA) cycles to test 

changes. PDSA cycle 1 –   Caseloads were reviewed by a consultant psychiatrist and team manager 
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PDSA cycle 2 –   Weekly emails were sent to remind care coordinators of clients without recent clinical 

contacts. PDSA cycle 3 –   Care coordinators were individually invited to a weekly meeting to discuss 

their clients amongst the MDT and were given protected time to review their current caseload. 

Data: 

This project is currently ongoing but the preliminary findings have been shared as below. 

As can be noted from figure 2, there has been an increase in open referrals despite the projects aim to 

overall decrease caseload numbers between September to October of 2021. These numbers were 

compared to other mental health teams within Westminster, and the increase during this period was 

not seen in other teams and unique to our mental health team. Similarly, the decrease in caseload 

numbers since February 2022 is also not noted in other Westminster teams and unique to our team. 

The number of patients seen within 1 month, and within the 2-3 month group has steadily increased 

through the various PDSA cycles, especially since February. 

Of note, the number of patients without clinical contact in 12 months has decreased significantly 

following PDSA cycle 3. 

Conclusion: As can be clearly evidenced from the Figures, an active strategy is required to continuously 

monitor caseload numbers. Of note, amongst the three PDSA cycles, PDSA cycle 3 was the most 

effective at reducing overall caseload numbers and specifically at decreasing the number of patients 

without clinical contact within 12 months. 

PDSA cycle 1 involved caseload reviews done independently with a team manager and the team 

consultant. Reviewing patients individually is time consuming, and it is difficult to assess whether a 

patient is appropriate to be discharged from reviewing medical notes alone. PDSA cycle 2 involved 

weekly reminders sent to care coordinators.  

One issue we found was that whilst care coordinators are aware of patients that had not been reviewed 

for an extended period, they did not have enough allocated time to contact these patients nor 

complete paperwork necessary for transfer of care. PDSA cycle 3 is the optimum strategy that marries 

the strengths of the former two cycles. Caseloads are reviewed by patient’s respective care coordinators 

and the MDT, and any difficulties are discussed collectively. Furthermore, having these meetings part 

of the work schedule gives care coordinators protected time to complete necessary documentation 

and contact patients. We are still continuously monitoring the effects of these PDSA cycles over the 

next few months and are strategizing how to make this project sustainable even with personnel 

changes. We are also learning from other similar projects in order to identify a fourth PDSA cycle. 

 

 

Building the QI capability of staff working in mental health services in Berkshire Healthcare 

Sophie Widdison and Mark Hinchcliffe 

 

In 2017 Berkshire Healthcare set about on its ambitious journey to create a culture of frontline problem 

solvers, who had the tools, skills and support available to make improvements to patient care as part 

of their everyday work. Berkshire Healthcare NHS Foundation Trust comprises of Mental Health, 

Learning Disability and Community Health Services.    



39 

The organisation recognised that it had some good pockets of improvement work happening, but 

there was no strategy and organisational approach to this.  This often meant that improvements that 

had been made were not sustained after those staff leading the work moved on to different roles or 

teams.  It also meant that everyone was doing improvement work slightly differently, and there was an 

inconsistent approach to this, ultimately achieving a variation in improvement activity across the 6 

localities within Berkshire.    

Plan Do Study Act (PDSA) approach has been used to continuously improve our approach to QI 

capability building, the QI team learn from our customers feedback (the staff of the Trust) and taking a 

flexible approach to the needs of who we are working with. Overall, we have focussed on a training and 

coaching approach, focussing on a balance of teaching of theoretical principles of Lean improvement 

methodology combined with experiential learning back in the workplace in order to practically 

implement lean tools in the team workplace.  

The QI team in BHFT is accredited with the Lean Competency Scheme to delivery our Lean QI training 

in house, and award our staff with a White, Yellow or Green Belt qualification once certified    

We use PDSA testing ton continuously review the effectiveness of and quality of these training and 

coaching options.    

Data 

Measurement of changing culture to that of one that is conducive to continuous quality improvement 

is quite difficult, we therefore base our improvement measurement on a number of sources included 

quantitative and qualitative data. One method we are using to measure the impact of our approach is 

through pertinent questions of the NHS staff survey.    

Trust wide scores shared below show that we a making steady, continuous improvements to changing 

the culture of how staff make improvements as part of their every day work, and how managers and 

leaders are removing barriers and leading the way for this too:   

As part of the implementation of Berkshire Healthcare’s ‘Quality Management Improvement System’ 

(QMIS), a graduate level was introduced at the end of a training and coaching period delivered by the 

QI team to a service, as a way of creating visibility and measurement for how effectively they had 

implemented Lean management system tools   

The graduate level provides a set of outcomes per each of the tools that through the training and 

coaching, the QI team are aiming to support implementation of.    

It also creates a baseline for teams to then continue building on as maturity go QMIS develops, and as 

QI capability builds throughout the service.   

Many of these service are mental health service, and therefore this evidences how QI capability has 

continued to develop and grow through Berkshire Healthcare.  

Conclusion, next steps, learning   

We have trained 53% of the organisation’s clinical teams in our Quality Management Improvement 

System, and facilitated countless team and 1:1 coaching sessions to support the implementation of 

Lean tools.  This includes all of our inpatient mental health wards, our community mental health 

divisions in east and west Berkshire.   

We have learnt that providing support, training and coaching to teams to enable QMIS maturity and 

sustainability is as implementation as the roll out of QMIS to new teams.  We are continuously 
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improving how we support our existing teams that are using QMIS to make improvements, alongside 

with progressing and achieving our overall vision of the implementation of the lean management 

system for every team and level of the organisation.    

 

 

The national Enjoying Work Collaborative: Using QI to increase staff wellbeing and joy in work 

Dr Matthew Milarski, Renata Souza and Dr Erica de Lange 

 

Aim: To enhance staff wellbeing and create joy in work.  

For some time now those working in healthcare organisations have been working under conditions of 

ever reducing resources and increased stress. Rates of burnout in clinical staff for example are well 

documented and rising and the global pandemic has only exacerbated these existing issues. 

Increasing wellbeing and joy in work can help build and maintain trust within an organisation, support 

staff to feel physically and psychologically safe and build positive relationships and camaraderie at 

work. By creating a more positive work environment with happy staff we are more likely to deliver high-

quality services even during periods of increased demand and stress.  

Content theory  

Using existing positive practice examples, including the IHI Framework for Improving Joy in Work and 

teams from East London Foundation Trust, we co-produced our Enjoying Work Collaborative using an 

adaptation of the Institute for Healthcare Improvement’s breakthrough series collaborative model. 

Using an expert design group of a wide variety of stakeholders we created our initial theory of change 

and measurement plan (please see attached driver diagram and measurement plan). The collaborative 

provides the 39 teams taking part from across England and Wales with tailored QI Coach support for 

each team; shared measurement; access to data, reports and guidance. In addition we hold bi-monthly 

learning sets which are attended by members of every project team and provide a regular space for 

teams to network, share their stories, learn from each other and share and steal change ideas.  

Execution 

Over 120 change ideas were tested across the duration of the collaborative. The collaborative ends in 

May 2022 and we are currently in the process of creating our end of programme theory of change and 

driver diagram based on our learning and the change ideas tested by all the teams. We will be able to 

share this during our presentation.  

Some of the learning from the collaborative includes: 

• Importance of structure and support (both QI and senior) for teams taking part in a QI project, 

including regular space and time to meet together as a project team. 

• Creating opportunities for the whole team (not just the project team) to connect and engage with 

the work is vital, but can take time 

• Keep data collection as simple as possible, both in terms of the measures themselves and the 

method of data collection. If we repeat the collaborative we would probably adapt our 

measurement plan based on learning from this programme. 

• The power of qualitative data and storytelling 
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There is a huge cultural component to wellbeing and joy in work and this takes time. Some of our teams 

have begun to recognise a change in culture as a result of this programme. 

Data  

Real-time data has been collected throughout the 12-month collaborative. Data from weekly surveys, 

completed by all members of the teams taking part, collects responses to 3 questions for the following 

outcome measures: 

 Joy in work (weekly)  

• The percentage of people in the team who have enjoyed being at work on a frequent basis each week  

Burnout (weekly)  

• The percentage of people in the team who experience no symptoms of burnout  

Recommending your team as a place to work (weekly)  

• The percentage of people in the team who are extremely likely to recommend their service/team as a 

place to work  

As of March 2022 collaborative-wide data demonstrated: 

An increase in the percentage of people who have enjoyed being at work on a frequent basis from 18% 

to 26% in absolute values, representing a 44% increase from baseline. 

An increase in the percentage of people who report experiencing no symptoms of burnout from 24% 

to 34% in absolute values, representing a 42% increase from baseline. 

For outcome measure 3, the percentage people who are extremely likely to recommend their team as 

a place to work (9 or 10 out of 10), we saw an initial shift downwards approximately midway through the 

collaborative (31% to 27%). By March 2022 we had seen a shift upwards from 27% to 33%.  

 

In addition to weekly data collection, we have asked teams to complete two fully validated 

questionnaires at the start and end of the programme – the Mini Z burnout survey, and the Gallup Q12. 

This will provide a way for teams to get deeper insights at the start of the programme to inform their 

theory of change, and to identify change over the year across all teams on the collaborative. 

 

As we near the end of the programme we are currently in the process of collecting each teams story of 

their experiences and learning from collaborative. These can be in any form the team decides and we 

have provided templates for teams to create posters and storyboards. These will be available to be 

shared in some form during the presentation. 

 

Conclusion, next steps, learning 

The Enjoying Work Collaborative is supporting teams to take an innovative approach to tackle this issue 

and empower staff to feel safe and able to suggest ideas for change and to test them. Over 120 change 

ideas have been tested so far on the collaborative covering a wide range of themes related to joy and 

wellbeing.  

 

Creating a more positive work environment can be a complex process and there is a huge cultural 

element to enhancing staff wellbeing and increasing joy in work that will require more time than we 

have available on our 12-month programme. The collaborative has provided a safe space and protected 
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time for staff to reflect about their own wellbeing and that of their team and see a shift towards keeping 

wellbeing on the agenda so that positive changes can be made even after the end of the collaborative.  

 

Participating in the Enjoying Work Collaborative provides an opportunity for teams to learn how to use 

quality improvement approaches to enhance staff wellbeing and joy in work, enabling them to spread 

the learning from the programme to other teams within their organisation. 

 

Renata Souza 

Renata is a Quality Improvement Coach at National Collaborating Centre for Mental Health (NCCMH). 

She joined the NCCMH in April 2021, and from May 2021 to May 2022, coached clinical and non-clinical 

teams across the Enjoying Work Collaborative, supporting teams with their quality improvement 

projects. She currently works on the Advancing Mental Health Equality Collaborative providing quality 

improvement expertise and support to organisations working to tackle inequality in mental health 

care. 

Prior to starting this role, Renata worked at the Royal College of Psychiatrists’ Centre for Quality 

Improvement managing audit programmes, peer review networks and accreditation programmes, in 

a variety of mental health settings and specialties. She also worked at NHS England and Improvement 

supporting different projects on system transformation and integrated care. 

 
Dr Matthew Milarski 
Matt is a Quality Improvement Coach at the National Collaborating Centre for Mental Health (NCCMH). 
In this role he has designed and supported several national quality improvement (QI) collaboratives 
including the Reducing Restrictive Practice Collaborative and RCPsych's Advancing Mental Health 
Equality Collaborative. He provides QI expertise and support tailored to clinical and non-clinical teams 
across multiple settings and systems to achieve improvement at scale.  
Matt also works as a junior doctor and completed his psychiatry core training in West London NHS 
Trust. Prior to starting his role as QI coach at the NCCMH he was working as a specialty doctor in female 
medium secure forensic services in West London. 
 
Dr Erica de Lange 
Erica is a chartered consultant clinical psychologist and the director for psychology services London 
and South region at Cygnet Health Care. During her career in mental health Erica has worked in various 
settings including secure forensic settings, psychiatric intensive care units, personality disorder services 
and private practice in the community. She completed her PhD in 2010 followed by a post-doctorate 
and various publications. Over the past three years at Cygnet Erica has been appointed as the co-chair 
for the Acute, PICU and Older Adult steering group and member of the board for the British 
Psychological Society, Division of Clinical Psychology London. 
Her research interests include compassion focused staff support, therapeutic outcomes and resilience. 
She has presented her research at national and international conferences and published various 
articles and books. Erica has an interest in quality improvement and is a member of the Cygnet Quality 
Improvement steering group. 
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Transforming community team access for people with learning disabilities in East London 

Dr Laura Checkley and Dr Fergus Lewis 

 

Improving access to Hackney Integrated Learning Disability  Service (ILDS) using Quality  Improvement 

(QI) methodology by reducing the time taken to complete eligibility  assessment by 50% by April 2021,  

whilst improving service user and staff experience. Referrals to the City and Hackney Integrated 

Learning Disabilities Service often require assessment of eligibility. It was noted in October 2020  that 

there was a significant amount of time between the referral being received and allocation  for the 

eligibility  assessment and final decision. This impacted both service user and staff satisfaction, with 

delayed access to support available through the service. These issues were exacerbated by both the 

COVID-19 pandemic and a cyber-attack targeting the local  authority which affected database access. 

Content theory (how did the team think they might solve this problem – please include a visual image 

of this if available, for example as a driver diagram or A3)All  staff members were invited to participate 

in  the QI project, including psychiatrists, psychologists, community nurses, occupational therapists, 

physiotherapists, speech and language therapists, dieticians, social workers, managers and 

administrators. Meetings took place on a weekly basis and all  took place online using video 

conferencing software (Google Meet). The Nominal Group Technique was used via JamBoard, a  

collaborative digital  whiteboard by Google LLC to agree ground rules, agenda items and identify 

barriers and frustrations amongst staff with regards to eligibility assessment.  These JamBoards 

evolved into a driver diagram where primary drivers identified included staff-engagement, resources, 

patient experience and systems and processes. These were used to form secondary drivers and led to 

the identification of Change Ideas.   

Execution  

All  staff members across the MDT were invited to participate in  the QI project. We defined outcomes 

measures as days from referral to allocation  of eligibility  assessment to staff member and to 

completion of eligibility  assessment, comparing referrals received before and after start of the project. 

Change Ideas with PDSA cycles were (1) Eligibility  Screening Checklist, (2) Drop-in sessions for staff to 

discuss eligibility  assessments, (3) Formal training for ILDS staff, (4) Eligibility  Screening allocation 

system, (5) Template letters for eligibility  decisions, (6) New ILDS referral form, (7) Workshops for local  

GPs.  Time to eligibility  assessment allocation decreased from median of 184  to 13  days (93% reduction). 

Similarly,  time to completion of eligibility  assessment decreased from a median of 271  to 63  days (77% 

reduction). We received positive feedback from staff and service users regarding our eligibility process. 

Data (as time series analysis and qualitative info/stories if available) An immediate shift in the days to 

allocation  was observed after the start of the project and roll-out of the eligibility  screening Change 

Idea. Prior to the project start, the I chart  demonstrates an unstable system with high variation, with 

data points outside of the control limits. Further Change Ideas and PDSA cycles likely  contributed the 

formation of a stable and sustainable system with upper control limit  of 43  days, most notably the 

introduction of a formal allocation  system which resulted in a run of referrals with 0  days to allocation. 
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Days to completion of eligibility  assessment showed a similarly unstable system prior to the 

introduction of the project. Notably, a shift can first be described from cases referred from May 2020,  

which we  believe  is due to the impact of Change Ideas on those on the waiting  list at  the start of the 

project. Those referred after the start of the project demonstrated a shift with a new upper control limit 

of 143 days with low variation, after the introduction of the Eligibility  Screening  Checklist. 

Staff feedback after the completion of the project suggested improved satisfaction with the eligibility  

process and satisfaction with the eligibility allocation process as well as their perception on how well 

the eligibility  process worked for service users. Conclusion, next steps, learning This project on waiting 

times to access adult learning disabilities services in a community setting could be useful as a concrete 

example for other similar  services aiming to set time frames for eligibility  assessments to meet 

guidelines set out by the Royal College of Psychiatrists and improve their services. The project has now 

moved into the quality control phase.  The changes made have been shown to be sustainable and have 

been fully implemented.  Data monitoring continues on a weekly basis, and results are added to life QI.  

Learning from the project has been shared at a  local, regional and national level, and other community 

learning disability teams are now testing elements of this project in their own local services.  The project 

has been written up for publication and a manuscript has been submitted to BMJ Open Quality. 

 

Dr Laura Checkley 

Dr Laura Checkley is a consultant psychiatrist in the Hackney Integrated Learning Disability Service in 

East London. Her research interests include autism, quality improvement and medical education. 

 

Dr Fergus Lewis 
I am currently working as a Fellow in Medical Education in North East London NHS Foundation Trust 
having completed my Core Psychiatry Training in East London in February this year. 

 
 

Coproduction workshop 

Amy Chidley, Janet Seale and Satwinder Kaur 

 
Amy Chidley 
Amy is a Patient Representative Worker on the QI committee of the RCPsych’s Centre for QI. She also 
works for the NHS in the following roles: • Perinatal Lived Experience Representative at Birmingham & 
Solihull Mental Health Foundation Trust (BSMHFT). • Peer Leader member of NHS England & 
Improvement National Perinatal Coproduction Group. • National ‘Psychological Practice in Physical 
Health Care’ Expert Advisory Group member. • Peer Leader Facilitator for NHS England's Peer 
Leadership Development Programme.  
At the local level she provides peer support via Warwickshire-based perinatal mental health charity, By 
Your Side, which also provides current, relevant contributions to policy-making. She is effectively a 
‘connector’ between national, regional and local levels and consultant across different sectors of 
healthcare improvement. She is also committed to equipping and enabling other peer leaders to 
flourish. 
As an Expert by Experience (EBE), she has been featured in BSMHFT’s QI written and filmed publicity 
materials. This exposure led to collaborating with the Institute for Healthcare Improvements in the USA 
to champion the work of EBEs in QI coproduction. 
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Satwinder Kaur 
Satwinder Kaur: Quality Improvement Coach (Lived Experience) at East London Foundation Trust. 
Patient Rep QI Committee RCPSYCH. Equality advisory group patient/ carer Rep NCCMH. PPV NHS E/I 
National Patient safety Collaborative. Lay member Nice Guidelines. 


