
Exceptions Proformas (for Areas where Performance Target/Standard is ‘Not Met’, or ‘TBC’)
N.b. Proformas for the following measures are integrated:-

1. 48 hour GP Access – Access to Healthcare Professional & GP Appointment;

2. Cancer – 31 & 62 Days;

3. Diagnostics – Gastroenterology/Urology  & Planned Repeat Surveillance;
4. Complaints Stages 1 & 2.
The Technical Document for the measures can be found Here  

	Cardiac Arrest

	Healthcare Quality Domain:  Safe

	For reporting at August 2017 meetings

	Target/Standard:  
50% reduction in Cardiac Arrests with Chest Compressions Rate by December 2017 from February 2013 (1.91 per 1,000) baseline.  

	Responsible Director[s]:   Medical Director

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Limited
Jul 17
Not Met

No Change
Not Applicable

Not Applicable
0.95 per 1,000 (median; max)

1.76 per 1,000 (median)

Jun 17

2222 Database
Yes

Yes
TG


	Summary for Committee to note or agree

	NHS Lothian has achieved an 8% reduction and the median is 1.76 against the Scottish median of 1.61 and across Scotland the reduction has been 17%.  The HCG committee have approved a review of the management of deteriorating patients in March 2017 with an improvement plan based on finding going to the 11th July 2017 meeting.  The review provided significant assurance with respect to the robustness of the review and areas for improvement.  The HCG Committee accepted limited assurance that a potential impact on cardiac arrest rates will follow from the improvement plan, since the elements of it are as yet untested in Lothian at scale. 

	

	Recent Performance – against Standard 

	Figure 1:  NHS Lothian Cardiac Arrest Rate per 1,000 Discharges – Lower Median is Better
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	Timescale for Improvement

	HIS evaluating improvement goal.

	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Local cardiac arrest reviews using a structured tool and development of the database.

December 2016

Organisational learning & identification of themes for targeted improvements and a sustained reduction in cardiac arrests.  MDT engagement to identify themes & actions for improvement

Changes in process and increase the days between cardiac arrest in a number of wards with 6 of the pilot wards achieving greater than 300 days between.

Pilot initiated and exploring best practice from other boards.  Cardiac Arrest feedback being provided to teams to inform improvement plans.  Review of unplanned admissions to ICU being undertaken and feedback to individual consultants to inform Deteriorating Patient Project Plan.

Aim: 95% of people with physiological deterioration in acute care will have a structured response.

Implementation of the Structured Response Tool (in conjunction with education within Deteriorating Patient work-stream).

April 2016

The tool has demonstrated that it supports reliable communication, decision making  and management of deteriorating patients by clinical teams, as well as enabling learning from events which informs the improvement process 

Testing in surgery RIE & oncology has demonstrated improved early recognition and appropriate management of deterioration with improved documentation.  Considering adoption of structured response tool within the context of paper-lite and based on service feedback.  

Rolled out April/May 2016 as part of NEWS implementation for acute sites.  Monthly monitoring and reporting to the service.  Complete for NEWS.  Further testing of structured response tool taking place in Oncology, Stroke Medicine and Surgery.  Testing paper-lite response at Acute Receiving Unit at WGH.

NEWS chart implementation. (In conjunction with Deteriorating Patient work-stream & Education team).

NEWS is evidence based to be sensitive to early physiological deterioration and to trigger an appropriate graded response with a reduction in cardiac arrests and mortality.   NEWS replaces the current SEWS chart.

April 2016

Adopting the National standardised chart which is used in all Boards including SAS in Scotland to reduce variation and improve communication.  Linked to the Structured Response Tool to support timely identification & management of deterioration by facilitating accurate recording of observations with appropriate early escalation & graded response. 

Alignment with national approach.   Ensures consistency for patients moving across Boards.  Provides greater sensitivity and support for patients deteriorating.
Rolled out in April/May 2016 for Acute sites – complete.

Planning rollout in inpatient sites in Primary Care.

· Royal Edinburgh Hospital – complete

· Astley Ainslie Hospital –12th Sept - complete

· Murray Park –5th Sept - complete

· HBCCC –28th Sept - complete

Implementation of sepsis screening and management using NEWS, sepsis boxes, education, training and simulation. 

Dec 2016

To improve the recognition and management of sepsis to reduce mortality from sepsis.  As part of our scoping work in 2015 70% of patients in NHS Lothian who deteriorated had sepsis. 

ISD % unadjusted sepsis mortality has shown a statistically significant reduction in RIE from 28% to 15%, SJH has remained stable  but there has been an increase at WGH from 10% -13% however it is well below the Scottish median of 21% and WGH has a low HSMR

SEPSIS bundle rollout continues and plans in place to further test, implement and monitor.  NHS Lothian has been chosen as a national pilot for SEPSIS management in primary care working with Lothian Unscheduled Care Service.  Second national learning session was in November – has place in testing phase.

In NHS Lothian pilot areas >80% of patients have advanced conditions and are at risk of deterioration and dying & 51% of cohort died within 12 months.

Development of anticipatory care planning with patients and families nearing the end of their lives to discuss potential future deterioration & facilitate shared decision making with reliable documentation. 

This is informed by policy context and baseline data including cardiac arrest reviews which demonstrate need for ‘upstream’ engagement with patients & families. Prototyping of a structured review and testing implementation is taking place. 

Evolving themes include the need for concurrent MDT communication skills education & patient/carer engagement in the testing & implementation.

Prototyping phase with September 2016

· Avoidance of cardiopulmonary resuscitation for patients who either do not want or will not have a good outcome to CPR;

· Person centred decision making and optimal engagement with patients and families with effective communication of these decisions;

· Clear communication of plan for deterioration to facilitate a bespoke Structured Response in the event of deterioration;

· Timely transition to end of life care;

· Support appropriate identification of patients with anticipatory care planning needs;

· Closely linked with Deteriorating patient work-stream and the development of the Structured Response Tool. 

Data from small tests in 8 MoE/Stroke wards (c.200 patients) demonstrate sustained improvement in documented discussions with patients & their families regarding future wishes & plan for further deterioration.( >80% of patients have documented AnCP/future wishes discussion). 

In test areas data demonstrates improved access to Key Information Summary on admission & improved AnCP information within discharge documentation. 

Prototyping testing with input from AnCP forum including expert palliative care, primary & secondary care input. 

Next steps include MDT communication skills workshops and test of structured review tool within MAU & an oncology ward.

December 2016

Exploring electronic observation systems including electronic track & trigger.

Dec 2016

NHS Fife has demonstrated a reduction in Cardiac arrests since implementation of track & trigger system as one aspect of their improvement programme.

Timely access to data to inform improvement. With respect to response to deterioration at a ward level

Bought hardware, e.g. monitors.  Exploring how it interfaces with TRAK to provide timely data to the service.  This will require investment and needs to be assessed against other interventions to manage deteriorating patients through the deteriorating patient working group.

As agreed at HCG we are undertaking a review of both Cardiac Arrests and Peri Arrests to inform an improvement plan to be submitted to the July HCG.  The focus of the review is on cardiac and peri arrests at RIE and WGH which have seen a sustained increase compared with SJH who have continued to experience a sustained improvement (see charts below).

[image: image2.emf]
[image: image3.emf]
[image: image4.emf]
The review includes:-

· RIE and WGH MDT reviews of cardiac and peri arrests as identified by the Cardiac Arrest Database to inform the plan.  The tools to be used have been thoroughly tested to ensure they capture key themes and learning

· We are seeking to understand current ward-based systems and reliability of care - ward-based interviews and care reviews are being undertaken by QIST in order to build a picture of patient care. The review will include goals of care, reliable conversations; and communication across the team and with patients and families; ward teamwork, structures rounds, escalation, reliability of time taken to review at escalation and senior medic involvement.

· Reviewing Unplanned Admissions to Critical Care

· We are actively seeking to learn from other health boards who have made sustained improvements.  These areas include: Forth Valley, Highland, Grampian, Dumfries & Galloway and Fife.

July 2017

· To obtain a full understanding of the contributory factors leading to the increase in cardiac and peri arrests led by service teams supported by QIST.  This learning will inform a plan to be presented to HCG in July 2017.

· To learn from good practice across NHS Scotland to inform the improvement plan using the Patient Safety Programme managers network.

Review taking place April/May 2017 to inform improvement pan to enhance the management of the deteriorating patient in acute hospitals in NHS Lothian.

· Service teams identified with clinical lead.  Notes being sourced and review to take place May
· Triangulation of data qualitative and quantitative in June, led by Medical Director and Chief Quality Officer

· Interviews with staff taking place and questions have been tested and being entered onto database.
· Review of unplanned admissions to Critical Care has taken place and data being analysed

Interviews conducted with Forth Valley and Grampian.  Visit planned to NHS Fife, 16th May.
· Review completed and report presented to May 2017 HCG.  Improvement plan to be developed based on review findings.  Paper available on request.


	Comments

	Reasons for Current Performance 

All three sites are approximately the same rate and do not give cause for concern.  The HIS 50% reduction from our current baseline by December 2017 was ambitious.  A review of current status of the Deteriorating Patient work stream using  a range of data from Cardiac Arrest reviews,  admission to Intensive Care plus learning from other boards is being drawn together to support future improvement plans and goal setting.  A paper setting out the scope of the review was approved by the March 2017 Healthcare Governance Committee.  The July 2017 committee will set out recommendations to further improve the management of the Deteriorating Patient and identify further opportunities to reduce the overall rate, based on the findings of the review.  The review of cardiac arrests will include cardiac arrests over the last year including the period when the numbers started to increase (see above).
The review provided significant assurance with respect to the robustness of the review and areas for improvement.  The HCG Committee accepted limited assurance that a potential impact on cardiac arrest rates will follow from the improvement plan, since the elements of it are as yet untested in Lothian at scale.


	Healthcare Acquired Infection – Staphylococcus aureus Bacteraemia (SAB)

	Healthcare Quality Domain:  Safe

	For reporting at August 2017 meetings

	Target/Standard:   NHS Boards’ rate of Staphylococcus aureus Bacteraemia (including MRSA) (SAB) cases are 0.24 or less per 1,000 acute occupied bed days.

	Responsible Director[s]:  Medical Director

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Moderate

Jul 17

Not Met

No Change

Better

Jan – Mar 17
0.24 (max) (<184)
0.25 (49)
Jun 17

Infection Prevention and Control Team

Yes

Yes

TG



	Summary for Committee to note or agree

	· The Local Delivery Plan target from the Scottish Government has been reset for the reporting year 1st of April 17 – 31st March 2018 and remains unchanged as 0.24 per 1000 bed days (<184 incidences).

· The reported rate above is based on 3 months of data.
· Health Protection Scotland published quarter 1 data (January – March 17), indicated NHS Lothian’s S. aureus bacteraemia incidence (predominantly due to MSSA bacteraemia), rate of 0.29 was less than the overall NHS Scotland Staphylococcus aureus bacteraemia incidence (0.33).  

	

	Recent Performance – Incidence rates against Standard

	Figure 1:  SABs progress against Local Delivery Plan – NHS Lothian – Number of SAB Episodes per Month    Source:  Infection Prevention and Control Team
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	Timescale for Improvement The trends and patterns will be monitored and remedial actions taken as required


	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Infection Prevention and Control to improve quality of information reported to clinical and senior teams in relation to SAB through the development of Tableaux dashboards 

Responsible Person(s):  Head of Service Infection Prevention and Control, Tableaux Leads 
June  2017

To improve oversight of local performance data by senior managers 

In progress

Delay in delivery as informatics team required to support is undergoing a service restructure. Anticipated date of delivery now August 2017 

Integrate SAB HAI related deaths into the Severe Adverse Events reporting structure

Responsible Person(s):  Patient Safety Programme Manager / Senior Charge Nurses
August 2017

Oversight of incidents by senior managers, and structured review of cases to ensure all key learning captured and shared to support improvement 

Compliance with principles of the Vale of Leven Enquiry Recommendations that there should be an effective governance structure to investigate HAI deaths in each Scottish Health Board.

Completed 

May 2017

Work Collaboratively with clinical teams such as diabetic team to develop systems and processes to identify patients at risk of developing SAB and actions to help reduce these risks where possible. 

Responsible Person(s):  Lead IPCN, Clinical Scientist, Lead ICD and clinical representative 

Sept 2017

Early identification can facilitate early treatment preventing deterioration and development of systemic infection and involvement of specialist teams to address comorbidities that have contributed to a life threatening blood stream infection may help prevent relapse or recurrence.

Collaborative work with Health Protection and Harm Reduction Teams has contributed to a marked reduction in SAB occurring as a consequence of injecting ethylphenidate based psychoactive substances in Lothian.

In progress

Evaluate the impact of routine decolonisation of Staphylococcus aureus in the Renal Unit to reduce the incidence of Hickman and PortaCath related SAB. This could be considered for implementation in other units with high central line use. 

Responsible Person(s):  Quality Improvement Teams / Clinical Teams

Oct 2017

Reduction of skin flora to reduce potential for colonisation of portacath and line sites. 

Ongoing

Improve compliance with National MRSA Screening Clinical Risk Assessment ensuring decolonisation/suppression therapy is implemented where clinically indicated.

Manual validation of MRSA clinical risk assessment compliance data and review automated data capture process. 

Staff undertaking screening should be encouraged  to complete the NES screening and MRSA  education packages 
Responsible Person(s): Associate Nurse Directors / Senior Charge Nurse. Infection Doctors, Senior Charge Nurses 

Nov 2017

Key performance indicator is 90% current performance is in region 60-70%. 

Early identification of at risk facilitates screening and appropriate use of isolation facilities 

To confirm if automated data collection method is accurate as no other NHS Board uses automated methods. 

To improve staff knowledge and understanding.

The course is available electronically via Learn Pro and is anticipated that the tutorial will take around 1-2 hours of online learning time.
The clinical risk assessment approach to MRSA screening is only effective if 90% is achieved so improvement in compliance will render this a more effective strategy to reduce the burden of MRSA on patients and in beds paces, thereby reducing the risk of onward transmission from inpatients. Additionally it will facilitate compliance with a key performance indicator.

In progress 

Manual validation completed May 2017 and demonstrates higher compliance than reported in published data

Provide education and competency training to ensure all levels of staff involved in insertion, maintenance and use of invasive lines deliver safe and effective practice and demonstrate competency and compliance in use of asepsis.

Responsible Person(s):  Head of Education and Employment / Patient Safety Programme Manager / Associate Medical Directors / Associate Nurse Directors. / Senior Charge Nurse / Consultants

Dec. 2017

Evidence of education and improvement in the management of invasive lines for all medical and nursing staff 

To promote consistent practice
Delivery of Education & training is progressing. Areas identified within the enhanced SAB reviews as having device related SABs are targeted as a priority. 

Multidisciplinary working group established at WGH to review and standardise education and training resources, competency frameworks and standard operating procedures for the insertion and maintenance of invasive devices with clear pictorial guides.

It is anticipated that once pilot work complete at WGH, this will be adopted across all sites as best practice. 

In progress

Development of a single  Infection Services intranet site as a hub for all relevant policies, guidance, and information 

Responsible Person(s):  NIS SLWG led by Chair of AMT
Dec. 2017

Clinical guidance regarding best practice for management of SAB and infection control guidance regarding MSSA and MRSA management will all be accessible from a single site.

In progress

Develop and establish a community and integrated joint board committee to manage and share information on matters related to HAI. With a view to identify and manage skin and soft tissue infection promptly to reduce the risk of developing skin and soft tissue related SAB.

Responsible Person(s):  Head of Services, HAI Executive Lead , IJB programme Leads 

March 2018

To use the ICC as a means of  communication  with IJBs to share information and review progress with SAB related improvement action plans

Urinary catheter care should be reviewed and urinary catheter use needs to be discouraged when not absolutely necessary and access to alternatives explored.

Roll out of SPSP CAUTI Bundle to areas reporting catheter associated infections using the Pareto charts to prioritise implementation.

Responsible Person(s):  Patient Safety Programme Manager/Clinical Nurse Managers/Senior Charge Nurses 

March 2018

The SPSP CAUTI reduction work has shown a reduction in the number of short term catheters inserted and the time to removal in the pilot ward at RIE. The catheter passport has been introduced across the board and catheter alternatives are being advocated. This should help reduce the SAB and E coli bacteraemia incidence.

The HPS initial report demonstrated that 7.9% of ECB had a urinary catheter as source.  Urinary Catheters account for approximately 2% of SAB, therefore the impact of CAUTI Bundle may have limited impact on reduction of overall SAB incidence.

It is anticipated that the inclusion of CAUTI as a key part of the Care Assurance Standards (CAS) project will improve use of the catheter passport and CAUTI bundles. 

SPSP to promote the use  of Visual Phlebitis scoring as part of the patient safety bundle 

Responsible Person(s):  Patient Safety Programme Manager / Senior Charge Nurses
March 2018

Early recognition of phlebitis can prompt staff to remove the cannula and reduce the risk of progression to SAB associated with Peripheral Vascular Cannulas (PVC).

PVC is identified as one of the key preventable sources and reduction in these could support move to achieving of 0.24 incidence rates in 2016/17.

Episodes of venflon associated soft tissue infection are unacceptably common in Lothian.  Optimal management of all invasive devices is essential.  Where there is evidence of infection they should be removed and antimicrobial treatment commenced appropriately 
Audits of receiving unit areas and the 2016 HAI point prevalence survey identify that PVC are commonly inserted in receiving units in Lothian but may never be used. Avoidance of PVC insertion reduces unnecessary device related costs and waste as well as reducing the risk of device related soft tissue infection. This may be contributing to the recent reduction in line related SAB at WGH.

Utilisation of enhanced surveillance data to inform areas of highest risk and work in collaboration with clinical team to support focused improvement work in these areas

Responsible Person(s):  Chairs of local ICC, Geographical Lead IPCNs and Infection Doctors 
March  2018

Enhanced surveillance will raise awareness of cause/ source in order that clinical teams can target local actions to reduce healthcare associated SABs such as those related to invasive devices.

This has identified that in NHS Lothian a persisting monthly HAI SAB incidence is seen in patients with diabetes and in patients with renal impairment as co-morbidities facilitating discussion with experts in these areas to try to identify ways of reducing HAI SAB in these specific groups. SAB resulting from injecting practices and infective sequelae of People Who Inject Drugs continues to contribute to the burden of SAB and it has been identified that there are missed opportunities to involve the Harm Reduction Team during PWID admissions for unscheduled care.    

This is part of core business and information is shared with clinical team on each SAB investigation 



	Comments

	Reasons for Current Performance: Staphylococcus aureus bacteraemia is a serious condition with a reported mortality rate of about 30%. 

Published mandatory data shows that the analysis of longer term trends showed no national increase or decrease in the SAB rate. However, there was a decrease in the number of patients with MRSA and an increase in the number of patients with MSSA in Scotland. No NHS boards were above normal variation this quarter (SAB, MRSA or MSSA) when analysing long-term trends over the past three years.


	48 Hour GP/HCP Access & Advance Booking

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:  

1. At least 90% of people should have 48-hour access to the appropriate healthcare professional (HCP);
2. At least 90% of people should be able to book an appointment with a GP more than 48 hours in advance.

	Responsible Director[s]:  Chief Officer – East Lothian IJB

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published

NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

TBC

TBC

48 Hour HCP Access:  Met

N/A

Worse
2015/16

90% (min)


91.5%

2015/16

Management Information
No

No

DS

TBC

TBC

Advance GP Appt:  Not Met

Deteriorating
Worse
2015/16

90% (min)


74.8%

2015/16

Management Information
No

No

DS




	Summary for Committee to note or agree

	· Following the removal of the 48 hour access indicators from the Quality Outcomes Framework (QOF) for 2015-2016 there is no longer local monitoring of 48 hour access to GP services.  Access for NHS Lothian practices is instead assessed through the two-yearly and centrally delivered National Health and Care Experience survey.  The survey results for 2015/16 do not directly address the issue of whether 90% has been achieved, but does provide useful information on satisfaction with access.  The Healthcare Governance Committee received a report at its meeting on 26th July on this subject.  The national report showed a declining positive % for satisfaction with overall arrangements for getting to see a doctor from 85% in 2011/12 to 73% in 2015/16.  This is 1% higher than the Scotland figure.  In contrast to the overall decline in satisfaction, satisfaction in getting to see or speak to a doctor or nurse within 2 days rose from 84% to 85%.  However on most measures relating to this area there has been a decline in satisfaction.

Web link to full report:  http://www.gov.scot/Topics/Statistics/Browse/Health/GPPatientExperienceSurvey/HACE2015-16 

	

	Recent Performance – Numbers against Standard

	Table 1:  Results from National Health and Care Experience Survey - Higher % is Better 


48 Hour GP/ HCP Access

Mar 12

Mar 14

Mar 16

NHS Scotland

92.6%

92.4%

91.8%

NHS Lothian

91.8%

92.4%

91.5%

Advance Booking

Mar 12

Mar 14

Mar 16

NHS Scotland

79.6%

78.1%

76.4%

NHS Lothian

80.0%

76.7%

74.8%



	Timescale for Improvement

	A trajectory has not been agreed with SGHD.



	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Summary of 15/16 survey results to next Board meeting. 

August 2016

To provide an alternative source of data to describe any delays in access to Primary Care services.




	Comments

	Reasons for Current Performance
As 48 hour access to GP services no longer features in the Quality Outcomes Framework with the evolutionary change of the GP Contract, there is no longer any local monitoring of 48 hour access.  Alternative, but not directly comparable data is available through the National Health and Care Experience survey.  The most recent report shows declining satisfaction with access.  This correlates with the increase in GP practices in Lothian experiencing difficulty in recruiting and retaining staff (a phenomenon being experienced across Scotland) and the introduction by some practices of restrictions on new patient registrations. There is unlikely to be any significant improvement in this position until the new GP contract is introduced in autumn 2017.




	Child & Adolescent Mental Health Services (CAMHS)

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	National Target/Standard:-

No child or young person will wait longer than 18 weeks from referral to treatment in a specialist CAMHS from December 2014. This target should be delivered for at least 90% of patients.

	Responsible Director[s]:  Nurse Director 

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Limited

Mar 17

Not Met

Improving

Worse

Mar 17 (Qtrly)

90% (min)
62.8%

Jun 17

Management Information

Yes

Yes

AMcM



	Summary for Committee to note or agree

	Local Target/Standard:-

The CAMHS Recovery Plan has been in place since September 2016. This focuses on removing the longest waits from the waiting list for treatment. The figures to date demonstrate that the recovery plan is delivering as anticipated so far, with 372 CYP waiting over 18 weeks compared to 825 at implementation of the recovery plan.

Delivery continues as anticipated in the recovery plan.  There have been some recent turnover of staff in the North and South Teams which might slow down the rate of recovery for them in the next few months however, recruitment plans are in place and it is hoped that these vacancies will be filled soon. **

There remain some waits over 52 weeks.  This mainly relates to the ADHD wait list in Midlothian and recent difficulties in recruiting medical cover.  Plans are in place to help address this situation although the focus initially will be on clinical priority.
Achievement of the 18 week standard will not happen until the longest waits have been treated and removed from the waiting list. To date circa 453 longest waits have been treated/removed - a 55% reduction.

**North team have also suffered from the loss of their office accommodation due to the fire at the RVH. This has increased the amount of travel for staff and patients and resulted in a general degree of disruption. We have just had confirmation that their new accommodation will be ready for moving into next week with the advantage for the team of having their office and admin base together in WGH. North -The temporary staff have continued to take their allocation from the routine waitlist to allow continuous flow which is positive. There are permanent and temporary posts advertised currently and these will be placed in the teams with the longest waits. 

4 out of 5 teams have no patients waiting over 52weeks currently.  East Lothian and West Lothian  teams continue to make good and steady progress towards achieving the 18week treatment target by the end of September with Midlothian performing strongly too.

The 2 largest teams North and South have made some progress. Going forward the plan is to look at individual Recovery plans for these 2 teams.



	Recent Performance – Performance against 18 Week Standard

	Figure 1:  All Teams - Percentage of children and young people seen within 18 weeks for first treatment – Higher % is Better
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Figure 2:  All Teams - Number of children and young people waiting over 18 weeks – Lower Count is Better
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Figure 3:  Generic Teams - Number of children and young people seen for 1st treatment – Higher Count is Better
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Figure 4:  Generic Teams - Number of children and young people seen for 1st treatment waiting over 18 weeks when seen – Lower Count is Better
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Figure 5:  Generic Teams - Number of children and young people waiting over 18 weeks – Lower Count is Better
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Figure 6:  Generic Teams - Referrals by month
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Figure 7:  Generic Teams - Accepted referrals rate by month
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Figure 8:  Pareto – children & young people waiting >18 weeks per team – as at end of Feb 2017 - Lower Count is Better
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	Timescale for Improvement

	The impact of the recovery plan on those waiting over 18 weeks is anticipated to continue to impact on the achievement of the national standard until such time as the long waits are removed.  Each of the 5 generic CAMHS teams operates separate waiting lists and analysis shows that each team will achieve 18 weeks at slightly different times.  The North team is behind trajectory due to vacancies and recruitment being later than anticipated.

	Actions Planned and Outcome

	Action
	Due By
	Planned Benefit
	Actual Benefit
	Status

	Development of a single implementation plan for the introduction of Patient Focused Booking across CAMHS for Choice (Assessment) Appointment – initial launch with the South team in March 2017. 
	Delayed as impacted by TRAK 2016 upgrade
	Reduction in DNA and CNA appointments and therefore reducing loss of capacity through non attended appointments. Improved compliance with waiting times rules related to reasonable offer, unavailability and clock resets
	Minimise risks associated with introduction of Text Reminders, improved capacity planning and compliance with waiting time rules
	Amber 

	Development of an implementation plan for the introduction of Text Reminder system for CAMHS which minimises Clinical Risk 
	Delayed as impacted by TRAK 2016 upgrade 
	Reduction in DNA and CNA appointments and therefore reducing loss of capacity through non attended appointments.  Reduces the Clinical Risk associated with potential breaches of patient confidentiality.
	 
	Amber

	Completion of updated Demand Capacity Activity Queue (DCAQ), for CAMHS whose data is recorded and reported from TRAK. Completed for all teams ongoing discussion measuring capacity.
	End September 2017
	Confirm the DCAQ for each service enabling monitoring of agreed capacity against demand.  Confirmation that there is sufficient capacity in each of the teams to support 18 weeks on and ongoing basis.
	
	Amber 

	Further productivity gains identified and being explored with a view to supporting recurrent achievement of the 18 weeks target following removal of the “backlog”. 
	End September 2017
	Improved use of clinical capacity and achievement of recurrent balance.
	
	Amber

	Comments

	Capacity has been released as a result of the actions in the agreed Recovery Plan being implemented. Work is ongoing to model the position going forward when the recovery plan ceases at end of September 2017.
Reasons for Current Performance

Teams have been asked to focus on patients waiting longest.  It was anticipated that this will have some impact on the 18 weeks target performance in the short term. 
Significant progress has been made to reduce the numbers of CYP waiting over 18 weeks.

Mitigating Actions

Staffing recruited using the Mental Health Innovation funding (£278,000) and Building Capacity Funding (£210,000 from July 16/17 increasing to £334,000 in subsequent years), will prioritise those children and young people who have waited the longest. All additional nursing staff are in post.
Some changes to current work practices and the implementation of proven quality improvement test of change has identified additional capacity in existing teams to target longest waits. 


	Cancer – 31 & 62 day

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:  
1.  31 day target from decision to treat until first treatment for all cancers, no matter how patients were referred.  For breast cancer, this replaces the previous 31-day diagnosis to treatment target.
2.  62 day target from receipt of referral to treatment for all cancers.  This applies to each of the following groups:-

· any patients urgently referred with a suspicion of cancer by their primary care clinician (for example GP) or dentist; 

· any screened-positive patients who are referred through a national cancer screening programme (breast, colorectal or cervical);  

· any direct referral to hospital (for example self-referral to A&E).

	Responsible Director[s]:  Chief Officer: NHS Lothian Acute Services

	Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

1.  31 Day:  

Limited
Jul 17
Not Met
Deteriorating
Worse
Jan - Mar 17

95% (min)
93.0% 

May 17

Management Information

Yes
Yes
JC

2.  62 Day:  

Limited
Jul 17
Not Met

Improving 

Better

Jan - Mar 17

95% (min)

91.7%

May17

Management Information

Yes
Yes
JC




	Summary for Committee to note or agree

	31 Day

· Overall performance in May at 93.0% for the 31 day pathway

· The number of eligible patients who met the 31 day pathway was 347 out of a total number of 373.

· 9 tumour groups achieves the 95% target with 8 of those achieving 100%

· Capacity pressures in Colorectal and Urology remained the major pressures with 21 patients who breached the timescale.

62 Day

· Overall performance in May at 91.7% for 62 day pathway.   

· The number of eligible patients who met the 62 pathway was 198 out of a total number of 216.  

· 9 tumour groups achieved the 100% target 

· Capacity pressures in Colorectal and Urology pathways and performance pressures associated with the 31 day portion of the pathway have contributed to continuing difficulties with the target.  Underlying capacity pressures remain in these services. 


	

	Recent Performance – Percentages achieved towards standard

	Table 1:  31-Day Performance – Higher % is Better

Cancer Type

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

All Cancer types

93.6%

93.5%

96.2%

95.8%

91.8%

91.3%

91.3%

90.9%

95.1%

88.4%

90.6%

96.3%

94.3%

93.0%

Breast (screened excluded)

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

97.6%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Breast (screened only)

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

95.8%

100.0%

100.0%

100.0%

100.0%

Cervical (screened excluded)

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

n/a

100.0%

100.0%

100.0%

100.0%

100.0%

Cervical (screened only)

100.0%

100.0%

n/a

100.0%

100.0%

100.0%

0.0%

n/a

0.0%

100.0%

n/a

50.0%

0.0%

100.0%

Colorectal (screened excluded)

89.3%

100.0%

100.0%

100.0%

89.5%

90.3%

88.0%

88.9%

96.3%

100.0%

88.5%

97.7%

95.8%

94.9%

Colorectal (screened only)

100.0%

80.0%

100.0%

100.0%

66.7%

100.0%

80.0%

72.7%

85.7%

60.0%

100.0%

100.0%

75.0%

100.0%

Head & Neck

77.8%

100.0%

100.0%

100.0%

100.0%

100.0%

93.3%

100.0%

100.0%

85.7%

100.0%

95.2%

100.0%

100.0%

Lung

100.0%

98.1%

98.1%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

97.3%

100.0%

100.0%

98.4%

98.9%

Lymphoma

100.0%

100.0%

100.0%

88.9%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Melanoma

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Multiple Myeloma

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

100.0%

n/a

n/a

Neurological - Brain and Central Nervous System (CNS)

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Ovarian

66.7%

87.5%

83.3%

100.0%

100.0%

100.0%

75.0%

100.0%

100.0%

60.0%

100.0%

50.0%

71.4%

75.0%

Sarcoma

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Upper Gastro-Intestinal (GI)

100.0%

100.0%

100.0%

100.0%

96.2%

86.7%

100.0%

93.3%

100.0%

100.0%

100.0%

100.0%

100.0%

91.7%

Urological

68.8%

67.4%

82.2%

73.0%

62.5%

59.5%

69.6%

55.0%

73.8%

56.0%

57.9%

85.7%

82.7%

71.6%

Table 2:  62-Day Performance – Higher % is Better

Cancer Type

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

All Cancer types

89.0%

91.4%

97.7%

91.5%

86.5%

83.7%

78.7%

82.5%

82.5%

81.3%

88.7%

93.8%

84.7%

91.7%

Breast (screened excluded)

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

96.3%

95.8%

100.0%

100.0%

Breast (screened only)

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

96.7%

100.0%

97.0%

100.0%

100.0%

100.0%

Cervical (screened excluded)

100.0%

n/a

100.0%

n/a

100.0%

n/a

n/a

n/a

n/a

n/a

100.0%

100.0%

n/a

100.0%

Cervical (screened only)

100.0%

100.0%

n/a

n/a

0.0%

n/a

0.0%

n/a

0.0%

0.0%

n/a

0.0%

100.0%

100.0%

Colorectal (screened excluded)

77.8%

80.0%

100.0%

60.0%

53.3%

77.3%

69.2%

68.8%

62.5%

78.6%

77.8%

95.7%

76.9%

92.6%

Colorectal (screened only)

40.0%

60.0%

75.0%

80.0%

50.0%

66.7%

80.0%

63.6%

85.7%

50.0%

100.0%

75.0%

37.5%

100.0%

Head & Neck

80.0%

75.0%

50.0%

75.0%

66.7%

100.0%

75.0%

100.0%

100.0%

100.0%

100.0%

100.0%

80.0%

100.0%

Lung

100.0%

95.5%

100.0%

100.0%

94.7%

94.7%

72.7%

100.0%

100.0%

94.7%

100.0%

100.0%

100.0%

100.0%

Lymphoma

n/a

80.0%

100.0%

80.0%

83.3%

66.7%

71.4%

50.0%

80.0%

42.9%

75.0%

100.0%

100.0%

44.4%

Melanoma

83.3%

100.0%

100.0%

100.0%

100.0%

80.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

Multiple Myeloma

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Neurological – Brain and Central Nervous System (CNS)

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Ovarian

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

n/a

100.0%

33.3%

100.0%

0.0%

100.0%

n/a

Sarcoma

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Upper Gastro-Intestinal (GI)

85.7%

100.0%

100.0%

100.0%

90.0%

87.5%

50.0%

75.0%

50.0%

83.3%

83.3%

100.0%

87.5%

100.0%

Urological

76.9%

76.9%

96.2%

78.3%

58.8%

53.8%

52.9%

40.7%

60.0%

54.2%

63.2%

83.8%

62.5%

71.8%

Figure 1:  31-Day Performance – Higher % is Better
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Figure 2:  62-Day Performance – Higher % is Better
[image: image16.png]100.0%
98 0%
96 0%
94 0%
92 0%
90 0%
88.0%
86 0%
84 0%
82 0%
80.0%
78 0%
76 0%
74.0%
72.0%
70.0%

May 15
dun 15
Qi 15
Qi 16

Apr 15
Aug 15
Sep 15
Oct 15
Nov 15
Dec 15
Jan 16
Feb 16
Mar 16
Apr 16
May 16
dun 16
Sep 16
Oct 16
Nov 16
Dec 16
Jan 17
Feb 17

Mar 17
Apr 17

May 17

Aug 16

—e— % eligible referrals who started treatment within 62 days — — Target (min)




Figure 3:  Number of Eligible Referrals Starting Treatment within and out-with 31 Day Standard - Apr 2015-Mar 2017 incl.
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Figure 4:  Did Not Start Treatment within 31 Days by Cancer Type – Apr 2015 - Mar 2017 incl. - Pareto
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Figure 5:  Number of Eligible Referrals Starting Treatment within and out-with 62 Day Standard - Apr 2015 - Mar 2017 incl.
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Figure 6:  Did Not Start First Treatment within 62 Days by Cancer Type – Apr 2015-Mar 2017 incl. - Pareto
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	Timescale for Improvement

	1.  31 Day - A recovery trajectory has not been agreed with SGHD.  Health Boards are expected to deliver the 31 day target.

2. 62 Day - An improvement trajectory has not been agreed with Scottish Government however additional weekly monitoring of performance is being introduced which will continue until there are two successive quarters of performance above 95%.

	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Commission a review of the current cancer tracker structure across all tumour groups to report recommendations to Acute SMT

September 2017

Provide a proposed structure which delivers greater resilience for cross-cover between specialties and assesses the level of resource required for cancer tracking to better reflect changes in workload and increases in the numbers of patients being tracked.  Group to provide recommendations for improved framework for training. 

Improvement in compliance

Second meeting of group taken place.  Tasked with developing options for SMT to consider. 

Development of actions to address identified capacity bottlenecks in urology (nephrectomy, prostatectomy and bracytherapy)

June 2017

Pathway analysis has revealed opportunities for focus in addition to underlying capacity pressure associated with consultant urologist gaps.  Service working to identify solutions with theatre service to facilitate agreed capacity.

Improved compliance and access for patients

On going

Development of Cancer Waiting Times Standard Operating Procedure 

September 2017

Confirm organisational policy for Cancer Performance management including role clarification and enhanced escalation.

Improvement in compliance.  Increased clarity about roles/responsibility

Draft document being developed. Shared at SMT, Access & Governance and Waiting times forums.

Development of agreed letter to GPs to communicate when Consultants advise the downgrading of “urgent suspicion of cancer referral” category

May 2017

Clinical services able to maintain more protected cancer capacity for patients whose clinical presentation indicates the need rapid access slots with appropriate communication back to GP’s and patients.  Action also reduces the number of patients required to be tracked and scrutinised by cancer trackers.  Technical
Still under development – to be tested in May in 2 specialties.

Some further work ongoing with colorectal/urology to test approach and get suitable extract from TRAK to download automatically into GP letters.
Recruitment of urology consultant with robotic experience

June 2017

Additional prostatectomy capacity within urology

Interview undertaken 2/6/17 – offer of post made.  Starting late 2017


	Comments – for 31 & 62 Day

	Reasons for Current Performance

Continuing capacity pressures within Urology remain the most significant contributing factor to the performance decline in terms of volume with 21 patients out of 74 not achieving the standard in May for 31 day pathway.  Delays for prostatectomy and nephrectomy surgery due to underlying capacity gaps due to 3 consultant vacancies represent an ongoing issue.  
Colorectal performance continues to be affected by capacity pressures within the service – most specifically relating to endoscopy and colonoscopy capacity on the non screened pathway.  Pressures in these areas are linked to rising numbers of OP referrals on the service which have put pressure on the overall available capacity within the pathway for these tumour groups.   The colorectal service also have 2 consultant gaps at present. Issues with tracking, escalation and capacity are also an issue within Gynaecology.
Mitigating Actions

There is an ongoing additional scrutiny of cancer reporting process by Colorectal/Urology Service Manager to ensure early escalation of delays and appropriate action for urology, colorectal and GI patients.   

Additional weekly performance reporting information has been put in place to support clinical services who are responsible for their performance against the standard more effectively monitor their progress. These reports are being evaluated for their impact and effectiveness and will be adapted following feedback.

The Acute Hospital Committee received an paper outlining the process for managing 31/62 day cancer performance in July which was accepted.
Additional capacity has been introduced in gynaecology to support patients whose pathways have been longer than anticipated.  Private sector capacity is being identified in areas for urology/colorectal and GI.
A review of the options for the optimal structure for Cancer Tracking is now underway along with the development of a review of NHS Lothian cancer performance management policy.


	Diagnostics – Gastroenterology/ Urology Diagnostics & Planned Repeat Surveillance Endoscopy  

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:  

A six week maximum waiting time for eight key diagnostic tests (four for Gastroenterology/ Urology Diagnostics, and four for Radiology (one of which covers data for Vascular Labs - please see separate proformas for Radiology and for Vascular Labs data)), from 31st March 2009.  

Surveillance Endoscopy performance is also reported on this proforma – the target for which is “No patient should wait past their planned review date for a surveillance endoscopy.”

	Responsible Director[s]:  Chief Officer – NHS Lothian Acute Services

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated Since Last Month?

Narrative Updated since Last Month?

Lead Director

Gastroenterology/Urology:  Limited
May 17
Not Met
Deteriorating-
Worse
Mar 17 (Mthly)
0 (max)
3,038
N.b. This figure is represented in Table 2.  (It is made up of the Totals in Table 1, for the relevant reporting date only, on each of the three Diagnostics proformas, summed– as together these cover the eight Standard tests.)
Jun 17
Management Information

Yes
Yes
JC
Surveillance:  

To be reviewed

To be reviewed

Not Met
Deteriorating-
Not Applicable

Not Applicable

0 (max)

4,497

Jun 17

Management Information
Yes
Yes
JC



	Summary for Committee to note or agree

	Gastroenterology/ Urology Diagnostics 
· Analysis of demand and capacity has identified a gap in capacity for patients referred for endoscopy procedures;

· Patients referred via the Bowel Cancer Screening Programme or as Urgent Suspicion of Cancer are being prioritised.  This cohort of patients are generally receiving an appointment within 14-21 days from referral but this is impacting on the ability to see routine patients within 6 weeks;
· Service continuing to balance new and repeat capacity across all Endoscopy procedures to provide patient equity.

	Planned Repeat Surveillance Endoscopy  

· Undertaking Surveillance Scopes in a timely fashion has continued to prove challenging;

· Independent sector capacity from October to March 2017 has been utilised for new patients only;

· Booking of the Regional Endoscopy Unit (REU)  has transferred to External Provider Office;

· As well as reviewing options to increase capacity, the service introduced a Nurse Led ‘Pre-Assessment’ process in May 2016, aimed at reducing demand.

	Key Diagnostic Tests - Gastroenterology/ Urology Diagnostics

	The four diagnostic tests in Gastroenterology/Urology Diagnostics are 

1. Colonoscopy;

2. Upper Endoscopy;

3. Flexible Sigmoidoscopy (Lower Endoscopy - excluding Colonoscopy) 

4. and Flexible Cystoscopy.   

	Recent Performance:  Numbers against Standard/Target for Diagnostics - Gastroenterology/ Urology Diagnostics

	Table 1:  Gastroenterology/ Urology Diagnostic Tests ONLY - Numbers over 6 Week Standard – Lower Count is Better
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17
Upper Endoscopy

552

567

620

730

710

792

922

873

786

807

758

668

774

871

992
Colonoscopy

448

507

568

682

716

742

767

780

746

728

660

669

762

835

846
Flexible Sigmoidoscopy (Lower Endoscopy)

209

198

192

244

347

391

395

375

308

345

299

311

372

377

420
Flexible Cystoscopy

43

73

56

99

55

95

186

247

326

442

429

495

570

649

724
Total Gastroenterology/ Urology Diagnostics Patients Over 6 Week Standard

1,252

1,345

1,436

1,755

1,828

2,020

2,270

2,275

2,166

2,322

2,146

2,143

2,478

2,732

2,982
Table 2:  All 8 Diagnostic Tests - Numbers (Total) Over 6 Week Standard – Lower Count is Better
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17
Total Diagnostics Patients Over 6 Week Standard

1,513

1,549

1,640

1,810

1,887

2,047

2,308

2,308

2,250

2,439

2,209

2,187

2,561

2,787

3,038
Figure 1:  All 8 Diagnostic Test Patients & Total Gastroenterology/ Urology Diagnostics Patients - Numbers over 6 Week Standard – Lower Count is Better
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Figure 2:  Total Gastroenterology/ Urology Diagnostics Patients - Numbers over 6 Week Standard – Lower Count is Better
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Figure 3:  Upper Endoscopy Diagnostics Patients - Numbers over 6 Week Standard – Lower Count is Better
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Figure 4:  Colonoscopy Diagnostics Patients - Numbers over 6 Week Standard – Lower Count is Better
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Figure 5:  Flexible Sigmoidoscopy (Lower Endoscopy) Diagnostics Patients - Numbers over 6 Week Standard – Lower Count is Better
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Figure 6:  Flexible Cystoscopy Diagnostics Patients - Numbers over 6 Week Standard – Lower Count is Better
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	Recent Performance:  Numbers against Standard/Target for Diagnostics - Planned Repeat Surveillance Endoscopy

	Table 3:  Planned Repeat Surveillance Endoscopy Patients Overdue Appointment – Lower Count is Better1 


Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Colonoscopy

1,598

1,790

2,030

2,068

2,073

2,210

2,347

2,482

2,511

2,696

2,752

2,759

2,852

2,922

2,881

Flexible Cystoscopy

114

145

82

53

163

250

321

377

298

419

450

459

465

507

526

Flexible Sigmoidoscopy

206

220

236

227

222

240

249

252

237

265

251

238

237

235

232

Upper Endoscopy

640

666

730

734

749

791

827

825

779

857

833

775

803

836

858

Total

2,558

2,821

3,078

3,082

3,207

3,491

3,744

3,936

3,825

4,237

4,286

4,231

4,357

4,500

4,497

Figure 7:  Planned Repeat Surveillance Endoscopy and Review Patients Overdue Appointment – Lower Count is Better1
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Table 4:  Planned Repeat Surveillance Endoscopy Patients Overdue Appointment > 6 Weeks – Total - Lower Count is Better 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Colonoscopy  

1,328

1,456

1,450

1,767

1,793

1,895

2,048

2,188

2,213

2,425

2,473

2,483

2,557

2,625

2,606

Flexible Cystoscopy  

13

7

12

12

12

35

127

181

159

242

239

231

294

322

338

Flexible Sigmoidoscopy  

174

183

198

196

190

206

213

214

205

225

218

207

217

211

205

Upper Endoscopy  

528

533

586

605

637

675

700

706

674

721

714

643

649

679

713

Total 

2,043

2,179

2,443

2,580

2,632

2,811

3,088

3,289

3,251

3,613

3,644

3,564

3,717

3,837

3,862

Figure 8:  Planned Repeat Surveillance Endoscopy and Review Patients Overdue Appointment > 6 Weeks – Total - Lower Count is Better
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Figure 9:  Planned Repeat Surveillance Endoscopy and Review Patients Overdue Appointment > 6 Weeks – Colonoscopy - Lower Count is Better
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Figure 10:  Planned Repeat Surveillance Endoscopy and Review Patients Overdue Appointment > 6 Weeks – Flexible Cystoscopy - Lower Count is Better
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Figure 11:  Planned Repeat Surveillance Endoscopy and Review Patients Overdue Appointment > 6 Weeks – Flexible Sigmoidoscopy - Lower Count is Better
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Figure 12:  Planned Repeat Surveillance Endoscopy and Review Patients Overdue Appointment > 6 Weeks – Upper Endoscopy - Lower Count is Better
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	Timescale for Improvement

	Gastroenterology/Urology Diagnostics:- DCAQ work has been refreshed to support the development of a trajectory from April 2017 to end of March 2018.

Planned Repeat Surveillance Endoscopy:- Timelines for various actions outlined below.*



	Actions Planned and Outcome - Gastroenterology/ Urology Diagnostics :-

	Action

Due By

Planned Benefit

Actual Benefit

Status

GI OPD Continue to support evening lists via NHS
January 2017 onwards
Dependent on  staff availability however aim is for 28 appointments per month ( one evening per week)

 28 additional slots per month 

Continue to offer evening sessions across all sites in 2017/18.
JULY 2017 - Ongoing
Introduce nurse validation and telephone screening model for repeat endoscopies.

1st June 2016

See status for updated outcome dates.

45% reduction in total numbers validated then telephone screened was achieved within NHS Lanarkshire, 
same model we are implementing.  This was largely driven by patient choice.  These patients may historically have been DNAs and therefore ensures capacity is maximised.

Safe managed reduction in planned repeat list by clinical validation and telephone pre-assessment screening.

Patients most in need of early scope identified, and expedited where appropriate.

Reduction in DNA for repeat patients more efficient use of capacity.
Since start of new process there has been a 37% removal of patients contacted due to clinical condition or patient choice and a further 8.5% have had follow-up dates deferred based on current clinical guidelines. 

Weekly monitoring ongoing. Recent reporting shows a 42% removal rate 
July 2017 – Ongoing
Seeking funding to make permanent
Faecal Calprotectin tests in Primary Care to reduce demand on the GI and Endoscopy service.

July  2016

See status for updated outcome dates.

Significant reduction in referral to Gastroenterology Outpatients and ultimately reduction in Endoscopy procedures 
( 20-30% conversion rate)

To be seen in demand analysis

Roll-out commenced 27th February 2017. Impact to be measured by reduction in incoming referrals for first quarter 2017/18 compared to first quarter 2016/17. 
Implement Nurse-Led Faecal Calprotectin clinics for backlog of Gastroenterology patients

January 2017

See status for updated outcomes.

Significant reduction in current waiting list for Gastroenterology Outpatients - when negative test results received patient can be managed in primary care. Ultimately a reduction in Endoscopy procedures.

Results show from 71 patients seen in an FCP clinic, 38 (53%) have been discharged back to their GP with 24 results still pending. 

The remaining 9 patients are to be seen in GI OP appointments or for an Endoscopy procedure. Second round of clinics due to begin in July.

Due to success of initial results, 16% removal, in suitable patients, further clinics due to run in July/ August 2017
Review of Nurse Endoscopist workloads and recruitment of further Nurse Endoscopist

Dec 2016

See status for updated outcome dates.

Work ongoing to maximise capacity of existing Nurse Endoscopists. 

Aim to increase fixed lists for Nurse Endoscopists while retaining flexibility for backfill

Review now complete but ongoing work by Service Team to ensure Nurse Endoscopists are fully utilised.
Being used for ongoing flexible backfill
Introduction of Patient Focused Booking for all Endoscopy procedures

May 2017

Patient Focus Booking has been shown to reduce short notice CNAs and DNAs

Reduction in DNA rate which can currently vary from site to site (average 10%)

Currently being planned by Booking and Service Team. Some delays experienced.

Commencing for Upper Endoscopies 17/07/2017 with plan for further roll out September onwards.


	Actions Planned and Outcome - Planned Repeat Surveillance Endoscopy*:-

Action

Due By

Planned Benefit

Actual Benefit

Status

Completion of DCAQ for Endoscopy to confirm overall gap in list capacity 

Quarterly monitoring  process throughout  2016/17 and 2017/18

 Accurate measure of available capacity vs demand for both surveillance and new diagnostics

Quarterly reviews re-commenced in February 2017. Meeting took place between  DfP team and service management team in May 2017 to assess additional support needs (data) to inform DfP Review actions. 
Work continuing on additional flexi cystoscopy activity. Addition of Botox patients to Flexi Cysto waiting list has impacted position as has retiral of a Consultant and increase in number of combined Flexi Cysto and Botox cases being undertaken.
Continuous evaluation of new and backlog demand against now reduced capacity. Focus on reducing longest waits
Reducing backlog and longest waits.
Continuing to evaluate with waiting list staff on a weekly and monthly basis to identify any capacity challenges.
Nurse Led Validation system in place for all Repeat Endoscopies

1st June 2016

Now ongoing process seeking funds to substantiate.
45% reduction in total numbers validated then telephone screened was achieved within NHS Lanarkshire, same model we are implementing.  This was largely driven by patient choice.  These patients may historically have been DNAs and therefore ensuring capacity is maximised

Safe managed reduction in planned repeat list by clinical validation and telephone pre-assessment screening.

Patients most in need of early scope identified, reduction in DNA more efficient use of capacity.

Since start of new process 42% reduction of patients contacted and a further 8.5% have had follow-up dates deferred based on current clinical guidelines.

System now in place with weekly monitoring  ongoing. 

Capacity ringfenced for Urgent Surveillance patients.

January – May 2017

Core capacity identified for this patient group who are seen as a clinical priority by Clinicians.

Reduction in waiting times for this patient cohort.

Ongoing since January with 200 slots per month for planned repeats.

Urgent repeats booked 2015 now complete, now booking 2016 urgent planned repeats.



	Comments - Gastroenterology/Urology Diagnostics

	The withdrawal from private sector since 1st April 2016 to October 2016 resulted in a deteriorating position for Endoscopy where demand outstrips core provision. 

Additional pressure on capacity from high volume of Urgent Suspicion of Cancer patients taking priority effectively squeezing out lower priority referrals.  

Additional capacity identified for 900 Endoscopy procedures between November 2016 – March 2017 resulted in a substantial reduction of patients waiting over 12 weeks, when this stopped significant delays built again. 

June 2017 decision to utilise external provider planned with 230 patients per month slit 100/130 new/ planned repeats.
Increase in Flexi Cysto numbers due in part to Botox procedures being added to this demand, resulting in lists being adjusted to accommodate these more complex procedures.

Reasons for Current Performance

Demand continues to outstrip capacity. Sourcing both nursing and operators for Waiting list initiatives (evenings and weekends) continues to be a challenge.

Mitigating Actions

Continue to maximise utilisation of internal core resource.  Review of referrals continues to ensure patients on waiting lists remain clinically appropriate. 
Additional work is ongoing to review overall endoscopy room utilisation to maximise utilisation of core funded capacity.  To compensate for the DNA rate, a number of lists are being overbooked to support full use of the available capacity.  Telephone initiatives, use of nurse validation and introduction of Patient Focus Booking with return patients being streamed to REU. Ongoing work by Service Team to continuously monitor Nurse Endoscopist job plans to increase fixed sessions and look at flexibility, admin support in place releasing further scoping time for each endoscopist.


	Comments - Planned Repeat Surveillance Endoscopy

	Reasons for Current Performance

Underlying capacity gap for endoscopy with additional demand pressures evident. Endoscopy units also balancing provision of urgent in-patient scoping to support in-patient flow and reduced length of stay.
Consultant vacancy in Urology service resulting in shortfalls in flexible cystoscopy sessions.

Previous poor utilisation of REU with high DNAs now improved by PFB process though challenged by clinical criteria of patients who are able to attend and acceptance rates.

Mitigating actions

Continued focus on booking process for surveillance patients appointed to the Regional Endoscopy Unit to maximise uptake of capacity and reduce DNAs and cancellations.

Impact of model for ‘pre-assessment’ service for all surveillance patients requiring a procedure continues to be monitored with a 43% removal rate.

Utilisation of externbal provider planned September to March 2018



	Diagnostics – Radiology/Imaging

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:  

A six week maximum waiting time for eight key diagnostic tests (four for Gastroenterology/Urology Diagnostics, and four for Radiology/Imaging (one of which covers data for Vascular Labs from 31st March 2009.  Please see separate proformas for Gastroenterology/Urology Diagnostics and for Vascular Labs data).  

	Responsible Director[s]:  Chief Officer: NHS Lothian Acute Services

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/ Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Moderate

May 17

Not Met
Deteriorating-

Worse
Mar 17 (Mthly)

0 (max)
3,038
N.b. This figure is represented in Table 2.  (It is made up of the Totals in Table 1, for the relevant reporting date only, on each of the three Diagnostics proformas, summed– as together these cover the eight Standard tests.)
Jun 17
Management Information

Yes

Yes

JC


	Summary for Committee to note or agree

	We are continuing to take actions to reduce waiting times for key radiology tests.

	

	Key Diagnostic Tests - Radiology

	The four diagnostic tests in Radiology are Computed Tomography (CT), Magnetic Resonance Imaging (MRI), Barium Studies and Ultrasound.   

	Recent Performance:  Numbers against Standard

	
Table 1:  Radiology Tests ONLY - Numbers over 6 Week Standard
 – Lower Count is Better
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

MRI

204

172

176

45

43

22

28

20

68

90

26

29

68

44

45

CT

7

3

19

5

7

4

8

4

3

10

7

1

6

3

7

General Ultrasound excl. Vascular Labs
3

3

3

5

5

1

2

9

9

6

8

3

4

3

0

Barium Studies

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Total Radiology Patients Over 6 Week Standard excl. Vascular Labs
214

178

198

55

55

27

38

33

80

106

41

33

78

50

52

Table 2:  All 8 Diagnostic Tests - Numbers (Total) Over 6 Week Standard – Lower Count is Better
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Total Diagnostics Patients Over 6 Week Standard

1,513

1,549

1,640

1,810

1,887

2,047

2,308

2,308

2,250

2,439

2,209

2,187

2,561

2,787

3,038

Figure 1:  All 8 Diagnostic Test Patients & Total Radiology Patients - Numbers over 6 Week Standard – Lower Count is Better
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Figure 2:  Total Radiology Patients excl. Vascular Labs - Numbers over 6 Week Standard – Lower Count is Better
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Figure 3:  MRI Patients - Numbers over 6 Week Standard – Lower Count is Better
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Figure 4:  CT Patients - Numbers over 6 Week Standard – Lower Count is Better
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Figure 5:  General Ultrasound Patients excl. Vascular Labs - Numbers over 6 Week Standard – Lower Count is Better
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	Timescale for Improvement against Target/Standard - Radiology

	1st July to 30th Sept. 2017

	Actions Planned and Outcome - Radiology

	Action

Due By

Planned Benefit

Actual Benefit

Status

External provision of CT and MRI –10 CT and 19 MRI mobile van days 

End of Sep 2017

700 patient examinations per month

Sustain TTG

Implemented

Patients requiring MRI L. Spine invited to attend GJNH

End of Sep 2017

40-50 patient examinations per month

Sustain TTG

Implemented




	Comments - Radiology

	For Current Performance

53 patient Radiology examinations tripping the 6 weeks referral to unverified report at end June 17. 

45 are MRI, mainly due to some patient reluctance to attend GJNH (now reverted to GJNH to book) and loss of specialist cover due to leave. 7 CT and 1 US. 




	Diagnostics – Vascular Laboratory

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:  

A six week maximum waiting time for eight key diagnostic tests (four for Gastroenterology/Urology Diagnostics, and four for Radiology/Imaging (one of which covers data for the Vascular Laboratory.  Please see separate proformas for Gastroenterology/Urology Diagnostics and for Radiology/Imaging data)), from 31st March 2009.  

	Responsible Director[s]:  Chief Officer: NHS Lothian Acute Services

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/ Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Report?

Narrative Updated since Last Report?

Lead Director

To be reviewed

To be reviewed

Not Met
Deteriorating
Worse
Mar 17 (Mthly)

0 (max)
3,038
N.b. This figure is represented in Table 2.  (It is made up of the Totals in Table 1, for the relevant reporting date only, on each of the three Diagnostics proformas, summed– as together these cover the eight Standard tests.)
Jun 17
Management Information

Yes

Yes

JC


	Summary for Committee to note or agree

	· Despite successfully recruiting two Band 7 accredited clinical vascular scientists in March/April 2017 (1.2WTE), service performance will be adversely affected as one of the two Band 6 trainees failed their assessments and will no longer continue training.

· In the short term, the service will use the funding to offer additional hours/overtime to the qualified staff.  The service plans to recruit into this vacancy, but there is a national shortage of Healthcare Scientists.

· Training will continue to be delivered for the other Band 6 trainee clinical vascular scientist to support the future Healthcare Science workforce.



	

	Key Diagnostic Tests - Vascular Labs

	The diagnostic test for Vascular Labs was previously included in General Ultrasound (until September 2015 inclusive).

	Recent Performance:  Numbers against Standard

	
Table 1:  Vascular Lab Test ONLY - Numbers over 6 Week Standard – Lower Count is Better
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Total Vascular Labs Patients Over 6 Weeks Standard 

47

26

6

0

4

0

0

0

4

11

22

11

5

5

4

Table 2:  All 8 Diagnostic Tests - Numbers (Total) Over 6 Week Standard – Lower Count is Better
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Total Diagnostics Patients Over 6 Week Standard

1,513

1,549

1,640

1,810

1,887

2,047

2,308

2,308

2,250

2,439

2,209

2,187

2,561

2,787

3,038

Figure 1:  All 8 Diagnostic Test Patients & Total Vascular Patients - Numbers over 6 Week Standard – Lower Count is Better
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	Timescale for Improvement against Target/Standard - Vascular Laboratory

	This continues in light of the capacity shortfall as a result of the national shortage of HCS.



	Actions Planned and Outcome - Vascular Laboratory

	Action

Due By

Planned Benefit

Actual Benefit

Status

Increase productivity by offering additional hours/overtime to qualified staff. 
End of July 2017
Increase capacity in Vascular Laboratory.
As planned.
Additional hours/overtime routinely offered to qualified staff and will continue until vacancy is filled.
Service to replace 1.0WTE post.
End of August 2017
Reduction in patients waiting over 6 weeks for ultrasound imaging and replacement will strengthen current workforce.
As planned.
Replacement to be discussed further and planned by service.



	Comments - Vascular Labs

	Reasons for Current Performance
· One of the two Band 6 trainee clinical vascular scientist posts (filled in Oct 2015) is now vacant.
· Please note Nurse-Led Vascular Access Clinics for new patients now appear as part of the Vascular Laboratory data due to a recent change in how referrals are generated for these clinics.


	Drug & Alcohol Waiting Times – Edinburgh Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:  

The Scottish Government set a target that by June 2013, 90% of people who need help with their drug or alcohol problem will wait no longer than three weeks for treatment that supports their recovery. This was one of the national HEAT (Health improvement, Efficiency, Access, Treatment) targets, number A11.


This target was achieved in June 2013 and has now become a Local Delivery Plan (LDP) standard - that 90% of clients will wait no longer than 3 weeks from referral received to appropriate drug or alcohol treatment that supports their recovery (90%). 

	Responsible Director[s]:  Nurse Director

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Limited

Mar 17

Not Met
Deteriorating
Worse
Jan - Mar 17

90% (min)

NHS Lothian - 83.4%

Jan - Mar 17

ISD

No
No
RMG

Edinburgh City ADP – 

86.8% 




	Summary for Committee to note or agree – Edinburgh IJB

	This is based on ISD published figures hence quarter 4 2016 

The data is based on performance across all drug/alcohol services in the area (NHS, Council & 3rd Sector)

· The Edinburgh figure is still below target by just under 10%.

· 90.2% of people did not wait longer than 5 weeks.

	Recent Performance – Numbers Against LDP Target

	Table 1:  % Seen within 3 Weeks – Higher % is Better

 

Jun 15

Sep 15

Dec 15

Mar 16

Jun 16

Sep 16

Dec 16

Mar 17

NHS Lothian

83.5%

82.9%

80.0%

84.0%

84.0%

84.7%

83.2%

83.4%

Edinburgh City Alcohol & Drug Partnership (ADP)

80.7%

81.1%

75.8%

77.5%

77.6%

81.5%

80.4%

86.8%

Midlothian and East Lothian ADP (MELDAP)

91.9%

94.8%

94.0%

96.3%

97.2%

97.4%

95.7%

74.4%

   East Lothian

91.5%

95.0%

90.5%

97.2%

95.6%

96.9%

92.6%

64.5%

   Midlothian

92.4%

94.5%

98.0%

95.4%

98.5%

97.9%

97.8%

85.5%

West Lothian ADP

85.8%

80.0%

82.4%

93.2%

91.4%

84.8%

84.8%

78.3%

Table 2:  % Seen within 3 Weeks – Prisons - Higher % is Better
 

Jun 15

Sep 15

Dec 15

Mar 16

Jun 16

Sep 16

Dec 16

Mar 17

NHS Lothian

75.0%

82.1%

90.4%

79.1%

90.3%

93.4%

89.8%

83.8%

Edinburgh City ADP:  HMP Edinburgh

100.0%

98.1%

98.3%

87.9%

96.9%

97.0%

96.2%

-

West Lothian ADP:  HMP Addiewell

44.6%

48.7%

71.4%

69.2%

81.1%

88.6%

83.6%

83.8%



	Timescale for Improvement – Edinburgh IJB

	This will be decided with each H&SC partnership as all community services moved into localities on 1st April 2017 and will be operationally managed by them.

NB Prisons and some substance misuse services which contribute to the waiting times performance (Harm Reduction Team, LEAP) are not managed the Health and Social Care Partnership

	Actions Planned and Outcome – Edinburgh IJB

Action

Due By

Planned Benefit

Actual Benefit

Status

Address sickness absence and recruit to vacancies within Locality Nursing Teams

 End  July  2017

Capacity in place to meet demand

 RED 

Align reporting to new localities to enable oversight of performance at locality level

End June

Ability to set improvement actions within locality teams

Amber

Resume data reporting in HMP Edinburgh NHS Team

End June

Data available on performance within the prison

Amber




	Comments – Edinburgh IJB

	Early indications are that performance is improving. Edinburgh achieved 86.8% in Quarter 4 and unverified data suggest further improvement in April and May 2017.


	Drug & Alcohol Waiting Times – Midlothian & East Lothian Integrated Joint Boards (IJB) (MELDAP)

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:  
The Scottish Government set a target that by June 2013, 90% of people who need help with their drug or alcohol problem will wait no longer than three weeks for treatment that supports their recovery. This was one of the national HEAT (Health improvement, Efficiency, Access, Treatment) targets, number A11.


This target was achieved in June 2013 and has now become a Local Delivery Plan (LDP) standard - that 90% of clients will wait no longer than 3 weeks from referral received to appropriate drug or alcohol treatment that supports their recovery (90%). 

	Responsible Director[s]:  Nurse Director

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Limited

Mar 17

Not Met
Deteriorating
Worse
Jan – Mar 17

90% (min)

NHS Lothian – 83.4%
Jan – Mar 17

ISD

No
Yes

EM/DS

MELDAP – 74.4%

East Lothian – 64.5%
Midlothian – 85.5%




	Summary for Committee to note or agree – Midlothian and East Lothian ADP (MELDAP)

	This is based on ISD published figures hence March 2017 

All services in the area (NHS, Council & 3rd Sector)

· On a geographical basis services in East Lothian and Midlothian have fallen below the 90% standard for the first time since 2012. 

NHS Lothian Substance Misuse Services Only

· Services in Midlothian and East Lothian did not to meet the standard in Q4 of 2016/17 but advise that they are working towards meeting the standard in Q1 or Q2 of 2017/18. 

· Plans are being implemented in East Lothian and Midlothian to enhance productivity within the teams.  

	Recent Performance – Numbers Against LDP Target

	Table 1:  % Seen within 3 Weeks – Higher % is Better

 

Jun 15

Sep 15

Dec 15

Mar 16

Jun 16

Sep 16

Dec 16

Mar 17

NHS Lothian

83.5%

82.9%

80.0%

84.0%

84.0%

84.7%

83.2%

83.4%

Edinburgh City Alcohol & Drug Partnership (ADP)

80.7%

81.1%

75.8%

77.5%

77.6%

81.5%

80.4%

86.8%

Midlothian and East Lothian ADP (MELDAP)

91.9%

94.8%

94.0%

96.3%

97.2%

97.4%

95.7%

74.4%

   East Lothian

91.5%

95.0%

90.5%

97.2%

95.6%

96.9%

92.6%

64.5%

   Midlothian

92.4%

94.5%

98.0%

95.4%

98.5%

97.9%

97.8%

85.5%

West Lothian ADP

85.8%

80.0%

82.4%

93.2%

91.4%

84.8%

84.8%

78.3%

Table 2:  % Seen within 3 Weeks – Prisons - Higher % is Better
 

Jun 15

Sep 15

Dec 15

Mar 16

Jun 16

Sep 16

Dec 16

Mar 17

NHS Lothian

75.0%

82.1%

90.4%

79.1%

90.3%

93.4%

89.8%

83.8%

Edinburgh City ADP:  HMP Edinburgh

100.0%

98.1%

98.3%

87.9%

96.9%

97.0%

96.2%

-

West Lothian ADP:  HMP Addiewell

44.6%

48.7%

71.4%

69.2%

81.1%

88.6%

83.6%

83.8%



	

	Timescale for Improvement – MELDAP

	This will be decided with each H&SC partnership as all community services moved into localities on 1st April 2017 and will be operationally managed by them 

	Actions Planned and Outcome – MELDAP

Action

Due By

Planned Benefit

Actual Benefit

Status

Services implementing practices changes to meet HEAT A11 Standard. 

August/ September  2017

That East Lothian and Midlothian services and the MELDAP area meet the HEAT A11 Standard 

Pending


	Comments – MELDAP

	Reasons for Current Performance  
East Lothian services have had significant difficulties in relation to staff, long – term sickness and recruitment issues.
Performance has shown some improvement over the months of April/May 2017 -- due to changes within the process and a more robust caseload management which staff  are conducting weekly.  

However, there may be an issue with data quality in June 2017 reflecting non compliance. The responsible Service Manager has reassured MELDAP that performance is meeting HEAT A11 Standard. This is being investigated with a view to solving potential data issues. There is also a meeting arranged to discuss this with the service involved.  
In Midlothian, the responsible Team Manager advised MELDAP that the involved service had re-calibrated workload amongst staff to ensure that each worker did not have a caseload that was too high. The intention was to balance quality of care and quantity of caseload. This was the explanation for the drop in performance in Q4 of 2016/17. There has been an improvement in performance over April/May 2017 but Quarter 1 performance for the MELDAP area [and all other ADPs] will not be known until the 28th July 2017. 


	Drug & Alcohol Waiting Times – West Lothian Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:  

The Scottish Government set a target that by June 2013, 90% of people who need help with their drug or alcohol problem will wait no longer than three weeks for treatment that supports their recovery. This was one of the national HEAT (Health improvement, Efficiency, Access, Treatment) targets, number A11.


This target was achieved in June 2013 and has now become a Local Delivery Plan (LDP) standard - that 90% of clients will wait no longer than 3 weeks from referral received to appropriate drug or alcohol treatment that supports their recovery (90%). 

	Responsible Director[s]:  Nurse Director

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Limited

Mar 17

Not Met
Deteriorating
Worse
Jan - Mar 17

90% (min)

NHS Lothian - 83.4%

Jan - Mar 17

ISD

No
Yes

JF

West Lothian ADP – 

78.3% 




	Summary for Committee to note or agree – West Lothian IJB

	This is based on ISD published figures hence 2016 

All services in the area (NHS, Council & 3rd Sector)

· The Lothian wide figure is still below target by just over 6% but remains at a consistent level over the last 2 quarters.

· Services in the West Lothian partnership falls below the target in the most recent figures from ISD. West Lothian’s performance has seen a further drop from the previous quarter.
NHS Lothian Substance Misuse Services Only

· Lothian NHS SMS as a whole continue on a rising trend 

· NHSL SMS Services in Midlothian continue to meet / exceed the target;

· Performance in West Lothian has reduced in month which will show in next Quarters figures

· Plans are being implemented in Edinburgh and West Lothian to enhance productivity and capacity within the teams; The productivity plans are under pressure due to numbers of staff moving to permanent contracts in other parts of the system.

	Recent Performance – Numbers Against LDP Target

	Table 1:  % Seen within 3 Weeks – Higher % is Better

 

Jun 15

Sep 15

Dec 15

Mar 16

Jun 16

Sep 16

Dec 16

Mar 17

NHS Lothian

83.5%

82.9%

80.0%

84.0%

84.0%

84.7%

83.2%

83.4%

Edinburgh City Alcohol & Drug Partnership (ADP)

80.7%

81.1%

75.8%

77.5%

77.6%

81.5%

80.4%

86.8%

Midlothian and East Lothian ADP (MELDAP)

91.9%

94.8%

94.0%

96.3%

97.2%

97.4%

95.7%

74.4%

   East Lothian

91.5%

95.0%

90.5%

97.2%

95.6%

96.9%

92.6%

64.5%

   Midlothian

92.4%

94.5%

98.0%

95.4%

98.5%

97.9%

97.8%

85.5%

West Lothian ADP

85.8%

80.0%

82.4%

93.2%

91.4%

84.8%

84.8%

78.3%

Table 2:  % Seen within 3 Weeks – Prisons - Higher % is Better
 

Jun 15

Sep 15

Dec 15

Mar 16

Jun 16

Sep 16

Dec 16

Mar 17

NHS Lothian

75.0%

82.1%

90.4%

79.1%

90.3%

93.4%

89.8%

83.8%

Edinburgh City ADP:  HMP Edinburgh

100.0%

98.1%

98.3%

87.9%

96.9%

97.0%

96.2%

-

West Lothian ADP:  HMP Addiewell

44.6%

48.7%

71.4%

69.2%

81.1%

88.6%

83.6%

83.8%



	Timescale for Improvement – West Lothian IJB

	This will be decided with each H&SC partnership as all community services moved into localities on 1st April 2017 and will be operationally managed by them 

	Actions Planned and Outcome – West Lothian IJB

Action

Due By

Planned Benefit

Actual Benefit

Status

 Substance Misuse Collaborative

 End March 2017

Clarity on 17/18 funding and impact on service delivery both in community and NHS commissioning of services

Impact assessment of patient care/meeting drug treatment target

 RED 

IJBs/NHSL to agree funding plans for financial year 17/18

End May 2017

Clarify budget available to support front line and hosted services (Ritson/LEAP/Harm reduction) to clarify status for each service and protect frontline staff

To be confirmed

RED




	Comments – West Lothian IJB

	Reasons for Current Performance  
West Lothian moved over to local management on 1st April 2017 so the most up to date figures provided by ISD pre-date local management arrangements taking effect. However, there were and remain staffing challenges within the NHS Lothian part of the partnership. Currently, this is particularly the case with nursing and medical cover. The new management arrangements will take some time to settle and it is anticipated that some form of service redesign may be required going forward. Work will continue within the ADP to address any strategic issues that may assist with performance. It is clear that work is required to improve performance in West Lothian. Work has begun to identify how that might be achieved and it is noted that there are three temporary nursing posts. The efficacy of greater utilisation of groups is also being explored. The Consultant Psychiatrist has also resigned their post so work is underway to ensure there is stable permanent medical cover moving forward. Medium term, a service redesign is planned.
Ritson will reduce beds, introduce a day programme and align it to additional community detox pathways. The potential impact and risk of this have still to be clearly articulated 

LEAP will increase capacity and reduce Out of area placements  


	Inpatient & Day Case (IPDC) Treatment Time Guarantee (TTG)

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:    
From the 1 October 2012, the Patient Rights (Scotland) Act 2011 establishes a 12 week maximum waiting time for the treatment of all eligible patients due to receive planned treatment delivered on an inpatient or day case basis.

	Responsible Director[s]:  Chief Officer: NHS Lothian Acute Services

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Moderate

May 17

Not Met

Deteriorating
Worse

Mar 17 (Qtrly)

0 (max) 

(100% min)

1,361 (81.2%) 

Jun 17

Management Information

Yes

Yes

JC



	Summary for Committee to note or agree

	Use of independent sector ceased from April 1 2016; internal capacity is unable to fully cover this previous activity which will impact on performance. Details of DCAQ work including efficiency improvements that we are undertaking are described below. 

	

	Recent Performance – Numbers beyond Standard

	Figure 1:  Treatment Time Guarantee Patients waiting beyond standard at month end – Lower Count is Better
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Table 1:  Treatment Time Guarantee Patients waiting beyond standard at month end – Lower Count is Better
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Urology

122

136

182

221

296

386

398

458

490

509

557

600

574

579

529

Orthopaedic Surgery

73

52

32

47

77

105

119

226

326

392

368

271

344

342

310

General Surgery

51

71

59

67

45

117

155

128

134

132

149

111

151

104

106

Gynaecology

1

1

3

4

2

2

3

11

15

39

39

26

46

60

59

Vascular Surgery

18

5

3

4

14

10

38

87

138

138

128

124

117

76

46

Paediatric Surgery

4

8

9

20

23

23

19

22

23

22

32

45

42

40

41

Plastic Surgery

22

24

15

12

18

12

14

9

14

19

28

24

31

31

40

Others

113

119

96

88

108

136

164

173

178

183

196

161

195

215

230

Total

404

416

399

463

583

791

910

1,114

1,318

1,434

1,497

1,362

1,500

1,447

1,361

Figure 2:  % Patients seen within 12 Week Treatment Time Guarantee – Higher % is Better
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Table 2:  % Patients seen within 12 Week Treatment Time Guarantee – Higher % is Better
Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17
TTG Seen Within 12 Weeks

3,845 

3,663 

3,680 

3,123 

3,583 

3,228 

3,113 

3,513 

2,930 

2,957 

2,799 

3,285 

2,806 

3,328 

3,051
TTG Seen Over 12 Weeks

297

404

398

318

402

373

454

500

444

559

668

839

543

747

706
Total Number Seen

4,142

4,067

4,078

3,441

3,985

3,601

3,567

4,013

3,374

3,516

3,467

4,124

3,349

4,075

3,757
% of patients seen within the 12 week Treatment Time Guarantee

92.8%

90.1%

90.2%

90.8%

89.9%

89.6%

87.3%

87.5%

86.8%

84.1%

80.7%

79.7%

83.8%

81.7%

81.2%
Table 3:  List Size and Unavailability
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17
Total List Size (TTG)

8,625

8,628

8,856

9,031

8,948

9,271

9,202

9,351

9,630

9,669

9,813

9,995

9,751

9,679

9,661
Available

7,727

7,623

7,668

7,902

7,954

8,374

8,441

8,442

8,589

8,957

9,053

9,159

8,948

8,730

8,522
Unavailable

898

1,005

1,188

1,129

994

897

761

909

1,041

712

760

836

803

949

1,139
Percentage Unavailable 

10.4%

11.6%

13.4%

12.5%

11.1%

9.7%

8.3%

9.7%

10.8%

7.4%

7.7%

8.4%

8.2%

9.8%

11.8%
Non-TTG

976

1,073

1,091

1,064

1,096

1,147

1,167

1,220

1,174

1,261

1,234

1,200

1,159

1,234

1,300



	Timescale for Improvement

	Following recent DCAQ work a trajectory is being developed for TTG until end of March 2018.

	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Detailed review of Acute Services’ available capacity and demand was undertaken to inform our future capacity plans and financial planning process. This Demand, Capacity, Activity and Queue exercise has examined service performance against key performance indicators and identify scope for improvement with recommendations to specialties.

Work has now moved from data collection and analysis to performance improvement monitoring.

Actual activity against core capacity now implemented.
To ensure the maximum efficiency is achieved on an ongoing basis it is recognised that service teams would benefit from some additional support and training to manage the DCAQ process.  This is being arranged to take place over 6 weeks commencing Autumn 2017.
Initial output which was completed at the end Jan 2016 has made way for Quarterly meetings established with each service.  

This will continue each quarter as a standard operating procedure for the future and is embedded in the service management workstream.    
Improved performance against agreed efficiency targets, example improved Day Case rate.

Standardisation of clinicians theatre and clinic templates amongst peers to ensure maximum output.

These quarterly meetings are held  is to ensure that this remains a key area of focus for Service Management Teams and to provide advice, support and sharing of good practice

This enables teams to identify improvement opportunities where capacity can be maximised.

Quarterly meetings now established with services to monitor performance and are now considered standard operating procedure

The Benchmarking group to complete a mapping exercise of tools currently in use and identify KPIs to focus on. 

A paper has been previously submitted which describes a new process for reallocating poorly utilised lists which can then be allocated to another service which requires it.

Work is ongoing and the completion of a new theatre at St John’s due to be operational at the beginning of July17 allows for greater scope

Implementation of a Theatres Improvement Programme – a significant programme with multiple work streams to improve theatre efficiency.

Full implementation by December 2016

Programme duration – 3 years (December 2019) initially with potential to extend

Overall improved theatre efficiency

Reducing cancellations

Improving sessional uptake and in session utilisation

Improving staff retention and  recruitment

Improving staff morale and patient experience

 The programme is now established.

Benefits realisation paper with detailed KPIs for the programme approved at TIP Board (20/01) and paper was also discussed at February F&R with moderate assurance achieved in terms of the approach we are taking. 

Details timelines and efficiency opportunities are highlighted in the paper with initial gains as soon as July 2017.

Focus remains on reduction of cancellation rates within Orthopaedics as part of the HSDU work stream which commenced at RIE, Preoperative assessment at WGH and workforce work stream.

Initial measurements demonstrate a reduction in cancellation rates from  9.71% t o 8.85% (just below national average of 8.9%)

Sessional uptake improvements at SJH (main area of focus) with performance at 96% in April 2017
Theatre matrix meetings established on all sites. Facilitates optimum use of sessions through ‘pick up’ of cancelled lists due to leave and optimise use of hours within sessions. Service review of all booked theatre lists one week in advance to ensure optimum booking and theatre efficiency.

This was fully implemented by October 2016 and continues weekly since 

Maximise theatre utilisation

Delivery of a sustainable workforce

 Increased theatre utilisation / increase in hours used / reduction in DNAs & CNAs 

Established Weekly Theatre Matrix meeting routine practice in all specialties. Weekly waiting times meeting with E Health Waiting list office – established 

Programme of work signed off at the Programme Board, Good progress of individual workstreams.

Establish extent to which specialties plan routine elective patients requiring to be preoperatively assessed are appointed no later than week 4 of their journey – ensure consistent approach is taken.

Next two Specialities for implementation was planned to be in place by end April 2017.  It has not been possible to implement due to the high numbers of backlog patients not pre-assessed and the need to pre-assess newly listed patients within 4 weeks.  Revised date 1st September 2017

Confidence that all patients on the waiting list are fit for surgery.  Ensuring larger pool of patients prepped and ready to fill vacant theatre slots at short notice.

All patients on the IPWL are fit and ready, for surgery. Provides a pool of patients that we can contact for backfill / short notice cancellation. Detect early signs of pre / post of care.  

 Implemented in H&N by agreed deadline.

 A roll out programme of specialities is being established throughout 2017.  

Colorectal and Urology have been unable to start this process due to Winter pressures and resources available.  It is also compounded by the high numbers of patients over 12 weeks. 

Development of  trajectories and detailed actions maximising internal capacity;

New trajectories build up from, DCAQ work. Process endorsed by SG early May. Trajectories are now being developed as a standard operating procedure

These are reviewed amended  and actioned at regular intervals throughout the year

Optimise internal capacity and maintain focus on delivery of TTG 

These trajectories are the focus for th weekly TTG and OP monitoring meeting for Service Managers.   This enables teams to identify improvement opportunities where capacity can be maximised.

Trajectories for 2017/8 have been submitted and discussions are taking place with SG to describe our methodology which has been seen as best practise. Trajectories will be refined throughout the year as they need remain relevant and linked to actual activity numbers.



	Comments

	Reasons for Current Performance


Demand for services is greater than core capacity.

Agreement to use Independent Sector for the specialities under pressure and with the longest waiting time and to improve the position was agreed from up to end of March 2017 from November 2016.  This is likely to continue in some form with finance available from SGHD.  There has been no use of external providers since 1st April 2017.   An exercise is underway from June 2017  to seek proposals from services under particular pressure, e.g endoscopy ENT on how they could best use non-recurring funding from SG to improve access position
As services have been clearing backlog of patients, if patients are cancelled either by patient or by hospital, they remain on waiting list as already >than 12 weeks, as unavailability cannot be applied.

Performance target is for 12 weeks, therefore if late cancellation due to hospital reason i.e. bed pressures, urgent cases etc there is limited ability to re book within 12 week TTG date.

Lack of willingness to undertake waiting list initiatives in some specialties or within theatre teams.

Sickness absence/ vacancies in some specialties reducing ability to use all scheduled sessions.

The specialties driving the deterioration are Urology (reduced access to weekend capacity, consultant vacancy due to retiral and difficulties covering all IP lists at SJH and Roodlands) and Orthopaedics (Increase in demand being explored, high volume of elective cancellations due to bed pressures, and some cancellations due to theatre instrumentation issues).


	Outpatients

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:    

From 31 March 2010, no patient should wait longer than 12 weeks for a new outpatient appointment at a consultant-led clinic.  This includes referrals from all sources.  (The target is 95% with a stretch target of 100%).

	Responsible Director[s]:  Chief Officer: NHS Lothian Acute Services

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Moderate

May 17

Not Met

Deteriorating

Worse

Mar 17 (at month end)

95% (min)

19,773 (68.5%)

Jun 17

Management Information

Yes

Yes

JC



	Summary for Committee to note or agree

	Details of DCAQ work including efficiency improvements that we are undertaking are described below. Use of independent Sector has now ceased. The Modern Outpatient: - A Collaborative Approach 2017 – 2020’ has been launched by SG and its implementation is being progressed through the Outpatient Programme Board.  NHS Lothian Medical Director leads this programme.

	

	Recent Performance – Numbers beyond Standard

	Figure 1:  Patients waiting over 12 weeks for a new outpatient appointment – Lower Count is Better
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Table 1:  Patients waiting over 12 weeks for a new outpatient appointment – Lower Count is Better
Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

GASTROENTEROLOGY

1,845

2,087

2,327

2,596

3,112

3,686

3,999

4,360

4,296

4,159

3,875

3,419

3,496

3,745

3,882

TRAUMA AND ORTHOPAEDIC SURGERY

2,201

2,255

2,321

2,660

2,927

2,977

3,078

3,176

3,213

3,172

3,071

2,566

2,796

2,823

3,022

DERMATOLOGY

80

44

32

213

1,130

1,839

2,425

2,443

2,439

2,249

1,854

1,723

2,090

2,431

2,843

GENERAL SURGERY (EXCL VASCULAR)

1,684

2,064

2,042

2,116

2,196

2,438

2,671

2,773

2,757

2,830

2,891

2,527

2,742

2,799

2,759

EAR, NOSE & THROAT (ENT)

492

596

827

921

1,072

1,155

1,239

1,490

1,869

2,113

1,831

1,413

1,572

1,639

1,586

OPHTHALMOLOGY

189

224

216

342

350

356

346

354

534

752

782

651

960

1,239

1,360

UROLOGY

386

391

351

326

471

669

744

551

462

604

657

608

790

1,032

1,277

VASCULAR SURGERY

333

339

362

447

578

667

795

964

1,103

1,194

1,254

980

990

942

914

NEUROLOGY

79

184

240

294

263

304

290

303

293

228

219

192

234

256

351

NEUROSURGERY

42

60

72

118

142

127

140

148

164

183

206

215

266

261

279

OTHERS

929

1,160

1,345

1,678

1,927

2,047

2,163

2,018

2,081

1,532

1,327

1,193

1,375

1,532

1,500

TOTAL

8,260

9,404

10,135

11,711

14,168

16,265

17,890

18,580

19,211

19,016

17,967

15,487

17,311

18,699

19,773

Figure 2:  % of patients waiting 12 weeks or less for a new outpatient appointment – Higher % is Better
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Table 2:  % of patients waiting 12 weeks or less for a new outpatient appointment – Higher % is Better
Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17
% of patients waiting 12 weeks or less for a new outpatient appointment

84.0%

82.2%

81.5%

79.6%

75.8%

72.8%

70.6%

69.2%

67.6%

67.2%

68.4%

72.7%

70.7%

69.2%

68.5%
Table 3:  Outpatients List Size and Unavailability
 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17
Total List Size

51,574

52,886

54,777

57,280

58,481

59,696

60,854

60,339

59,377

57,907

56,911

56,796

59,076

60,675

62,726
Available

50,912

51,652

53,490

56,083

57,414

58,721

59,783

59,268

58,154

56,692

55,608

55,634

58,384

59,781

61,634
Unavailable

662

1,234

1,287

1,197

1,067

975

1,071

1,071

1,223

1,215

1,303

1,162

692

894

1,092
Percentage Unavailable

1.3%

2.3%

2.3%

2.1%

1.8%

1.6%

1.8%

1.8%

2.1%

2.1%

2.3%

2.0%

1.2%

1.5%

1.7%


	Timescale for Improvement

	 Following recent DCAQ work an out-patient trajectory has been developed until end March 2018.

	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Review of Acute Services’ available capacity and demand undertaken to inform our future capacity plans and financial planning process. This Demand, Capacity, Activity and Queue (DCAQ) exercise examined service performance against key performance indicators and identify scope for improvement with recommendations to specialties. 

Move from data collection and analysis to performance monitoring and improvement trajectories.

Cessation of independent sector capacity from April 2016, factored into DCAQ work 

Programme of further work around performance monitoring –quarterly review process in place. 

Improved performance against agreed efficiency targets, example reduced DNA rate.  It should also ensure that  there is consistency in clinicians job plans and clinic templates for maximum efficiency
Once implemented fully this will enable teams to identify improvement opportunities where capacity can be maximised.  The work to ensure all consultant clinic profiles are seeing the same number of patients will result in increase in clinic appointments in most specialities.
Further work on activity and capacity is being taken forward under the mantle of DfP (Delivering for Patients) the most recent set of quarterly reviews took place in June 17. Further meetings with individual service management teams are also in progress, to identify any additional support needs for the completion of DfP Review actions. This is a far reaching sustained piece of work that will be embedded in the management of the service.  Training and support for the service management teams to enable them to fully benefit from this exercise on an ongoing basis is being planned  for Autumn 2018
The Outpatient Modernisation programme aims to revise the model of service delivery to be more responsive, with less inappropriate visits to hospital, with patients signposted to the right clinician at the right time and in the right place to ensure that clinical time is spent wisely and effectively in both primary and secondary care. 


Progress following work streams;  

· Advice Only – Allows clinician to provide advice as an alternative to an outpatient appointment where appropriate and safe to do so. 

· Accommodation Matrix – ‘At a glance’ view of physical clinic space which is used by Outpatient Service Manager and Clinical Service Managers to identify available staffed clinic space and facilitate clinic reconfiguration without additional resource, thus increasing capacity for both new and review patients.  

· Return Patient List – Demand for return patients will be captured.  Allowing return patients to be seen at clinically appropriate times.  Capacity can be planned in advance; rescheduled return appointment through cancellation will decrease, protecting new patient slots.

· Template Harmonisation – process of reviewing clinic templates to ensure they reflect current practice and demand

· Review of the Refhelp service for GPs focusing on key specialties under significant pressure. GP and Specialist engagement in the review. 

· Detail on waits per specialty to be made available to GPs so they are aware of length of wait prior to referring.

· Engagement with ‘Leonardo’ to progress 100 day project on primary and secondary care collaboration on future role of outpatients.

· Clinical Board established to progress development of plan for ‘Consultant to Consultant’ referrals, establishing clear expectations for referral of patient to outpatients and review and progression of Refhelp.

· Develop business case for implementation of patient focussed booking.

Specific work streams have various local target dates but overall programme delivering by 2020.

· Advice only – to be established across acute services

· OP Matrix - Established on main hospital sites 

· Return waiting lists implemented within some areas with high return demand i.e. ENT, General Surgery, Ophthalmology, Arthroplasty and Vascular Surgery.

· Template Harmonisation is ongoing.

· Template with key specialty waits to be made available to GPs by end of December 2016. See Status column for an update on this.

· GP engagement sessions ongoing

· Engagement sessions with Practice Manager groups ongoing

Decrease in number of new outpatient appointments (better demand management).

Achieve upper quartile for the return: new ratio.

Decrease DNAs. 

Improve patient and referrer awareness of waits

Clear NHS Lothian strategy development for Outpatient services

Advice only clinics set up – able to triage letters and provide GP / patient with advice without attending the hospital.

 OP Matrix – identify clinic space & nursing during core times – reducing the need for WLI weekend / evening clinics 

Return waiting lists - able to manage return demand, – able to track patientt journey to ensure no patients are missed. Reported weekly at WT meetings.

Harmonisation – better patient / Dr experience – patient triage outcomes are aligned to the correct appointment slot – reducing the need for further visits 

Ref Help – providing GP with essential advice before referring pt to hospital – reduce unnecessary referrals / ensuring referrals are suitable for acute site 

Progressing each of these work streams through the outpatient operational group. 

Advice only in place in 17 specialties. Work ongoing to implement in other areas. 

Template Harmonisation in place for 7 specialties. This is running later than planned due to TRAK upgrade and staffing issues within Health Records. Further 8 specialties in progress.

Improved platform for RefHelp with enhanced navigation and search facilities now in process of being tested. Transition plan from current to new website being developed. Work is progressing well with the new RefHelp website, Sharing sessions with GPs commenced and being received positively. There is an ongoing technical challenge which will be addressed during 2017 when the roll out of IE11 is completed. New Ref Help requires IE11 to operate. A short term work-around is in place using Mozilla Firefox for those who require it. 

PRL implementation group for Ophthalmology now progressing implementation of planned review waiting lists, initially with 5 sub specialty queues.

New outpatient wait lengths are now available on Ref Help and are refreshed on a monthly basis.



	Comments

	Reasons for Current Performance

Demand greater than capacity.
Overall increase in demand of 2% but significant rises seen in General Surgery, Dermatology, Ophthalmology and Gastroenterology.

Return demand in some key specialties impacting on additional capacity- i.e. additional in house clinics required to manage return demand rather than new.

DCAQ exercise to identify any mismatch in outpatient demand and capacity and take actions to address this.

Implementing actions in line with National Programme of Outpatient Redesign.

Sickness absence/vacancies in some specialties. i.e. Dermatology, urology.

  Loss of Locums due to a change in taxation policy has directly impacted on Ophthalmology clinics.  A replacement is being sought__     


	Psychological Therapies 

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:
The Scottish Government has set a target for the NHS in Scotland to deliver a maximum wait of 18 weeks from a patient’s referral to treatment for Psychological Therapies from December 2014.  Following work on a tolerance level for Psychological Therapies waiting times and engagement with NHS Boards and other stakeholders, the Scottish Government has determined that the Psychological Therapies target should be delivered for at least 90% of patients.

	Responsible Director[s]:  Chief Officer - West Lothian IJB

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Significant
May 17
Not Met

Improving

Worse
Mar 17 (Mthly)
90% (min)

67.5%

Jun 17

Management Information

Yes

No
JF




	Summary for Committee to Note or Agree

	

	Recent Performance – Percentages against Standard

	Table 1:  Patients Seen for 1st Treatment – Higher % is Better 
Patients seen for 1st treatment (adjusted)
Service
Number seen
within 18 wks
over    18 wks
% within 18 wks
% over 18 wks
CAMHS 
2
1
1
50.0%
50.0%
cCBT
134
134
0
100.0%
0.0%
General Adult Services
242
69
173
28.5%
71.5%
Learning Disabilities
18
16
2
88.9%
11.1%
Older Adult Services
58
45
13
77.6%
22.4%
Psychotherapy
3
1
2
33.3%
66.7%
Specialist Service [Adult]
48
31
17
64.6%
35.4%
Clinical Health Psychology
161
129
32
80.1%
19.9%
Neuropsychology
77
63
14
81.8%
18.2%
GSH (3rd Sector)
39
39
0
100.0%
0.0%
Overall Performance
782
528
254
67.5%
32.5%
Figure 1:  Psychological Therapies:  % of Patients seen within 18 wks for 1st Treatment
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Table 2:  Patients Waiting at Month End
Patients waiting at month end (adjusted)
Service
Number waiting
within 18 wks
over   18 wks
% within 18 wks
% over 18 wks
CAMHS
25
7
18
28.0%
72.0%
cCBT
123
123
0
100.0%
0.0%
General Adult Services
2,787
1,806
981
64.8%
35.2%
Learning Disabilities
43
42
1
97.7%
2.3%
Older Adult Services
168
146
22
86.9%
13.1%
Psychotherapy
184
35
149
19.0%
81.0%
Specialist Services [Adult]
490
382
108
78.0%
22.0%
Clinical Health Psychology
630
506
124
80.3%
19.7%
Neuropsychology
109
99
10
90.8%
9.2%
GSH (3rd Sector)
94
89
5
94.7%
5.3%
Total waiting
4,653
3,235
1,418
69.5%
30.5%
Figure 2:  Psychological Therapies: Number of Patients waiting >18 wks at Month End by Month – Lower Count is Better
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Figure 3:  Referrals for Psychological Therapy (All Teams)
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Figure 4:  General Adult Services:  Number of patients seen for 1st Treatment – Higher Count is Better
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Figure 5:  General Adult Services:  Number of patients seen for 1st Treatment waiting >18 wks – Lower Count is Better
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Figure 6:  General Adult Services:  Number of patients waiting >18 wks at Month End – Lower Count is Better
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Figure 7:  General Adult Services:  Referrals for Psychological Therapies
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Figure 8:  Pareto – Patients Waiting >18 Weeks For Treatment Per Team – as at end Feb 17 - Lower Count is Better 
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	Timescale for Improvement

The revised trajectory will be set by the end of July – this was delayed due to agreement being reached on the allocation of the “Building Capacity funding.  


	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit 

Status

Updated Service Improvement plans for each service / team delivering psychological therapies.

Ongoing and reported and monitored via A12 Project Board.

Standardised reporting and monitoring and ability to escalate issues to Senior Management through the Project Board.

As per planned benefit.

Green

A single prioritised amendments / additions work-plan for TRAK with named analytical, data and system support staff from clinical services, e-health and planning. 

Completed and being monitored via A12 Project Board.

Transparency of progress; alignment of TRAK work; reporting of progress formally to the Project Board enabling escalation and resolution of issues. 

As per planned benefit.

Amber

Development of a single implementation plan for the introduction of Patient Focused Booking across all service delivering psychological therapies. 

Original date was May 2016.  Due to configuration issues now anticipated July 2016. Pilot started.

Reduction in DNA and CNA appointments and therefore reducing loss of capacity through non attended appointments. Improved compliance with waiting times rules related to reasonable offer, unavailability and clock resets.

Centralised service implemented at REH and booking for SW OPD.

Agreed process for utilizing TRAK PFB with Edinburgh PCMH & Edinburgh Psychology Services

Clinic Templates submitted to eHealth for PCMHTs & Psychology

Staff training booked for end Nov/ Beginning Dec 2016.

Amber

Development of a single implementation plan for the introduction of Text Reminder system across all service delivering psychological therapies.

Expected implementation: June 2016.

Delayed – anticipated delivery  September  2016 

Reduction in DNA and CNA appointments and therefore reducing loss of capacity through non attended appointments.

There continues to be a delay to the start of the pilot phase. The previous date was 31st August 2016. The delay is due to issues with the TRAK 2016 upgrade which has delayed all scheduled work. The services participating in the 1st test phase will be SE Edinburgh Psychology Service, West Lothian Psychological Therapies service, SMD Psychological Therapies Service. 

Amber

Agreement of norms per WTE for direct clinical contact (appointments) based on banding and role across teams delivering psychological Therapies.  Improved reporting of expected versus actual activity.

Completed

Increased number of total appointments available for psychological therapies.

Increase in new patient treatment appointments available each month 

Detailed under ‘Summary for Committee to Note’. 

Green 

Amendment of the Meridian work allocation tool within Psychological Therapies in Edinburgh only for job planning with nurses and AHP delivering formal Psychological Therapies within REAS.

1st March 2016  

Continue to maximise clinical capacity through forward planning of workload and ensuring appointments slots utilised.

Tool has been amended

Green 

Completion of updated DCAQ for all general adult services.  

Requires to be run again for each service.

Confirm the DCAQ for each service enabling monitoring of agreed capacity against demand and activity.

Green 

Completion of remaining DCAQ for all services / teams whose data is recorded and reported from TRAK.

Completed 

Confirm the DCAQ for each service enabling monitoring of agreed capacity against demand and activity.

. 

Agreed capacity for each team in March 2016. Delivery against capacity monitored on weekly basis

Amber

Introduction of Lothian-wide Group Programme funded by Mental Innovation funding. 

1 February 2016

Document and agree expected activity and monitor actual over monthly periods.

Group programme implemented, reducing numbers being treated on individual basis.  Training established for leads to maintain group programme after funding stopped.

Green 




	Comments

	Reasons for Current Performance

Incomplete data

A small number of specialists in patient services (Forensic services, Psychiatric Rehabilitation) delivering psychological therapies are still unable to report data due TRAK configuration, service configuration or extracts not being available from TRAK.

To mitigate - prioritised work-plan for TRAK and service / team improvement plans.

Reduced capacity: Adult Mental Health General Services ONLY

Revised DCAQ continues to highlight capacity issues for adult mental health services.  DCAQ has consistently demonstrated a capacity gap in General Adult Psychology Services and as at Feb 16 that gap was 13.1 WTE.  An additional 12 WTE are required to clear the queue of patients waiting. “Building Capacity” allocation has been agreed at 10.5 WTE Clinical staff for Adult mental Health General Services to be recruited on a permanent basis.  9.5 WTE Clinical Staff have been recruited to as of October 2016. 

The DCAQ QUEST tool was used to arrive at these figures. The services have been working closely with colleagues in HIS regarding use of the DCAQ tool. We agreed to highlight the following:

1. The tool has been designed to model different scenarios; exploring the impact of various service changes on DCAQ. For example: what might happen if sickness rate reduced by 10%? Data is displayed in bar charts that summarise a period of time

2. The tool uses averages to produce ball park figures for demand and capacity therefore the better the quality of the data inputted, the better the ball park figure will be. The outputs require use of judgement by the service to inform service improvement/ planning.

3. At the current time MHAIST feel the tool remains valid for the purposes intended in the above

1.0 WTE Band 8a is currently being recruited to for Psychodynamic Psychotherapy services to be fixed term for 18 months to address those who have waited the longest.

0.8 WTE Band 7 has been recruited to CFS service from these funds.

Increased demand

Increase in demand due to the increasing efficacy and awareness of the positive contribution of psychological therapies to improving patients’ outcomes.

To mitigate – 

Updated DCAQ for all services / teams. Reviewing the range of psychological therapies available and ensuring delivery of those with the most robust evidence bases are prioritised and matched to those who will most benefit. Review of the patients who are being offered treatment through employment of QI methodology in Adult Mental Health Psychology services. QI lead has been identified and working closely with MHAIST team.

Building Capacity funding will be target at those who have waited longest in adult mental health services.

QI project initiated in West Lothian to support service improvements and to reduce waiting times for psychological therapy.



	18 Weeks Referral to Treatment

	Healthcare Quality Domain:  Timely

	For reporting at August 2017 meetings

	Target/Standard:    

90% of planned/elective patients to commence treatment within 18 weeks of referral.

	Responsible Director[s]:   Chief Officer: NHS Lothian Acute Services

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Limited

Feb 17

Not Met
Improving
Worse
Mar 17

90% (min)

81.1%

Jun 17

Management Information

Yes

No

JC




	Summary for Committee to note or agree

	Use of independent sector ceased from April 1 2016, however funding has been agreed till March 17 to target and support those specialities with the longest waiting times; internal capacity remains unable to fully cover this previous activity which will impact on overall RTT performance.    Details of DCAQ work including efficiency improvements that we are undertaking are described in OP and IP/DC proformas. 



	

	Recent Performance – Percentages towards Standard

	Figure 1:  % of Patient Journeys within 18 Weeks – Higher % is Better

[image: image51]
Table 1:  Trend in 18 Week Performance and Measurement – Higher % is Better

 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Patient journeys within 18 weeks (%)

83.0%

82.9%

81.3%

83.6%

83.2%

81.0%

80.2%

79.9%

79.9%

79.2%

79.3%

79.1%

78.8%

81.0%

81.1%

Number of patient journeys within 18 weeks

13,157

13,067

13,303

11,213

13,080

11,498

11,307

12,485

10,409

11,030

10,578

12,279

9,935

12,539

11,942

Number of patient journeys over 18 weeks

2,688

2,703

3,061

2,197

2,632

2,691

2,785

3,146

2,614

2,888

2,763

3,252

2,674

2,935

2,784

Patient journeys that could be fully measured (%)

87.0%

87.0%

89.3%

87.3%

87.6%

87.0%

87.3%

87.2%

87.1%

87.0%

86.8%

86.5%

87.2%

86.8%

62.3%

Subscribe

	Timescale for Improvement

	None provided.

	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Pursue significant programmes of work to improve efficiency and reduce patient waits for IP and OP access: Theatre Improvement Programme; Demand and Capacity Programme, and Outpatient Redesign Programme.

DCAQ Phase1 was completed at the end of January 2016. 

Phase to monitoring of performance against key indicators commenced April 2016. 

We have now moved to regular performance meetings on an ongoing basis every quarter.  This involves  scrutiny of progress with the Clinical Service Managers against performance indicators, and monitoring of actual activity against baseline capacity

Outpatient programme – 2020.

Improved performance against agreed efficiency targets, example improved Day Case rate. 

Improved demand management.

Refer to IPDC TTG and OP proformas.

Progressing individual work-streams. Refer to IPDC TTG and OP proformas. 

Ensuring clinic outcome data is completed 

· Develop a monthly report that details by speciality and clinician clinic outcome completeness, supporting targeting improvement actions

First report was available in December 2016 and is now available on a monthly basis 

Clocks stop appropriately in line with clinical pathway.

Monthly monitoring of completeness data and impact of improvement actions




	Comments

	Reasons for Current Performance
Challenges within specific specialties as highlighted on the Outpatient and TTG proformas. 


	​Stroke Bundle

	Healthcare Quality Domain:   Timely

	For reporting at August 2017 meetings

	Target/Standard: This is a New Standard, implemented from 1st April 2016:
80% of all patients admitted to hospital with an initial diagnosis of stroke should receive the appropriate elements of the stroke care bundle.

Additional information
The key elements of the stroke care bundle are:-

1. Admission to the stroke unit on the day of admission, or the day following presentation at hospital;
2. Screening by a standardised assessment method to identify any difficulty swallowing safely due to low conscious level and/ or the presence of signs of dysphagia within 4 hours of arrival at hospital;
3. CT/ MRI imaging within 24 hours of admission; and 

4. Aspirin is given on the day of admission or the following day where haemorrhagic stroke has been excluded, or other contraindication, as specified in the national audit.

	Responsible Director[s]:  Chief Officer – NHS Lothian University Hospitals & Support Services

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Moderate

Nov 16

Not Met
Deteriorating

Not Applicable

Not Applicable

80% (min) 

65.6%
Apr 17

Scottish Stroke Care Audit (SSCA) database

Yes
Yes

JC



	Summary for Committee to note or agree 

	Overall no significant change across the bundle.  The main factors on achieving the stroke bundle are access to the stroke unit and swallow screening.  An improvement was noted in access to the stroke unit during 2016, however this is yet to be sustained.  

National data for 2016 performance was published on 11th July 2017.  This data shows Lothian’s bundle performance at 66%, compared to Scottish mean of 67% (based on initial diagnosis of stroke).  For those patients with a final diagnosis of stroke, there was a statistically significant improvement for access to the stroke unit at RIE (from 2015 to 2016) and Lothian’s swallow screen performance of 74% within four hours is above the Scottish mean of 72%.  Overall, Lothian’s bundle performance (for final diagnosis of stroke) was 58%, compared to Scottish mean of 61%. 


	Recent Performance – (based on initial diagnosis of stroke)

	Table 1:  Stroke Bundle Performance – Higher % is Better
(provisional data for management, and liable to change) 

Apr 15

May 15

Jun 15

Jul 15

Aug 15

Sep 15

Oct 15

Nov 15

Dec 15

Jan 16

Feb 16

Mar 16

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

Stroke Bundle Performance

67.0%

58.7%

57.7%

51.5%

64.7%

66.3%

79.0%

65.1%

65.0%

71.3%

66.1%

67.7%

57.1%

54.4%

72.0%

69.3%

72.7%

67.2%

64.3%

72.9%

61.7%

71.2%

72.5%

79.1%

65.6%

1. Access to stroke unit within one day of admission

74.7%

66.3%

66.3%

48.5%

68.8%

71.1%

83.0%

75.8%

67.1%

77.3%

65.0%

71.3%

72.3%

64.1%

83.3%

78.6%

83.6%

82.4%

68.8%

85.5%

68.9%

77.2%

80.6%

86.7%

71.1%

2. Swallow screen within four hours of admission

81.7%

83.3%

82.5%

80.4%

86.3%

90.4%

89.1%

82.9%

83.5%

86.9%

84.7%

87.9%

77.9%

75.0%

84.4%

82.4%

82.8%

78.5%

83.3%

80.2%

83.0%

87.2%

80.0%

91.7%

81.6%

3. Scanned within 24 hours of admission

95.4%

95.2%

95.9%

97.9%

94.1%

96.2%

97.5%

98.5%

95.2%

97.7%

97.6%

94.5%

96.2%

96.8%

93.6%

95.3%

98.3%

96.9%

94.4%

97.2%

98.6%

92.4%

98.0%

96.3%

96.8%

4. Aspirin within one day of admission

92.8%

90.9%

95.1%

87.7%

94.9%

92.1%

95.5%

93.8%

90.0%

93.3%

92.3%

81.7%

90.7%

93.4%

92.4%

92.2%

92.9%

90.5%

88.5%

87.7%

88.8%

91.5%

96.2%

92.0%

93.1%


Figure 1:  Stroke Bundle Performance – Higher % is Better
(provisional data for management, and liable to change)
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Figure 2:  Stroke Bundle Performance Numerator – No. of initial stroke patients receiving appropriate bundle of care1
[image: image53.emf]0

20

40

60

80

100

120

Apr 15 May 15 Jun 15 Jul 15

Aug 15 Sep 15

Oct 15 Nov 15

Dec 15

Jan 16 Feb 16 Mar 16 Apr 16 May 16 Jun 16 Jul 16

Aug 16 Sep 16

Oct 16 Nov 16

Dec 16

Jan 17 Feb 17 Mar 17 Apr 17

Number of initial stroke patients receiving appropriate bundle of care Baseline Median Extended Baseline Median


Figure 3:  Bundle Component 1 - Access to Stroke Unit within one day of admission – Higher % is Better
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Figure 4:  Bundle Component 1 Numerator – No. Admitted to Stroke Unit within one day of admission
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Figure 5:  Bundle Component 2 - Swallow screen within standard – Higher % is Better1
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Figure 6:  Bundle Component 2 Numerator – No. Swallow screened within standard1
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	Timescale for Improvement

	National target of 80% in place from April 2016. For the Winter period Jan – March 2017, a locally agreed reduction in the target (to 75%) was agreed; this reverts to 80% from April 2017.

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

Jul 17

Aug 17

Sep 17

Oct 17

Nov 17

Dec 17

Jan 18

Feb 18

Mar 18

Trajectory (local target)

80%

80%
80%
80%
80%
80%
80%
80%
80%
75% 

75% 

75% 

80%

80%
80%
80%
80%
80%
80%
80%
80%
80%
80%
80%


	Actions Planned and Outcome
	
	
	
	


	Action
	Due By
	Planned Benefit
	Actual Benefit
	Status

	Using triage system to identify those who need more intensive stroke-specific rehabilitation in the stroke unit (Category 3 and 4 patients). Developing prioritisation system to deliver appropriately targeted rehabilitation.

	August 2017 
	Decrease LOS through increased intensity of rehabilitation for targeted patients to prepare for earlier discharge.

	Shortened LOS and faster realisation of inpatient potential recovery.
	Continue to fast track suitable pts to community rehab.  Currently looking at those who need intensive stroke-specific rehab in the stroke unit and whether the resources are there to achieve this.
Working with Lothian Analytical Services to improve automatic data generation. 

	Redesign of the stroke unit at WGH, from two MOE/Stroke wards to a single stroke ward.

	Sept 2017
	Increase clarity to patient flow across NHS Lothian, while meeting required capacity.  Better develop nursing staff stroke specific skills.
	
	Proposal approved by Partnership Forum and Workforce Organisational Change Group.  Staff consultation now completed, and anticipated new unit (ward 50) in operation from August 2017.

	Trak prompt for swallow screen access – to be introduced for use in SJH and WGH from mid June.

	June 2017 
	Prompt swallow screen and fewer occasions where lost paperwork means a fail for this standard.
	
	SJH and WGH teams using ‘slash prompts’.  A QI project will audit in October 2017.

	Inpatient reports will be generated from the ICD 10 coding of stroke patients. 

a. Patients requiring outreach team review

b. Patients accepted by stroke and await a stroke bed

c. Patients boarded from the stroke unit


	July 2017 
	Stroke team will be able to identify all stroke patients on their site. 
	To be audited when BO reports are available
	Medical and nursing staff are actively coding patients.

Problems with coding script is now resolved, and reports circulated on RIE site – from early July.

	Rapid identification of stroke patients at WGH front door during weekends.


	July 2017 
	Early swallow screens and access to the stroke unit for stroke-specific care.  
	
	Stroke update re process and bundles presented to GIM (general internal medicine) team 7/7/17.

	Outreach service at WGH is delivered within ward nurse staffing establishment by senior band 5s and above.
	Completed
	Increased capacity to identify and take care of more patients at an earlier stage.
	To be determined. Audit of calls from ARU to Outreach underway.

	Confirmation awaited from WGH team regarding improved capacity. COMPLETED: ACTION CLOSED JANUARY 2017.

	Determine best approach to identify stroke patients early on admission and alert stroke liaison nurse to them. 

Business Object (BO) report being developed by TRAK team to alert stroke unit (via blackberry) when patient with stroke symptoms is clerked in at front door (RIE).  


	Operational from mid November 2016. 

Has become part of normal work practice at RIE.
	Early identification of stroke patients 
	This has provided patients with improved outcomes from early diagnosis.
	Automated TRAK report sent hourly to stroke liaison nurse - to identify when a patient with stroke symptoms attends front door at RIE.  Those identified with stroke on admission are being seen promptly.

COMPLETED, ACTION CLOSED FEBRUARY 2017.

	Refocus on the role of the stroke bundle nurse at St John’s, training of staff in swallow screening and completion of written documentation. 
	End of December 2016
	Prompt identification of stroke patients and appropriate pathway in place. 
	Anticipated that this will provide patients with improved outcomes from early diagnosis.
	Daily named nurse in ED and AMU now established.

COMPLETED, ACTION CLOSED FEBRUARY 2017.

	Details of all stroke patients not in ISU are escalated to the service manager/site & capacity at SJH – to source a stroke bed. 


	May 2017 
	Early admission to the stroke unit and stroke-specific care.
	Weekly breach reports show 100% compliance since mid June.
	Site and capacity and management kept informed of patients and able to support flow/ sourcing a bed.
COMPLETED: ACTION CLOSED JULY 2017.


	Comments 

	Reasons for Current Performance 

High demand on stroke unit beds across all sites.  The new automated TRAK report at RIE is alerting outreach team to patients who arrive with stroke symptoms so they can be treated promptly.  However there are still some delays in identifying patients at front door as ‘stroke’ which puts additional pressures to swallow screen within four hours. 
Based on April data, four of the 24 access breaches required HDU care at WGH, and 15 were either admitted to a stroke unit or discharged by day 3.  Twelve of the 23 swallow breaches had their screen done within 8 hours.  There are fewer occasions where it was not documented, and it’s hoped that the Trak prompt (at SJH and WGH in the first instance) will help this further. 




	Delayed Discharges – East Lothian Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Effective

	For reporting at August 2017 meetings

	Target/Standard:  To minimise delayed discharges over 3 days, pending national clarity.

	Responsible Director[s]:  Chief Officer and Joint Directors

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

To be reviewed

To be reviewed

Not Met
Deteriorating
Worse
May  17

0 (max)

213
(>3 days, excl. Code 9s
 & 100s
)
Jun 17

Trak

Yes

Yes

DS

East Lothian IJB Performance

11 (5.2% of NHS Lothian Performance)


	Summary for Committee to note or agree

	· East Lothian’s performance had been steadily improving from a peak of 43 delayed discharges in 2014, reducing to between 15 to 25 at each monthly census until spring 2016.  From then until August 2016 the number increased, in part due to new reporting rules, but mainly due to suspension of admissions to a large local care home and capacity problems with care at home providers.    Since August 2016 the hospital delayed discharge numbers have steadily reduced, even allowing for an expected seasonal surge in December 2016 and January 2017.  
· The increased use of Hospital at Home- which avoids hospital admissions and all the associated dangers of some individuals then becoming a delayed discharge. The hospital team has been increased by 20%, and prevents hospital admission many of which would become a delay 4-6 weeks after admission.
· Whilst continued support by EL H&SCP of the Living Wage – contributes to having a stabilising effect on the workforce within home care sector providers, this remains a relatively unattractive career prospect.      

· Led by the Head of Older People and Access/Chief Nurse weekly session are held with relevant partnership staff, to finding solutions for all patients/clients   with a delayed discharge, be they in hospital, waiting in step down units, interim placement, as well as our complex and reprovisioning delays (the code 9’s and 100’s) - the session is focused on actions and outcomes.

· Further improving the effectiveness and responsiveness of the Emergency Care Service, ELSIE (East Lothian Service for Integrated Care for the Elderly). 

· Increased experience  with in the ‘discharge hub’ at Roodlands Hospital, that enables NHS Lothian and Adult Wellbeing to manage discharges, and monitor care home vacancies both with and increasingly out with the county. 

· East Lothian has had one complex coded patient in the month of June  17 –but  zero  reprovisioning   delays.  

· The ELHSCP step down capacity  has come down to 24 beds from the 27 beds  over the winter period  – temporarily the step down unit continues to be  provided at Liberton Hospital – whilst East Lothian Community Hospital is under construction.   

· East Lothian validated number for standard delayed discharges at June  2017  census was11  against a trajectory target of 14 . This performance saw the Partnership continue on its return to its improving downward  trajectory after the poor results in April.  



	Recent Performance – Delayed Discharges

	Table 1:  Census Return Data - Total Delayed Discharges (incl. delayed discharges <=3 days, >3days, and Code 9s; excl. Code 100s) – Lower Count is Better

 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

City of Edinburgh

 

 

 

198

192

201

225

198

203

228

222

192

215

201

187

East Lothian

 

 

 

40

61

60

41

26

47

41

25

16

29

11

11

Midlothian

 

 

 

24

27

34

21

22

22

16

18

30

34

38

37

West Lothian

 

 

 

40

38

38

36

41

26

51

49

42

47

36

36

Total Delayed Discharges (incl. Code 9s, excl. Code 100s)

220

227

262

308

323

335

326

287

299

336

317

281

326

287

274

Figure 1:  Census Return Data - Total Delayed Discharges (incl. Code 9s, excl. Code 100s) – Lower Count is Better
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Figure 2:  Census Return Data - Delayed Discharges >3 Days for NHS Lothian and East Lothian IJB (excl. Code 9s & 100s) – Pre & Post-Definition Change– Lower Count is Better  
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Table 2:  Census Return Data - Delayed Discharges – New Methodology – Lower Count is Better
Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

<=3 days (excl. Code 9s and 100s)

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

20

26

23

32

28

15

28

38

14

43

36

35

East Lothian

2

11

14

9

4

11

12

1

1

12

1

0

Midlothian

2

8

4

5

7

1

4

2

6

8

5

13

West Lothian

4

10

6

8

10

6

11

18

9

16

14

12

Total incl. Other Local Authority Areas

29

55

47

55

49

33

55

61

30

80

56

61

>3 days (excl. Code 9s and 100s)

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

153

144

155

168

148

170

188

171

162

140

132

152

East Lothian

35

47

44

31

21

35

28

24

15

17

8

11

Midlothian

15

13

25

12

13

17

9

10

20

22

29

24

West Lothian

33

23

23

23

26

17

36

24

27

24

16

24

Total incl. Other Local Authority Areas

241

232

249

236

208

240

261

230

225

204

186

213

Code 9s

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

25

22

23

25

22

18

12

13

16

32

33

25

East Lothian

3

3

2

1

1

1

1

0

0

0

2

1

Midlothian

7

6

5

4

2

4

3

6

4

4

4

8

West Lothian

3

5

9

5

5

3

4

7

6

7

6

6

Total incl. Other Local Authority Areas

38

36

39

35

30

26

20

26

26

44

45

40

Code 100s

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

23

23

27

23

25

27

26

21

22

19

17

16

East Lothian

3

5

4

2

2

1

2

2

1

1

0

0

Midlothian

4

3

3

5

5

4

3

3

4

5

5

4

West Lothian

4

6

6

5

5

6

6

6

7

6

6

7

Total incl. Other Local Authority Areas

34

37

40

35

37

38

37

32

34

31

28

27



	Timescale for Improvement – East Lothian IJB

	A trajectory had been proposed by East Lothian that covers all delayed discharges—those that are part of the monthly census and those that are excluded from the census, and is set out below: - whilst a trajectory has not been required to be agreed with SGHD, the numbers below are a suggested trajectory for East Lothian.

At June  2017, there were 12 delays in total at the census point 00.01Hrs on the last Thursday of the month  –made up of 11 standard delays   1 complex delay and zero reprovisioning  delays, against a target of  20. 
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	Actions Planned and Outcome – East Lothian IJB

	Action

Due By

Planned Benefit

Actual Benefit

Status

East Lothian has funded additional capacity in Hospital to Home using delayed discharge fund. 

Completed

Reductions in delayed discharge.

East Lothian planning for implementation of living wage in home care

October 2016 

Increase attractiveness of career in care and improve retention of staff.

Total numbers of delays have fallen to 42 on EDISON on 28/10/16

Implemented

East Lothian planning to invest c £1m of social care fund in purchasing additional capacity in care at home following introduction of living wage. Innovative procurement methods will be used to secure blocks of activity for people delayed in hospital.

October 2016

Increase capacity of care at home

To be determined 

Achieved, purchasing budgets increased as planned.

Investment in ELSIE through Integrated Care Fund to provide 24/7 cover to prevent hospital admission.

tbc

Avoid admission and support rapid discharge

To be determined

Being planned

Retendering of current care at home framework

April 2017

Improve capacity of providers in tandem with Living Wage implementation.

Done. Level of total unmet hours has fallen from peak of 1800 to 1300 per week at the end of June 17. (Only 1/3 of this number relates to delayed discharges)
Implemented 

Introduction of second additional team in hospital to home service

October 2016

More care hours – 4 more complex packages

4 packages

Implemented

Introduction of third additional team in hospital to home service

November 2016

More care hours – 4 more complex packages 

4 packages

Implemented

Introduction of  fourth  additional team in hospital to home service

March/April 2017 

More care hours – 4 more complex packages 

4 packages

Implemented

Maintain support to Musselburgh care homes  by  care home nursing support team

ongoing

Care homes maintain ability to manage  clients who may have be referred  to hospital 

N/A

Implemented

Consider bringing unused NHS or Council capacity into use. 

tbc

Up to 10 residential care home places (but only 1 waiting at present – so not value for money)

N/A

Keep  under consideration



	Comments – East Lothian IJB

	Reasons for Current Performance 
The key issue over the last year and still is the capacity of care at home providers to meet demand, and this is certainly Lothian wide and indeed country wide.   The actions above are mostly aimed at addressing this factor.   We continue to run 5  nurse  hospital  to home teams to support patient flow  through  the hospital system and enable  some of the more complex home care packages to be discharged .


	Delayed Discharges – Edinburgh Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Effective

	For reporting at August 2017 meetings

	Target/Standard:  To minimise delayed discharges over 3 days, pending national clarity.

	Responsible Director[s]:  Chief Officer and Joint Directors

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

To be reviewed

To be reviewed

Not Met
Deteriorating
Worse

May 17

0 (max)

213
(>3 days, excl. Code 9s
 & 100s
)
Jun 17

Trak

Yes

Yes

RMG

Edinburgh IJB Performance

152 (71.4% of NHS Lothian Performance)




	Summary for Committee to note or agree

	· A new trajectory for the reduction of delayed discharge for the Edinburgh Partnership have been agreed with the objective of achieving a target of 50 by the end of December 2017. 

· A comprehensive programme of actions to address delayed discharge for Edinburgh residents was undertaken during 2016-17, overseen by the Flow Programme Board, which meets monthly.  Progress was reviewed at the Board’s March 2017 meeting, where it was agreed that the focus of the programme would be reset to address a small set of priorities. The agreed priorities were agreed at the Flow Board on 30/5/17 and are: ensuring the care at home contract is delivering as well as possible, improving patient flow and telecare/telehealth.

· Weekly meetings with locality managers to scrutinise performance and improve flow in relation to delayed discharge are ongoing. Ensuring effective use of the Moving On policy, where people ware waiting for a care home place, is a current priority.

· A new hospital to home service contract has now began targeting delays that current capacity cannot accommodate. 

	

	Recent Performance – Delayed Discharges

	Table 1:  Census Return Data - Total Delayed Discharges (incl. delayed discharges <=3 days, >3days, and Code 9s; excl. Code 100s) – Lower Count is Better


 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

City of Edinburgh

 

 

 

198

192

201

225

198

203

228

222

192

215

201

187

East Lothian

 

 

 

40

61

60

41

26

47

41

25

16

29

11

11

Midlothian

 

 

 

24

27

34

21

22

22

16

18

30

34

38

37

West Lothian

 

 

 

40

38

38

36

41

26

51

49

42

47

36

36

Total Delayed Discharges (incl. Code 9s, excl. Code 100s)

220

227

262

308

323

335

326

287

299

336

317

281

326

287

274

Figure 1:  Census Return Data - Total Delayed Discharges (incl. Code 9s, excl. Code 100s) – Lower Count is Better
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Figure 2:  Census Return Data - Delayed Discharges >3 Days for NHS Lothian and City of Edinburgh IJB (excl. Code 9s & 100s) – Pre & Post-Definition Change – Lower Count is Better
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Table 2:  Census Return Data - Delayed Discharges – New Methodology – Lower Count is Better


Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

<=3 days (excl. Code 9s and 100s)

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

20

26

23

32

28

15

28

38

14

43

36

35

East Lothian

2

11

14

9

4

11

12

1

1

12

1

0

Midlothian

2

8

4

5

7

1

4

2

6

8

5

13

West Lothian

4

10

6

8

10

6

11

18

9

16

14

12

Total incl. Other Local Authority Areas

29

55

47

55

49

33

55

61

30

80

56

61

>3 days (excl. Code 9s and 100s)

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

153

144

155

168

148

170

188

171

162

140

132

152

East Lothian

35

47

44

31

21

35

28

24

15

17

8

11

Midlothian

15

13

25

12

13

17

9

10

20

22

29

24

West Lothian

33

23

23

23

26

17

36

24

27

24

16

24

Total incl. Other Local Authority Areas

241

232

249

236

208

240

261

230

225

204

186

213

Code 9s

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

25

22

23

25

22

18

12

13

16

32

33

25

East Lothian

3

3

2

1

1

1

1

0

0

0

2

1

Midlothian

7

6

5

4

2

4

3

6

4

4

4

8

West Lothian

3

5

9

5

5

3

4

7

6

7

6

6

Total incl. Other Local Authority Areas

38

36

39

35

30

26

20

26

26

44

45

40

Code 100s

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

23

23

27

23

25

27

26

21

22

19

17

16

East Lothian

3

5

4

2

2

1

2

2

1

1

0

0

Midlothian

4

3

3

5

5

4

3

3

4

5

5

4

West Lothian

4

6

6

5

5

6

6

6

7

6

6

7

Total incl. Other Local Authority Areas

34

37

40

35

37

38

37

32

34

31

28

27



	Timescale for Improvement – Edinburgh IJB

	A trajectory for the period to May 2016 was agreed with SGHD for the Edinburgh partnership, and set out below:-
Reportable Delays excluding x codes
>2 weeks (derived from all reportable delays excluding x codes)

>4 weeks (derived from all reportable delays excluding x codes)

All targets
Jan 16

Feb 16

Mar 16

Apr 16

May 16

Jan 16

Feb 16

Mar 16

Apr 16

May 16

Jan 16

Feb 16

Mar 16

Apr 16

May 16

From

June 16
118

100

80

55

50

64

46

26

1

0

36

33

15

0

0

TBD


	Actions Planned and Outcome – Edinburgh IJB

	Action

Due By

Planned Benefit

Actual Benefit

Status

Maximise delivery under the care at home contract and carry out an options appraisal of alternative ways of delivery
Dec 2017

Reductions in delayed discharge for people waiting for support at home/Care Homes
Specification of priority work streams is underway.  
Optimising flow through the system: 

i. Realising the benefits of the MATTs

ii. Optimising processes within acute services

iii. Discharge to assess

Dec 2017

Reduce admissions to hospital and reduce delays in discharge.
Priority workstreams include; 

Maximise capacity through the Care at Home Contract and review operations through an analysis of current operations against the contract.  Complete DCAQ 4 for Domiciliary Care, Intermediate Care and Care Homes to inform new ways of working and capacity requirements for all unmet need and demography shift.

Optimising flow through the hospital system and discharge from hospital.

To better utilise Technology enabled care.  Implementation of Frailty Board to oversea development of Frailty Pathway for service users within Edinburgh.
Develop and implement the whole system flow reporting tool
Ongoing

Improved understanding of activity and pressures across the whole system; identification of areas for improvement activity
The phased implementation of the Tableau dashboard is expected to begin later in July, following a period of testing to be arranged. 

In-depth analysis of hospital OT assessments is beginning.  
 Technology enabled care
Dec 2017
Reduce admissions to hospital and reduce delays in discharge

Specification of priority work streams is underway As Above.


	Comments – Edinburgh IJB

The number of reportable delays in Edinburgh increased from 183 in April to 168 (excluding complex cases i.e. code 9s).  However, the proportion of delays which were three days or less at the census date decreased slightly from 23% to 21%.
The main reasons for delay continue to be waiting for domiciliary care (56 people) and waiting for a care home place (64, including 10 people aged under 65 years and 18 who need a specialist dementia bed).  



	Reasons for Current Performance

Ensuring sufficient capacity and arranging care to be in place quickly continue to be the main challenges. Recruitment to care posts continues to be problematic.  




	Delayed Discharges – Midlothian Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Effective

	For reporting at August 2017 meetings

	Target/Standard:  To minimise delayed discharges over 3 days, pending national clarity.

	Responsible Director[s]:  Chief Officer and Joint Directors

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

To be reviewed

To be reviewed

Not Met
Deteriorating
Worse

May 17

0 (max)

213
(>3 days, excl. Code 9s
 & 100s
)
Jun 17

Trak

Yes

Yes

EM

Midlothian IJB Performance 

24 (11.3% of NHS Lothian Performance)



	Summary for Committee to note or agree

	· The performance within Midlothian remains off-target and there has been an increase on the previous month however, there are signs that this position will improve over the coming weeks as a result of further actions as set out further in the report.
· Progress has been made in transferring care at home staff over to Midlothian Council, which will create more capacity within the West of the county, where the main pressures remain.
· One of the bigger care at home providers in has seen improved grades from the Care Inspectorate and are no longer being managed under Large Scale Investigation protocols.
· There is now only 1 care home within Midlothian being managed through local scale investigation protocols – a previous care home under LSI has improved significantly and are now taking admissions on a phased basis, with patients already identified to move to a permanent place.
· A senior manager has been identified to take a lead role in discharge co-ordination ensuring the most effective use of resources within Midlothian to support timely discharge
· The ongoing work to support early discharge from acute settings to Midlothian Community Hospital continues to result in a reduction in the number of patients delayed in the RIE and WGH.

	Recent Performance – Delayed Discharges

	Table 1:  Census Return Data - Total Delayed Discharges (incl. delayed discharges <=3 days, >3days, and Code 9s; excl. Code 100s) – Lower Count is Better


 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

City of Edinburgh

 

 

 

198

192

201

225

198

203

228

222

192

215

201

187

East Lothian

 

 

 

40

61

60

41

26

47

41

25

16

29

11

11

Midlothian

 

 

 

24

27

34

21

22

22

16

18

30

34

38

37

West Lothian

 

 

 

40

38

38

36

41

26

51

49

42

47

36

36

Total Delayed Discharges (incl. Code 9s, excl. Code 100s)

220

227

262

308

323

335

326

287

299

336

317

281

326

287

274

Figure 1:  Census Return Data - Total Delayed Discharges (incl. Code 9s, excl. Code 100s) – Lower Count is Better  
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Figure 2:  Census Return Data - Delayed Discharges >3 Days for NHS Lothian and Midlothian IJB (excl. Code 9s & 100s) – Pre & Post-Definition Change– Lower Count is Better  
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Table 2:  Census Return Data - Delayed Discharges – New Methodology – Lower Count is Better
Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

<=3 days (excl. Code 9s and 100s)

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

20

26

23

32

28

15

28

38

14

43

36

35

East Lothian

2

11

14

9

4

11

12

1

1

12

1

0

Midlothian

2

8

4

5

7

1

4

2

6

8

5

13

West Lothian

4

10

6

8

10

6

11

18

9

16

14

12

Total incl. Other Local Authority Areas

29

55

47

55

49

33

55

61

30

80

56

61

>3 days (excl. Code 9s and 100s)

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

153

144

155

168

148

170

188

171

162

140

132

152

East Lothian

35

47

44

31

21

35

28

24

15

17

8

11

Midlothian

15

13

25

12

13

17

9

10

20

22

29

24

West Lothian

33

23

23

23

26

17

36

24

27

24

16

24

Total incl. Other Local Authority Areas

241

232

249

236

208

240

261

230

225

204

186

213

Code 9s

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

25

22

23

25

22

18

12

13

16

32

33

25

East Lothian

3

3

2

1

1

1

1

0

0

0

2

1

Midlothian

7

6

5

4

2

4

3

6

4

4

4

8

West Lothian

3

5

9

5

5

3

4

7

6

7

6

6

Total incl. Other Local Authority Areas

38

36

39

35

30

26

20

26

26

44

45

40

Code 100s

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

23

23

27

23

25

27

26

21

22

19

17

16

East Lothian

3

5

4

2

2

1

2

2

1

1

0

0

Midlothian

4

3

3

5

5

4

3

3

4

5

5

4

West Lothian

4

6

6

5

5

6

6

6

7

6

6

7

Total incl. Other Local Authority Areas

34

37

40

35

37

38

37

32

34

31

28

27




	Timescale for Improvement – Midlothian IJB

	The target for Midlothian has now been revised to reflect the ongoing pressures within care at home services and challenges in achieving discharge within agreed timescales. The current performance in Midlothian is outwith the revised trajectory but there are actions underway to address this trend.
May 2017
June 2017
July 2017
Aug 2017
Sept 2017
Oct 2017
Nov 2017
Dec 2017
Jan 2018
Feb 2018
March 2018
April 2018
May 2018
10
10
12
12
12
10
10
10
10
10
10
10
10


	Actions Planned and Outcome – Midlothian IJB

	Action

Due By

Planned Benefit

Actual Benefit

Status

Action Plan developed and being implemented to address under-performance by Care at Home provider

31 July 2016

Increase in care packages

No benefit delivered with existing provider

The actions have not yielded any benefits as the Provider is not able to take on further packages of care. The Provider has now handed back the service contract.

Increased capacity within Hospital Inreach Team to support improved discharge across acute and community sites

31 Aug 2016

Reduced length of stay and delays

Additional support for team to increase discharges

Member of staff has now been appointed and is supporting patient discharges

Appointment of 10 additional Care Support Workers within the Complex Care Team to increase capacity

30 Sept 2016

Additional 10 packages of care for complex discharges

To be monitored through Reablement systems (CRM2000)

Interviews completed and HR checks now being completed – only 5 workers appointed so further recruitment now underway.

Development of dementia and complex care beds within Partnership run Care Home to support increased choice for LA funded service users

30 Sept 2016

Reduced length of stay and delays, particularly for dementia patients

To be determined through service management

New staffing model being implemented within the Care Home to reflect changed focus of care. Interviews currently underway for staff following service review and NHS Lothian nursing staff (2.6wte) have now been appointed and will take up post in October and November.

Increased medical input to MERRIT (Hospital at Home) with further 0.6 wte doctor

30 Sept 2016

Increase in the number of patients accepted in to the service

To be monitored through MERRIT reporting processes

GP with 6 sessions now in post and increased medical cover to 1.1wte doctors per week.

Agreement being reached with alternative provider to consider options for delivering care at home service 

30 Sept 2016

Stability within the service and planned increase in care packages

To be monitored through weekly contract management

Agreement reached with Carr Gomm to take on the Service from 6 November and to work towards developing a new model of care through a Public Social Partnership by April 2017.

Expansion of MERRIT (Hospital at Home) Service to enable growth in beds on virtual ward by 50% (10 to 15 beds)

31 Oct 2016

Increase in admission avoidance and more supported discharge

To be monitored through MERRIT reporting processes

Advanced Practitioner Physiotherapist will take up post on 6 February

Agreement to recruit additional nursing staff within MERRIT to support the expansion noted above.

31 Dec 2016

Increase in admission avoidance and more supported discharge

To be monitored through MERRIT reporting processes

Posts now being advertised – still ongoing

Appointment of staff to review care packages to identify additional capacity within the system

31 Dec 2016

Increased capacity through review process

To be monitored through Resource Panel

Staff now in place and actively reviewing care packages – additional capacity now being identified within the system.

Implementation of a 4 week pilot to divert all possible nursing home admissions to the Flow Centre and then to MERRIT to prevent admission to hospital

31 Dec 2016

Reduce admissions from Care Homes

Being monitored through the pilot

There has been a continual reduction in admissions from Care Homes

Increased use of Midlothian Community Hospital to support patient moves to downstream beds and relieving some of the pressures on acute sites

1 Nov 2016

Reduced number of patients delayed on acute sites

Significant reduction in patients who are delayed at RIE and WGH

This remains an effective model for reducing delays on acute sites and will be continued in 2017

Review of in-house service provision to increase capacity within Reablement through more effective use of the Complex Care service

15 Jan 2017

Increased capacity within homecare

33 service users moved to complex care

An additional 206 hours has been moved to the complex care service, releasing additional capacity within Reablement

Additional management support being provided to external Care at Home provider to address concerns over service delivery

Feb 2017

Sustainable position for Care at Home provider

Early indication suggests some improvements in the service

Management input will continue over the coming weeks and months

Work underway to transfer care at home service that is now due to end on 31 March 2017 to ensure continuity of care for clients

Mar 2017

Reduce the impact of service withdrawal

Smooth transfer of service to Midlothian Council

Transfer now complete – this resulted in some staff leaving, so further recruitment is now underway

Management support being provided to external Care at Home service to bring stability and improvements in service delivery

April 2017

Improve quality of service and create additional capacity

There is now stability within the service

No further disruption to service and provider able to take on additional clients

Recruitment campaign for additional staff over the summer months is underway, targeting local universities and colleges

May 2017

Increase short-term capacity over summer

Being monitored by the Reablement Service

Recruitment process well underway and interviews due to take place over the coming weeks

Overall review of care at home services now nearing completion – this will create blueprint for future planning and delivery of services

May 2017

Sustainable future delivery of care at home services

To be determined

Initial review document produced and consultation and engagement process now underway with key stakeholders.

Tender published on Procurement website for new Framework Agreement in Midlothian to deliver care at home

June 2017

Increase capacity within care at home sector

Procurement process now underway

Will be reviewed through tendering process

Identification of senior manager to lead on discharge co-ordination across Midlothian

July 2017
Reduction in delays through improved decision making
Initial impact suggests increased number of patients discharged
Will be monitored weekly and reviewed at the end of July to determine full impact
Transfer of staff from external service to Midlothian Council terms and conditions

Aug 2017

Increased capacity through realignment of working hours

Modelling suggests an increase in capacity of 20%

HR processes now underway to transfer staff to Midlothian Council

Support from acute Clinical Nurse Manager to implement new post-acute rehab pathway in Edenview Ward

July 2017

Improved flow between RIE and MCH and earlier discharge for patients

Work due to get underway in late July

Initial meeting between CNM and Edenview Ward – further work still to be progressed



	Comments – Midlothian IJB

	Reasons for Current Performance

The current performance continues to reflect the position in Midlothian due to the challenges in care at home and was compounded by 3 care homes being under Large Scale Investigation and as such, closed to admissions. The restrictions on 2 of these care homes have now been lifted and there is evidence of patients now being discharged to these settings. There is close working with external providers to increase their capacity to support transfer of patients from the Reablement Service, supported by a weekly review of all rota’s to determine whether there is scope for the transfer of clients on a geographical basis. The respite beds within Highbank and Midlothian Community Hospital have been temporarily converted in to normal beds to increase capacity.


	Delayed Discharges – West Lothian Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Effective

	For reporting at August 2017 meetings

	Target/Standard:  To minimise delayed discharges over 3 days, pending national clarity.

	Responsible Director[s]:  Chief Officer and Joint Directors

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

To be reviewed

To be reviewed

Not Met
Deteriorating
Worse

May 17

0 (max)

213
(>3 days, excl. Code 9s
 & 100s
)
Jun 17

Trak

Yes

Yes

JF

West Lothian IJB Performance
24 (11.3% of NHS Lothian Performance)




	Summary for Committee to note or agree

	· Target to reduce delayed discharge level is based on scheduled investments and anticipated benefits.  
· A comprehensive programme of actions to address delayed discharge is incorporated within the West Lothian Frailty Programme which is focussed on improvements across the whole system of Health and Social Care.  The Frailty Programme Board continues to monitor the programme and identify priorities for further work. 
· Care at Home Contract provision continues to be augmented with hospital to home/ community nursing teams to facilitate discharge and provide interim care until POC established. Review of contract underway with providers
· Standard delays over 3 days at 16 which is improvement on previous month (24). Situation is still very variable 

· We are continuing to review all delayed discharge cases to track the key issues and are addressing these within our unscheduled care plans

· Regular meetings continue to progress work plan and monitor performance.

	

	Recent Performance – Delayed Discharges

	Table 1:  Census Return Data - Total Delayed Discharges (incl. delayed discharges <=3 days, >3days, and Code 9s; excl. Code 100s) – Lower Count is Better



 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

City of Edinburgh

 

 

 

198

192

201

225

198

203

228

222

192

215

201

187

East Lothian

 

 

 

40

61

60

41

26

47

41

25

16

29

11

11

Midlothian

 

 

 

24

27

34

21

22

22

16

18

30

34

38

37

West Lothian

 

 

 

40

38

38

36

41

26

51

49

42

47

36

36

Total Delayed Discharges (incl. Code 9s, excl. Code 100s)

220

227

262

308

323

335

326

287

299

336

317

281

326

287

274

Figure 1:  Census Return Data - Total Delayed Discharges (incl. Code 9s, excl. Code 100s) – Lower Count is Better
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Figure 2:  Census Return Data - Delayed Discharges >3 Days for NHS Lothian and West Lothian IJB (excl. Code 9s & 100s) – Pre & Post-Definition Change– Lower Count is Better  
 SHAPE  \* MERGEFORMAT 



Table 2:  Census Return Data - Delayed Discharges – New Methodology – Lower Count is Better


Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

Jun 17

<=3 days (excl. Code 9s and 100s)

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

20

26

23

32

28

15

28

38

14

43

36

35

East Lothian

2

11

14

9

4

11

12

1

1

12

1

0

Midlothian

2

8

4

5

7

1

4

2

6

8

5

13

West Lothian

4

10

6

8

10

6

11

18

9

16

14

12

Total incl. Other Local Authority Areas

29

55

47

55

49

33

55

61

30

80

56

61

>3 days (excl. Code 9s and 100s)

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

153

144

155

168

148

170

188

171

162

140

132

152

East Lothian

35

47

44

31

21

35

28

24

15

17

8

11

Midlothian

15

13

25

12

13

17

9

10

20

22

29

24

West Lothian

33

23

23

23

26

17

36

24

27

24

16

24

Total incl. Other Local Authority Areas

241

232

249

236

208

240

261

230

225

204

186

213

Code 9s

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

25

22

23

25

22

18

12

13

16

32

33

25

East Lothian

3

3

2

1

1

1

1

0

0

0

2

1

Midlothian

7

6

5

4

2

4

3

6

4

4

4

8

West Lothian

3

5

9

5

5

3

4

7

6

7

6

6

Total incl. Other Local Authority Areas

38

36

39

35

30

26

20

26

26

44

45

40

Code 100s

 

 

 

 

 

 

 

 

 

 

 

 

City of Edinburgh

23

23

27

23

25

27

26

21

22

19

17

16

East Lothian

3

5

4

2

2

1

2

2

1

1

0

0

Midlothian

4

3

3

5

5

4

3

3

4

5

5

4

West Lothian

4

6

6

5

5

6

6

6

7

6

6

7

Total incl. Other Local Authority Areas

34

37

40

35

37

38

37

32

34

31

28

27



	Timescale for Improvement – West Lothian IJB

	An official trajectory for West Lothian has not been agreed with the SGHD. 

Improvement plan and trajectory agreed locally and performance monitored on a weekly basis

	Actions Planned and Outcome – West Lothian IJB

	Action

Due By

Planned Benefit

Actual Benefit

Status

Established Frailty Programme with following aims 
· To design a whole system model of care for frail elderly adults that meet overall IJB strategic priorities

· To reduce hospital admission and re-admission and minimise delayed discharge

· To contribute to the financial efficiencies of the IJB

· To identify areas of skills development to support the new model of care.
Ongoing

Reduction in emergency admission

Reduction in delayed discharge.

Frailty programme work streams reviewed and priorities identified  

Delayed discharge clearly identified within the work stream 

Additional work stream on Intermediate Care commenced 

Transformation Change Programme implemented for delivery over 2 year period

Frailty Hub at implementation stage and will go live over summer months
Green

Embedding of Care at Home contract: 

Performance management of providers to meet terms of contract
Ongoing
Increase capacity of Care at Home provision

Reduction in delayed discharge
Care at home contract under review with some providers still failing to meet terms
Amber
Further development and expansion of REACT
ongoing
Reduction in emergency admission

Reduction in delayed discharge
REACT providing acute care at home, good evidence of success in reducing admission and high level of patient and carer satisfaction.

 Development plan in progress to extend provision 
Amber
Comprehensive needs assessment is in progress which will inform the IJB Commissioning Plan for Older People

Sept 2016

complete

Clear identification of needs for older population

Needs Assessment will inform  priorities for IJB and Commissioning Plan

Priorities identified  within Strategic Plan

Green 

Review application of Moving On Policies to ensure consistent with Lothian and Government Guidance

August 2017
Patient moved to right destination 1st time

Awareness sessions  with MDT

Interim care home beds not being used to full capacity
Formal moving on process being implemented in cases of dispute
Amber



	Comments – West Lothian IJB

	Reasons for Current Performance 

Main issue continue to be poor responsiveness of Care at Home providers with majority of delays waiting on POC.  

Local improvement actions implemented to focus on the care at home contract; MDT approach with earlier referral to social work in rehab specialties, consistent application of moving on policies and ensuring interim care home facility is being utilised to full capacity.


	Staff Sickness Absence

	Healthcare Quality Domain:  Person Centred

	For reporting at August 2017 meetings

	Target/Standard:  4% Staff Hours or Less Lost to Sickness

	Responsible Director[s]:   Director of Human Resources and Organisational Development

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Moderate

May 17

Not Met

Deteriorating  

Better

2016/17
4% (max)

5.08%

May 17

Scottish Workforce Information Standard System (SWISS) - Management Information.
Yes

Yes
JB



	Summary for Committee to note or agree

	· Performance remains slightly below standard but has decreased by 0.04% in month.


	Recent Performance – % against Standard

	Figure 1:  NHS Lothian Staff Sickness Absence (% Staff Hours Lost) - Lower % is Better


[image: image67]
Table 1:  NHS Lothian Staff Sickness Absence (% Staff Hours Lost) - Lower % is Better

 

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

Dec 16

Jan 17

Feb 17

Mar 17

Apr 17

May 17

NHS Lothian

4.57%

4.54%

4.51%

4.50%

4.87%

4.86%

4.97%

5.20%

5.30%

5.45%

4.78%

5.10%

4.39%

5.08%

Table 2:  NHS Lothian Staff Sickness Absence (% Staff Hours Lost) - Lower % is Better
 

2014/15

2015/16

2016/17

NHS Scotland

5.04%

5.16%

5.20%

NHS Lothian

4.71%

5.02%

4.97%



	

	Timescale for Improvement

	A trajectory has not been agreed with SGHD.

	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Attendance Management Training Sessions continue to be held.

Ongoing

Master Classes have also been held to assist managers in dealing with difficult conversations at work in the context of staff absence.

-

Completed

Targeted support has been put in place for absence hotspots i.e. Nursing Bands 1-5 and A&C Bands 1-4.

 Ongoing

Absence Review Panels have taken place to review how absence cases are being handled and provide further advice and guidance.

-

Completed

An Absence Dashboard available to all managers has been set up to facilitate effective performance monitoring.  

-

Completed

As part of the Efficiency and Productivity Group a sickness absence project has been set up to focus on what could be put in place to assist with an improvement in absence levels.  This will initially be focussed on the RIE but any successful improvements will be rolled out across NHS Lothian.

Ongoing

An Internal Audit of Absence Management has recently taken place.  The overall summary was that there are appropriate controls in place to manage sickness absence within the organisation with only a few control issues to be addressed which have now been completed.
-
Completed
A paper was taken to the Staff Governance Committee and the Lothian Partnership Forum in January 2017, and agreement reached that a Health and Wellbeing Strategy should be developed over the next 6 months to focus on trying to prevent absence by addressing the health and wellbeing of staff.  A Health and Well Being Stakeholders event was held on 21st April with 35 participants and representation from most sites and job families.  This is in the follow up phase and a draft Strategy paper is due in June.   Clear themes came through from the event and it is likely 17/18 will be about building on what we do and changing our conversation.  In parallel with that we will assess the business case for other initiatives for 18/19.
June 2017
A paper was also taken to the Staff Governance Committee at the end of March 2017 and the Committee agreed moderate assurance, based on the information that was presented to the Committee in January 2017, that systems and processes were in place to support the management of staff absence and assist with achieving the 4% target.  A further paper was taken to the Staff Governance Committee at the end of May 2017 and moderate assurance was again confirmed that there are adequate systems and processes in place to manage absence.  

One of the key work streams for 17 /18 absence management is to enable managers to set local absence reduction targets. The HRIS Manager has developed 3 new Tableau Dashboards enable the managers to ward / team level to set their own target reduction and to see the associated cost reduction that would achieve.  These are now live and available for use.


	Comments

	Reasons for Current Performance
We continue to be challenged in achieving the 4% standard with the added dimension of an aging workforce.  The HR function will continue to provide a range of technical support and governance frameworks to support the management of sickness absence, but ultimately it is the line managers who will need to ensure that they manage absence appropriately in their areas for the required reduction in absence to the 4% level to be achieved.  Outlined above are some of the actions that are being undertaken to support managers currently with this task.  


	Smoking Cessation

	Healthcare Quality Domain:  Equitable

	For reporting at August 2017 meetings

	Target/Standard:   NHS Boards to sustain and embed successful smoking quits, at 12 weeks post quit, in the 40% SIMD areas (60% in island areas).  

	Responsible Director[s]:  Director of Public Health and Health Policy

	Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated Since Last Month?

Narrative Updated Since Last Month?

Lead Director

To be reviewed (was 'Met' at time of mtg)

To be reviewed (was 'Met' at time of mtg)

Not Met

Deteriorating

Better

2015/16
1,469 quits for 2016-17
20% i.e. 404 quits (min) – to be achieved this quarter;
50% of each quarters’ target to be achieved by Pharmacy & Non-Pharmacy respectively:-
203

Oct - Dec 16

National Smoking Cessation database
No

Yes

AKM

a. Non-Pharmacy & Prisons – 202 (50% of overall quarter Q1 target) 

162

b. Pharmacy – 202 (50% of overall quarter Q1 target)

41



	Summary for Committee to note or agree

	· The target for Q3 2016-17 is 404 (147 for PCR Pharmacies and for ‘Non-Pharmacy and Prisons’ respectively).



	

	Recent Performance – Numbers Achieved towards Standard

	Table 1:  Successful Quits in 40% most deprived areas for NHS Lothian for financial years 2015-16 & 2016-17 (For Quit Dates per Rolling 3 Months) - Higher is Better
Quit Dates

Jun 14

Sep 14

Dec 14

Mar 15

Jun 15

Sep 15

Dec 15

Mar 16

Jun 16

Sep 16

Dec 16

 

NHS Lothian Target (for financial year quarters) (min)
442

441

441

441

293

293

293

293

367

294

404

404

NHS Lothian Total - Overall

251

244

276

368

304

315

234

314

221

239

203

50% share of NHS Lothian Target (for financial year quarters) – for PCR Pharmacies; and for Non-Pharmacy & Prisons, respectively (min)
221

221

221

221

147

147

147

147

184

147

202

202

NHS Lothian Total – Non-Pharmacy & Prisons only

224

189

195

229

210

229

155

193

158

175

162

NHS Lothian Total – PCR Pharmacies only

27

55

81

139

94

86

79

121

63

64

41

 

Figure 1:  Comparison of NHS Lothian Quarterly Smoking Cessation Outcomes Against Standards, excl. 50% Target Shares (HEAT for 2014/15, & LDP for 2015/16 & 2016/17
)  (Source:  Smoking Cessation Database for 2014/15 & ISD  for 2015/16) - Higher is Better
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Figure 2:  Comparison of NHS Lothian Quarterly Smoking Cessation Outcomes Against Standards, incl. 50% Target Shares (HEAT for 2014/15, & LDP for 2015/16 & 2016/17)  (Source:  Smoking Cessation Database for 2014/15 & ISD  for 2015/16) - Higher is Better
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Figure 3:  NHS Lothian Quarterly Smoking Cessation Outcomes for Non-Pharmacy & Prisons (HEAT for 2014/15, & LDP for 2015/16 & 2016/17)  (Source:  Smoking Cessation Database for 2014/15 & ISD  for 2015/16) - Higher is Better
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Figure 4:  NHS Lothian Quarterly Smoking Cessation Outcomes for PCR-Pharmacies (HEAT for 2014/15, & LDP for 2015/16 & 2016/17)  (Source:  Smoking Cessation Database for 2014/15 & ISD  for 2015/16) - Higher is Better
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	Timescale for Improvement

	
A trajectory has been agreed with SGHD and set out below (or please provide alternative information, if a trajectory has not been agreed):-
Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure



	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

The core NHS service is entirely funded from a Scottish Government allocation. The service remains in the process of significant redesign to meet reductions in budget including a reduction in the Scottish Government allocation. As a consequence there has been disruption to staffing levels.  


	Comments

	Reasons for Current Performance

The reduction in funding was coupled by a significant increase in the target which was introduced without discussion.
Mitigating Actions

A new service manager took up post In December 2016 to take forward further improvements and will help optimise the outcomes the service can achieve against reduced funding.
 Please note the most recent data are from December 2016.

New Service Manager and Consultant in Pharmaceutical Public Health established Smokefree Lothian Working Group, agreed to target low performing Pharmacies and review training and resources, including administrative support from Smokefree staff.  Discussions about a future shared care model 17/18.  It should also be noted that NHS Lothian performance regarding distribution of quit attempts between Pharmacy & Non Pharmacy is significantly different from similar size health boards who aim for 70% Pharmacy and 30% non pharmacy. In Lothian the Specialist Services contribute significantly more quits than in other areas.  NHS Lothian has been moving towards 50% Pharmacy and 50% non pharmacy.  Although pharmacies see a larger number of clients, they have relatively lower percentage quit rates than specialist cessation services, Pharmacies in Lothian report 11% NHS Lothian, compared to 17% average at a national level.  

It has been agreed that Smokefree Lothian will deliver Health Behaviour Change Training to organisations providing Money Management support.  This will help raise awareness of Smokefree Lothian and support the development of referral pathways into specialist services.

Service Manager and Pharmaceutical Public Health Consultant attended the Local Joint Formulary and discussed the role of specialist services in supporting NRT & Verenicline prescribing in Pharmacies across NHS Lothian.  It was agreed that Pharmacy prescribing of NRT & Verenicline be in partnership with specialist services to enhance a more positive quit outcome and should be added to the Formulary. This proposal is subject to ratification by the Joint Formulary Committee.

Local performance monitoring systems developed across specialist cessation services with each Team Leader responsible for monitoring weekly service reports to help with effective planning and improve performance.
We continue to see a decline in the Pharmacy Performance, as well as the above actions it has also now be agreed with Health Scotland ISD (Smoking Cessation) Team to provide more integrated data relating to the performance of individual Pharmacies with the goal to have a more targeted approach to improving their performance.

There has also been a decline in the non pharmacy services performance, but we anticipate an improvement during the third and fourth quarters of the 17/18 LDP.  The introduction of local performance monitoring systems has helped to explore changes in practice that would better meet the needs of local communities, refocusing service delivery with a stronger health inequalities focus.  Early changes have been the implementation of the rolling group model, stronger focus on neighbourhoods and vulnerable groups, changes in how we deliver the service over the 12 weeks and strengthening partnerships with key personnel and local organisations.  Workforce development has also been a priority with a review of all PDP’s ensuring training and development opportunities are available to support the above changes.  

The impending implementation of the Smokefree Grounds Legislation has resulted in improved communication between Senior Management and Smokefree Lothian across all acute sites.  Early actions have included reviewing of patient referral pathways to acute smoking cessation services, acute staff training, NRT prescribing processes and sharing of information between smoking cessation and acute staff.  



	Complaints

	Healthcare Quality Domain:  Person Centred

	For reporting at August 2017 meetings

	Target/Standard:  

· Stage 1 – 5 days;

· Stage 2 – 20 days

	Responsible Director[s]:  Nurse Director

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Stage 1: TBC

TBC

TBC

TBC

TBC
TBC

TBC

60.5%

May  17

DATIX

Yes

Yes

AMcM

Stage 2: TBC

TBC

TBC

TBC

TBC

TBC

TBC

70.5%
May 17

Yes

Yes

AMcM

The table below relates to the previous complaints legislation (until 31.03.17):-

Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

3-Day:  Moderate

Nov 16

Not Met

Improving

Worse
2015/16

100% (min)

90.0%

Mar  17

DATIX

No

Yes

AMcM

20-Day:  Moderate

Nov16

Not Met

Deteriorating

Worse

2015/16

80% (min)

68.0%
Mar 17

No

Yes

AMcM



	Summary for Committee to note or agree

	· New Complaints Handling Procedure implemented in April 2017. Previous data can no longer be comparable.

· There is no nationally agreed target for complaints. 

· The data is reviewed (extracted from DATIX) on a monthly basis it is anticipated that the previous month’s performance may be amended for accuracy as required.

· The denominator (number of complaints received) will change every month.

· Complaints account for 63% of the team’s activity in May 2017. Other types of feedback include concerns, comments, enquiries and compliments.


	

	Recent Performance – Numbers against Target/Standard

	NHS Lothian Stage 1 Rate – Higher % is Better
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NHS Lothian Stage 2 Rate – Higher % is Better
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	Timescale for Improvement

	A trajectory has been agreed with SGHD and set out below:-
Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

Date

 Measure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure

Figure




	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Reviewed targets with Executive Director. In the absence of national targets, targets have been set for 100% of complaints to be acknowledged within 3 days. 80% of complaints to be responded to within 20 working days. 

Completed

Agree trajectory with LPNF- improved compliance with 20 working day response target

 Improving

Amber

Appoint to vacant posts.

Completed

Improved performance to meet targets

 Improving 

Non-Executive appointed as Board Champion for complaints & feedback.

Completed 

Champion the process and organisational focus around improving our performance in handling but also learning from complaints and other forms of feedback. Working group established and meets monthly chaired by the non executive champion. 

 Organisational Focus 

 Green 

An improvement plan has been developed for all aspects of Scottish Public Services Ombudsman activity which will be discussed and agreed by the Patient Safety Action Group in t, Healthcare Governance Committee and the Board.

April 2017

Continued improved performance, reduction of premature contacts with SPSO, shared learning/ implementation of changes across the organisation. 

Amber 

Appoint to vacant 2 WTE post

Completed

Improve team performance to meet targets

Green



	Comments

	Reasons for Current Performance
The new Complaints Handling Procedure was implemented in April 2017. As part of the wider implementation of the new CHP across the organisation a staff survey has been developed to ask clinical teams what support / local structures they will need to have in place to deliver this new CHP. The results will be shared at the Healthcare Governance Committee, Feedback & Improvement Working Group and the Complaints Improvement Project Board. The implementation of the new model is being overseen by a Complaints Improvement Project Board that is chaired by the Executive Nurse Director and is supported by the Productivity and Efficiency Team. This work also includes a communication strategy and we have been seeking feedback on a new delivery model.
Moderate assurance was given by the Healthcare Governance Committee at the July 2017 meeting.
The Patient Experience Team saw an 8% increase in the telephone calls into the department 528 calls in April from the previous month (487)

The testing for Stage 1 Early Resolution complaints continues to go well within HMP Addiewell and HMP Edinburgh. A further meeting is scheduled for 30 August 2017 with the Prison Health Care Team to explore the next stage of the testing phase. 

The testing of the investigation template continues in Womens services and the feedback to date has been positive, providing focus around the investigation process. This testing commenced within Children’s Services on 3 July 2017 and is still in its early stages.
Meeting with Lothian Medical Committee (LMC), Primary Care Contracts Team and Patient Experience Team and together have agreed a way forward to support the practices with the implementation of the new CHP.  




	Detect Cancer Early (DCE)

	Healthcare Quality Domain:  Person Centred

	For reporting at August 2017 meetings

	Target/Standard:
The DCE HEAT standard is for NHS Scotland to achieve a 25% improvement in the percentage of breast, colorectal and lung cancer cases (combined) diagnosed at stage 1.  This is to be achieved by the combined calendar years of 2014/2015 and is the equivalent of a national rate of stage 1 diagnosis for breast, colorectal and lung cancer (combined) of 29.0%.

	Responsible Director[s]:  Director of Public Health & Public Policy

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard

Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Significant

Nov 16

Not Met

Improving
Better
2015 & 2016 (Combined Calendar Years)

29% (min)

26.9%

2015 & 2016
ISD

Yes
Yes
AKM



	Summary for Committee to note or agree

	NHS Lothian’s performance over time against this target has been consistently above the All Scotland position and has followed a continued upwards trajectory in detection of stage 1 combined cases, as shown in the chart below. NHS Lothian has increased the percentage of breast, colorectal and lung cancers (combined) detected at stage 1 by 19.9% from the baseline years of 2010 & 2011 to the final reporting period of 2014 & 2015. Scotland as a whole saw an increase of 8.0% in the same period. In NHS Lothian over the 2014 & 2015 period 27.1% of breast, colorectal and lung cancers (combined) were detected at stage 1 compared with 25.1% for Scotland as a whole. NHS Lothian delivered the second highest percentage improvement of all the mainland Boards. However along with all other mainland Boards we fell short of the final targeted performance level of 29% of breast, colorectal and lung cancers (combined) being detected at stage 1.  We are currently planning the next phase of improvement work based learning to date.
We will not be in any position to update from a data perspective until July 2017 when ISD release national annual figures. Or from a funding perspective, until we hear from Scottish Government on the outcome from the Board’s cancer implementation submission – no date given for feedback from SG.

Bowel screening annual report for 2014-16 (covering KPIs for the complete pathway from uptake through to detection and staging of disease), submitted along with cancer plan (March 2017).  Performance against KPIs reviewed by national governance committee in October 2016.  No flags or actions recommended for NHS Lothian. 


	

	Recent Performance – Numbers Against LDP Target

	Figure 1:  Current Performance for NHS Scotland and NHS Lothian – Higher % is Better


[image: image74]
Published:  Source ISD Scotland

Table 1:  Current Performance for NHS Scotland and NHS Lothian – Higher % is Better

 

Combined Calendar Years

2010 & 2011 (Baseline Period)

2011 & 2012

2012 & 2013

2013 & 2014

2014 & 2015

2015 & 2016

NHS Scotland

23.3%

24.2%

24.6%

25.0%

25.3%

25.5%

NHS Lothian

22.7%

24.9%

25.8%

26.2%

27.1%

26.9%

Target (min)

29.0%

29.0%

29.0%

29.0%

29.0%

29.0%

                                                                                                                          
Published:  Source ISD Scotland

  Subscribe

	Timescale for Improvement

	A trajectory has been agreed with SGHD and set out below:-

Baseline Period (2010 & 2011) – Actual Figure

Reporting Period 4 (2014 & 2015) – Target Figure

NHS Scotland

23.2%

29.0%
NHS Lothian

22.6%

29.0%


	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

 Investment in the Lothian DCE programme in 2017/18

31/03/2018

 outcome awaited

 Stage 1 detection performance improvement, particularly via the cervical and bowel screening programmes.

 Ongoing



	Comments
NHS Lothian’s programme is aligned to the 5 DCE work streams; public awareness, informed decision making in screening, primary care detection and referral behaviour, increasing diagnostic capacity, data evaluation and outcomes. Key initiatives during 2017/18 include; Develop a Detect Cancer Early Team to focus on areas of inequality work and support sustainability of primary care initiatives. Bowel screening health assessments for men in vulnerable groups (mental Health, Substance misuse/Homeless/travellers/Learning and physical disability) non responders. Focus on informed consent, engagement, reducing and addressing barriers to increase participation. Cervical and Bowel screening work in General practice populations with high level of deprivation lowest screening uptake for both cervical and bowel screening. Action plans and test of change to demonstrate and support health behaviour change, reduce barriers and increase informed consent.

	Reasons for Current Performance
Mitigating Actions: Impact on colorectal performance across all Boards will be subject to the conclusion of the bowel screening QoF (March 2015).  Discussions remain ongoing with finance colleagues concerning budgets for 2016/17 - lack of funds is likely to compromise NHS Lothian’s future performance. 


	Dementia – East Lothian Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Person Centred

	For reporting at August 2017 meetings

	Target/Standard:  

1. To deliver expected rates of dementia diagnosis;
2. All people newly diagnosed with dementia will have a minimum of a year’s worth of post-diagnostic support coordinated by a link worker, including the building of a person-centred support plan.

	Responsible Director[s]:  Chief Officer and Joint Directors

	NHS Lothian Performance:-

	Committee Assurance Level
Date Assurance Level Assigned
Performance Against Target/Standard
Trend

Published NHS Lothian vs. Scotland
Date of Published NHS Lothian vs. Scotland
Target/Standard
Latest Performance
Reporting Date

Data Source
Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

To be reviewed
To be reviewed
TBC

Not Applicable
1. Worse

2. Worse

2014/15

TBC

1. 25.5%

2. 64.3%
2014/15

ISD

No
Yes
DS
East Lothian IJB Performance

1. Tbc

2. Tbc



	Summary for Committee to note or agree

	ISD have published data against the standard for the first time on 24th January 2017.  Data is reported at NHS Health Board level only against both elements of the standard (please see ‘Target/Standard’.  Performance against the Standard as a whole is also reported.  Please note that the data reflects diagnosis on the year 2014/15. 

	

	Recent Performance – % against Standard

	Table 1:  NHS Board performance against the LDP Standard for financial year 2014/15 – Higher Rate is Better

Part 1:-

Estimated Incidence of Dementia1
Number of People Referred to a PDS Service

% of New Diagnosed Incidences Referred to PDS

Part 2:-

Total Referred to PDS2
Delivered Successfully Against the Standard3
% of Standard Achieved

NHS Scotland

16,661

6,660

40.0%

 

6,624 

4,807 

72.6%

NHS Lothian

2,391

609

25.5%

 

603

388

64.3%

Table 2:  Rate of Referral to PDS in each month for those Diagnosed with Dementia - Source: ISD – Higher Rate is Better

 

Apr 15

May 15

Jun 15

Jul 15

Aug 15

Sep 15

Oct 15

Nov 15

Dec 15

Jan 16

Feb 16

Mar 16

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

NHS Lothian

7.1

7.9

9.6

8.3

8.2

8.9

11.2

11.1

10.8

10.2

10.6

12.4

11.2

10.6

11.0

8.1

9.9

7.5

8.4

9.1

East Lothian IJB

4.8

7.7

14.5

5.8

7.7

7.7

18.4

18.4

14.5

13.6

25.2

20.3

10.6

18.2

11.5

11.5

12.5

10.6

7.7

17.3

Edinburgh IJB

6.0

6.6

7.6

9.5

8.2

7.8

9.5

10.3

10.1

10.7

9.3

10.9

12.9

10.9

10.5

9.0

9.9

7.4

9.0

8.4

Midlothian IJB

14.0

14.0

21.0

12.8

11.7

12.8

12.8

18.7

17.5

5.8

11.7

16.3

4.6

9.3

11.6

5.8

12.7

6.9

9.3

11.6

West Lothian IJB

6.7

8.4

6.7

3.9

6.7

10.1

9.0

5.6

6.7

9.0

4.5

8.4

9.5

5.6

11.1

4.5

6.7

5.6

6.7

5.0

Figure 1:  Rates of Referral to PDS in each month for NHS Lothian and East Lothian IJB, for those Diagnosed with Dementia - Source: ISD – Higher Rate is Better
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	Timescale for Improvement – East Lothian Integrated Joint Board (IJB)

	
A trajectory has not been set due to the proposed changes in the methodology in relation to measuring expected prevalence of dementia.

	Actions Planned and Outcome – East Lothian Integrated Joint Board (IJB)

	Action

Due By

Planned Benefit

Actual Benefit

Status

Improve capture of PDS being delivered by secondary care mental health services through the development of a questionnaire on TRAK to capture required data for ISD submission.

Completed

Increase reported rate of referral for PDS.

The reported rate has decreased compared with the preceding month, with the rate for June 16 at 5.8.  Although the East Lothian rate has exceeded the Scottish average in many previous months, the June figure is below the Scottish and other Lothian rates.

Completed

Improve recording of diagnosis in TRAK.

· Procedures agreed and implemented with local teams

· Routine reports to feedback performance to teams in place 

Ongoing

Increased recording of all diagnoses to allow comparison of actual versus expected rates for diagnosis of dementia.

Initial Position for % of patients on older adult services caseloads (with at least 1 attended appointment with a consultant) who had a diagnosis of dementia recorded in TRAK in May 2015 was 21%.  Position reported in January 16 was 75%.

Will continue to monitor recording


Awaiting further guidance from ISD to develop reporting of diagnosis and referral rate by Partnership area.  (This was published on 24th Jan 2017).


July 2016

· Enable reporting of performance by IJB;

· Increase local ownership of performance and improvement planning.

Awaiting ISD guidance


Awaiting ISD guidance to inform boards of proposed changes regarding the methodology of anticipated rates for diagnosis of dementia.  (This was published on 24th Jan 2017).


TBC (ISD)

· Allow more accurate evaluation of performance against the standard at Board and partnership level.




	Comments – East Lothian Integrated Joint Board (IJB)

	Based on the most recently available data, East Lothian’s rate for referral for Post Diagnostic Support (PDS*) is below the Lothian rate and the rate in two of the three HSCPs. 

PDS referral rates still have a 4-month data lag as the February report only has figures available up to August 2016.  There also remains some dubiety about the accuracy of the most recently available month’s figure.  The East Lothian data is also subject to high variability, fluctuating month on month, as demonstrated in the data table and the accompanying chart.  

The data collected for ISD utilises the date of the dementia diagnosis as a proxy for the referral date and as such there is a lag time between the date of reporting and the actual “referrals” each month, so the numbers for any given month will increase as patients diagnosed are referred to the service in coming months. 

East Lothian IJB has agreed to double the capacity for PDS using the Integrated Care Fund and this will take effect from May 2017.  

Two Post Diagnostic Support officers have now been appointed and will come into full effect from 1st June 2017 –performance data will be updated from July 2017 

East Lothian looks forward to future performance reporting at IJB level providing extra detail such as:

· Number of people expected to be diagnosed (in time period)

· Number of people having been diagnosed with dementia (in time period)

· Number of people offered PDS (in time period).

Reasons for Current Performance

Improving recording of diagnosis remains a priority. 

*PDS service refers to the Alzheimer Scotland Support worker and other staff in East Lothian older adult services providing dementia post diagnostic support.


	Dementia – Edinburgh Integration Joint Board (IJB)

	Healthcare Quality Domain:  Person Centred

	For reporting at August 2017 meetings

	Target/Standard:  
1. To deliver expected rates of dementia diagnosis;
2. All people newly diagnosed with dementia will have a minimum of a year’s worth of post-diagnostic support coordinated by a link worker, including the building of a person-centred support plan.

	Responsible Director[s]:  Chief Officer and Joint Directors 

	NHS Lothian Performance:-

	Committee Assurance Level
Date Assurance Level Assigned
Performance Against Target/Standard
Trend

Published NHS Lothian vs. Scotland
Date of Published NHS Lothian vs. Scotland
Target/

Standard
Latest Performance
Reporting Date

Data Source
Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

To be reviewed

To be reviewed

TBC

Not Applicable

3. Worse

4. Worse

2014/15
TBC

3. 25.5% 

4. 64.3% 
2014/15
ISD
No
No
RMG
Edinburgh IJB Performance

3. Tbc

4. Tbc



	Summary for Committee to note or agree

	ISD have published data against the standard for the first time on 24th January 2017.  Data is reported at NHS Health Board level only against both elements of the standard (please see ‘Target/Standard’.  Performance against the Standard as a whole is also reported.  Please note that the data reflects diagnosis on the year 2014/15. To also note Lothian Health and Social Care Partnerships have questions about the published standard parameters given only 3 West of Scotland board areas were used to develop the performance standards
.

	

	Recent Performance – % against Standard

	Table 1:  NHS Board performance against the LDP Standard for financial year 2014/15 – Higher Rate is Better

Part 1:-

Estimated Incidence of Dementia1
Number of People Referred to a PDS Service

% of New Diagnosed Incidences Referred to PDS

Part 2:-

Total Referred to PDS2
Delivered Successfully Against the Standard3
% of Standard Achieved

NHS Scotland

16,661

6,660

40.0%

 

6,624 

4,807 

72.6%

NHS Lothian

2,391

609

25.5%

 

603

388

64.3%

Table 2:  Rate of Referral to PDS in each month for those Diagnosed with Dementia - Source: ISD – Higher Rate is Better



 

Apr 15

May 15

Jun 15

Jul 15

Aug 15

Sep 15

Oct 15

Nov 15

Dec 15

Jan 16

Feb 16

Mar 16

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

NHS Lothian

7.1

7.9

9.6

8.3

8.2

8.9

11.2

11.1

10.8

10.2

10.6

12.4

11.2

10.6

11.0

8.1

9.9

7.5

8.4

9.1

East Lothian IJB

4.8

7.7

14.5

5.8

7.7

7.7

18.4

18.4

14.5

13.6

25.2

20.3

10.6

18.2

11.5

11.5

12.5

10.6

7.7

17.3

Edinburgh IJB

6.0

6.6

7.6

9.5

8.2

7.8

9.5

10.3

10.1

10.7

9.3

10.9

12.9

10.9

10.5

9.0

9.9

7.4

9.0

8.4

Midlothian IJB

14.0

14.0

21.0

12.8

11.7

12.8

12.8

18.7

17.5

5.8

11.7

16.3

4.6

9.3

11.6

5.8

12.7

6.9

9.3

11.6

West Lothian IJB

6.7

8.4

6.7

3.9

6.7

10.1

9.0

5.6

6.7

9.0

4.5

8.4

9.5

5.6

11.1

4.5

6.7

5.6

6.7

5.0

Figure 1:  Rates of Referral to PDS in each month for NHS Lothian and Edinburgh IJB, for those Diagnosed with Dementia - Source: ISD – Higher Rate is Better
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	Timescale for Improvement – Edinburgh Integration Joint Board (IJB)

	A trajectory has not been set due to the proposed changes in the methodology in relation to measuring expected prevalence of dementia.

	Actions Planned and Outcome – Edinburgh Integration Joint Board (IJB)

	Action

Due By

Planned Benefit

Actual Benefit

Status

Improve capture of PDS being delivered by secondary care mental health services through the development of a questionnaire on TRAK to capture required data for ISD submission.

Completed

Increase reported rate of referral for PDS.

The reported rate has increased, fluctuating between 9 and 11 in the last year. 

Completed

Improve recording of diagnosis in TRAK.

· Procedures agreed and implemented with local teams

· Routine reports to feedback performance to teams in place 

Ongoing

Increased recording of all diagnosis to allow comparison of actual versus expected rates for diagnosis of dementia.

Initial position for % of patients on older adult services caseloads (with at least 1 attended appointment with a consultant) who had a diagnosis of dementia recorded in TRAK in May 2015 was 21%.  Position reported in January 16 was 75%.

Will continue to monitor recording.

Awaiting further guidance from ISD to develop reporting of diagnosis and referral rate by Partnership area.  (This was published on 24th Jan 2017).

TBC (ISD)

· Enable reporting of performance by IJB;

· Increase local ownership of performance and improvement planning.

Awaiting ISD guidance

Awaiting ISD guidance to inform boards of proposed changes regarding the methodology of anticipated rates for diagnosis of dementia.  (This was published on 24th Jan 2017).


TBC (ISD)

· Allow more accurate evaluation of performance against the standard at Board and partnership level.



	Comments – Edinburgh Integration Joint Board (IJB)

	

	Edinburgh Health and Social Care Partnership Strategic Plan Action 23A – improving support for people with dementia, identifies dementia post diagnostic support as a key area.

Data collected for ISD utilises the date of the dementia diagnosis as a proxy for the referral date rather than actual date referred for post diagnostic support. This causes the rate of referral data to fluctuate month on month. There is a data lag as the July 2017 report only has figures available up to November 2016.   

Post diagnostic support is mainly delivered through current contract with Alzheimer Scotland for the Edinburgh Post Diagnostic Support Service which includes a total of 6 WTE link workers based in the 4 Edinburgh localities. Funded through the Integrated Care Fund until 31 March 2018. The funding source of Integrated Care Fund not yet confirmed beyond March 2018. Escalated to the IJB Risk Register. Process underway to determine how this function can be delivered as a flexible resource, responsive to demand on a continued locality basis going forward.

Awaiting further ISD guidance to report on Edinburgh IJB rates and develop reporting on rates within 4 Edinburgh locality areas. It is anticipated future Edinburgh data measures should include:

· Expected number of people diagnosed

· Actual number of people diagnosed

· Number of people offered post diagnostic support

· People completing post diagnostic support as % of those offered

· Number of people waiting.

Reasons for Current Performance

Improving recording of diagnosis remains a priority. 

Published data in ISD (24.01.17) Dementia Post Diagnostic Support: NHS Board Performance 2014/15 is based on 2014/15 NHS Lothian Health Board level returns. Alzheimer Scotland Edinburgh Post Diagnostic Support Service started January 2014 and reached 300 capacity by October 2014. Alzheimer Scotland HEAT Target (now LDP target) reporting commenced August 2014 and Edinburgh NHSL community mental health teams’ HEAT/LDP Target reporting commenced October 2015. These factors have impacted on published yearly returns.


	Dementia – Midlothian Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Person Centred

	For reporting at August 2017 meetings

	Target/Standard:  
1. To deliver expected rates of dementia diagnosis;
2. All people newly diagnosed with dementia will have a minimum of a year’s worth of post-diagnostic support coordinated by a link worker, including the building of a person-centred support plan.

	Responsible Director[s]:  Chief Officer and Joint Directors

	NHS Lothian Performance:-

	Committee Assurance Level
Date Assurance Level Assigned
Performance Against Target/Standard
Trend

Published NHS Lothian vs. Scotland
Date of Published NHS Lothian vs. Scotland
Target/Standard
Latest Performance
Reporting Date

Data Source
Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

To be reviewed
To be reviewed
TBC

Not Applicable
5. Worse

6. Worse

2014/15

TBC

5. 25.5%

6. 64.3%

2014/15

ISD

No
Yes
EM

Midlothian IJB Performance

5. Tbc

6. Tbc



	Summary for Committee to note or agree

	ISD have published data against the standard for the first time on 24th January 2017.  Data is reported at NHS Health Board level only against both elements of the standard (please see ‘Target/Standard’.  Performance against the Standard as a whole is also reported.  Please note that the data reflects diagnosis on the year 2014/15.

	

	Recent Performance – % against Standard

	Table 1:  NHS Board performance against the LDP Standard for financial year 2014/15 – Higher Rate is Better

Part 1:-

Estimated Incidence of Dementia1
Number of People Referred to a PDS Service

% of New Diagnosed Incidences Referred to PDS

Part 2:-

Total Referred to PDS2
Delivered Successfully Against the Standard3
% of Standard Achieved

NHS Scotland

16,661

6,660

40.0%

 

6,624 

4,807 

72.6%

NHS Lothian

2,391

609

25.5%

 

603

388

64.3%

Table 2:  Rate of Referral to PDS in each month for those Diagnosed with Dementia - Source: ISD – Higher Rate is Better

 

Apr 15

May 15

Jun 15

Jul 15

Aug 15

Sep 15

Oct 15

Nov 15

Dec 15

Jan 16

Feb 16

Mar 16

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

NHS Lothian

7.1

7.9

9.6

8.3

8.2

8.9

11.2

11.1

10.8

10.2

10.6

12.4

11.2

10.6

11.0

8.1

9.9

7.5

8.4

9.1

East Lothian IJB

4.8

7.7

14.5

5.8

7.7

7.7

18.4

18.4

14.5

13.6

25.2

20.3

10.6

18.2

11.5

11.5

12.5

10.6

7.7

17.3

Edinburgh IJB

6.0

6.6

7.6

9.5

8.2

7.8

9.5

10.3

10.1

10.7

9.3

10.9

12.9

10.9

10.5

9.0

9.9

7.4

9.0

8.4

Midlothian IJB

14.0

14.0

21.0

12.8

11.7

12.8

12.8

18.7

17.5

5.8

11.7

16.3

4.6

9.3

11.6

5.8

12.7

6.9

9.3

11.6

West Lothian IJB

6.7

8.4

6.7

3.9

6.7

10.1

9.0

5.6

6.7

9.0

4.5

8.4
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Figure 1:  Rates of Referral to PDS in each month for NHS Lothian and Midlothian IJB, for those Diagnosed with Dementia - Source: ISD – Higher Rate is Better
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	Timescale for Improvement – Midlothian Integrated Joint Board (IJB)

	
A trajectory has not been set due to the proposed changes in the methodology in relation to measuring expected prevalence of dementia.

	Actions Planned and Outcome – Midlothian Integrated Joint Board (IJB)

	Action

Due By

Planned Benefit

Actual Benefit

Status

Improve capture of PDS being delivered by secondary care mental health services through the development of a questionnaire on TRAK to capture required data for ISD submission.

Completed

Increase reported rate of referral for PDS.

The reported rate has increased. For example our rate for August 15 was 0.7, following capture of additional data it is now 9.3 and our rate is comparable with the Scottish average across most months.

Completed

Improve recording of diagnosis in TRAK.

· Procedures agreed and implemented with local teams

· Routine reports to feedback performance to teams in place 

Ongoing

Increased recording of all diagnosis to allow comparison of actual versus expected rates for diagnosis of dementia.

Initial Position for % of patients on older adult services caseloads (with at least 1 attended appointment with a consultant) who had a diagnosis of dementia recorded in TRAK in May 2015 was 21%.  Position reported in January 16 was 75%.

Will continue to monitor recording


Awaiting further guidance from ISD to develop reporting of diagnosis and referral rate by Partnership area.  (This was published on 24th Jan 2017).


July 2016

· Enable reporting of performance by IJB;

· Increase local ownership of performance and improvement planning.

Awaiting ISD guidance


Awaiting ISD guidance to inform boards of proposed changes regarding the methodology of anticipated rates for diagnosis of dementia.  (This was published on 24th Jan 2017).

TBC (ISD)

· Allow more accurate evaluation of performance against the standard at Board and partnership level.




	Comments – Midlothian Integrated Joint Board (IJB)

	Reasons for Current Performance

A new pilot allocation meeting has been established to co-ordinate response to routine referrals and determine appropriate allocation, while further work is underway providing summary information to GPs to support referral pathway from primary care. Improved screening of urgent referrals is also under review including consideration of a dedicated triage tool. Bi-weekly ‘huddles’ are attended at Midlothian Community Hospital to share information and improve transition between hospital and community for planned admissions and discharges. The re-established Dementia Steering Group will help inform and steer recruitment process to fill Post Diagnostic Support vacancy. Aim is to develop an optimised model for delivery of PDS which complements existing provision and is responsive to local need. It is envisaged this will entail closer links between Link Worker pathway and Nurse-led Clinic, streamlining the PDS process and minimising waiting times. The development of a 3 year plan for the service is also a priority. The existing Team Leader finishes with the Dementia Service mid July. Plans have been agreed to support the team in the interim period while replacement team lead arrangements are finalised. The Duty Worker post has been extended for a further 3 months with a view to further extension if feasible. The Admin support assistant role continues to be beneficial and has been extended to enable review. Going forward Planning Officer support is available to assist the service, key tasks are addressing data integrity in respect of PDS reporting and shaping the model for future PDS provision in consultation with existing practitioners. 


	Dementia – West Lothian Integrated Joint Board (IJB)

	Healthcare Quality Domain:  Person Centred

	For reporting at August 2017 meetings

	Target/Standard:  
1. To deliver expected rates of dementia diagnosis;
2. All people newly diagnosed with dementia will have a minimum of a year’s worth of post-diagnostic support coordinated by a link worker, including the building of a person-centred support plan.

	Responsible Director[s]:  Chief Officer and Joint Directors

	NHS Lothian Performance:-

	Committee Assurance Level
Date Assurance Level Assigned
Performance Against Target/Standard
Trend

Published NHS Lothian vs. Scotland
Date of Published NHS Lothian vs. Scotland
Target/Standard
Latest Performance
Reporting Date

Data Source
Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

To be reviewed
To be reviewed
TBC

Not Applicable
7. Worse

8. Worse

2014/15

TBC

7. 25.5%

8. 64.3%
2014/15

ISD

No
Yes
JF

West Lothian IJB Performance

7. Tbc

8. Tbc



	Summary for Committee to note or agree

	ISD have published data against the standard for the first time on 24th January 2017.  Data is reported at NHS Health Board level only against both elements of the standard (please see ‘Target/Standard’.  Performance against the Standard as a whole is also reported.  Please note that the data reflects diagnosis on the year 2014/15.

	

	Recent Performance – % against Standard

	Table 1:  NHS Board performance against the LDP Standard for financial year 2014/15 – Higher Rate is Better

Part 1:-

Estimated Incidence of Dementia1
Number of People Referred to a PDS Service

% of New Diagnosed Incidences Referred to PDS

Part 2:-

Total Referred to PDS2
Delivered Successfully Against the Standard3
% of Standard Achieved

NHS Scotland

16,661

6,660

40.0%

 

6,624 

4,807 

72.6%

NHS Lothian

2,391

609

25.5%

 

603

388

64.3%

Table 2:  Rate of Referral to PDS in each month for those Diagnosed with Dementia - Source: ISD – Higher Rate is Better



 

Apr 15

May 15

Jun 15

Jul 15

Aug 15

Sep 15

Oct 15

Nov 15

Dec 15

Jan 16

Feb 16

Mar 16

Apr 16

May 16

Jun 16

Jul 16

Aug 16

Sep 16

Oct 16

Nov 16

NHS Lothian

7.1

7.9

9.6

8.3

8.2

8.9

11.2

11.1

10.8

10.2

10.6

12.4

11.2

10.6

11.0

8.1

9.9

7.5

8.4

9.1

East Lothian IJB

4.8

7.7

14.5

5.8

7.7

7.7

18.4

18.4

14.5

13.6

25.2

20.3

10.6

18.2

11.5

11.5

12.5

10.6

7.7

17.3

Edinburgh IJB

6.0

6.6

7.6

9.5

8.2

7.8

9.5

10.3

10.1

10.7

9.3

10.9

12.9

10.9

10.5

9.0

9.9

7.4

9.0

8.4

Midlothian IJB

14.0

14.0

21.0
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11.7

16.3

4.6
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Figure 1:  Rates of Referral to PDS in each month for NHS Lothian and West Lothian IJB, for those Diagnosed with Dementia - Source: ISD – Higher Rate is Better
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	Timescale for Improvement – West Lothian Integrated Joint Board (IJB)

	A trajectory has not been set due to the proposed changes in the methodology in relation to measuring expected prevalence of dementia.

	Actions Planned and Outcome – West Lothian Integrated Joint Board (IJB)

	Action

Due By

Planned Benefit

Actual Benefit

Status

Improve capture of PDS being delivered by secondary care mental health services through the development of a questionnaire on TRAK to capture required data for ISD submission.

Completed

Increase reported rate of referral for PDS.

The reported rate in West Lothian has fluctuated quite significantly since April 2015. This has led, in most recent months, to the West Lothian rate sitting below both the NHS Lothian rate and the national rate. 

West Lothian has recently decided to invest in PDS and enhance its provision. This is being undertaken in an attempt to meet increasing demand.

Completed

Improve recording of diagnosis in TRAK.

· Procedures agreed and implemented with local teams

· Routine reports to feedback performance to teams in place 

Ongoing

Increased recording of all diagnosis to allow comparison of actual versus expected rates for diagnosis of dementia.

Initial Position for % of patients on older adult services caseloads (with at least 1 attended appointment with a consultant) who had a diagnosis of dementia recorded in TRAK in May 2015 was 21%.  Position reported in January 16 was 75%.

Will continue to monitor recording


Awaiting further guidance from ISD to develop reporting of diagnosis and referral rate by Partnership area.  (This was published on 24th Jan 2017).


July 2016

· Enable reporting of performance by IJB;

· Increase local ownership of performance and improvement planning.

Awaiting ISD guidance


Awaiting ISD guidance to inform boards of proposed changes regarding the methodology of anticipated rates for diagnosis of dementia.  (This was published on 24th Jan 2017).


TBC (ISD)

· Allow more accurate evaluation of performance against the standard at Board and partnership level.




	Comments – West Lothian Integrated Joint Board (IJB)

	NHS Lothian’s rate for referral for Post diagnostic support has varied in comparison to the overall national rate. Within that West Lothian’s performance has fluctuated but, in the most recent month reported, has shown an improvement. West Lothian IJB – through its Frail Elderly Programme – has looked at the delivery of post diagnostic support in West Lothian, particularly the model of delivery with a view to reducing waiting times and improving transition. This work has concluded and will result in an increase in resourcing. Much of that resourcing will focus on ensuring that waiting times are reduced and not re-established. Currently, posts are being recruited to enhance the provision in West Lothian. Work is also underway to ensure relevant staff have the appropriate level of skills and training. Interview dates have been set for early July for some of the posts and the remainder of the posts are being graded. Discussions are also at an early stage regarding TUPE transfer in relation to one of the posts.
Reasons for Current Performance

Improving recording of diagnosis remains a priority. As outlined above, there is greater scrutiny on post diagnostic support at present with a view to ensuring the model of delivery is fit for purpose going forward.


	Patient Experience – Tell us Ten Things (TTT) Inpatient Survey (Question 10 – Overall Experience)

	Healthcare Quality Domain:  Person Centred

	For reporting at August 2017 meetings

	Target/Standard:  Score of 9.0 out of 10 for Question 10 (Overall Experience)

	Responsible Director[s]:  Executive Director:  Nurse Director

	NHS Lothian Performance:-

	Committee Assurance Level

Date Assurance Level Assigned

Performance Against Target/Standard


Trend

Published NHS Lothian vs. Scotland

Date of Published NHS Lothian vs. Scotland

Target/Standard

Latest Performance

Reporting Date

Data Source

Data Updated since Last Month?

Narrative Updated since Last Month?

Lead Director

Limited

Nov 16

Not Met
Improving

Not Applicable

Not Applicable

9.0/10 (min)

8.80
May 17

Tell Us Ten Things Database

Yes

Yes

AMcM




	Summary for Committee to note or agree

	To note.

	

	Recent Performance – Numbers against Standard

	
Figure 1:  NHS Lothian ‘Tell Us Ten Things’ Inpatient Survey Results – Higher Score is Better
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	Timescale for Improvement

	A trajectory has been agreed with SGHD and set out below:-   N/A

	Actions Planned and Outcome

	Action

Due By

Planned Benefit

Actual Benefit

Status

Work in partnership with IT analytical services to provide a data capture, analyse and reporting system that is fit for purpose and supported within NHS Lothian. This report will be available in Tableau.

January 2017

To provide a seamless and robust data capture and reporting mechanism to wards, hospital sites and the Board to enable improvements to patient care. This will allow staff to be able to access the report at the point of data entry therefore not reliant on the Patient Experience Team sending out reports electronically. 

IT analytical services continue to work on the development of a TTT dashboard on Tableau and a draft will be available the week beginning 20 March 2017.

All data (currently in draft format) for In-patient TTT can be accessed successfully on Tableau. Refreshed weekly.

Met

Executive Director of Nursing, Midwifery & AHPs leading on a collaborative of experienced Quality Improvement staff to improve and enhance patient experience regarding ‘noise at night’ based on feedback from TTT.

TBC

To improve and reduce noise at night therefore enhancing patient experience and wellbeing. Three wards are currently piloting additional actions they can take to reduce further noise at night. Feedback would be through direct patient feedback and TTT.

Review Sept 2017

Recruit volunteers to support clinical areas at the Western General Hospital to; promote the uptake of TTT questionnaires and support patients to complete when required. 

April 2017

To improve the TTT return response rate and enhance patient experience. To enhance patient inclusion.

Volunteer Services Manager at WGH is in the process of recruiting volunteers to support TTT. The recruiting process can take 8-10 weeks and therefore in the interim is engaging with existing volunteers to support the uptake and engagement with TTT. Volunteers supporting Wards 33, 50, 54, 55 and the Royal Victoria Building have agreed to support TTT.

Review Sept 

 2017

RHSC testing a modified version of the TTT questionnaire for children and younger people. This work will be taken forward once a resolution has been achieved for the TTT reporting mechanism as detail in the first action above.

April  2017

To implement a TTT questionnaire in children and young people’s setting. To obtain feedback and enhance the experience of children and younger people. This is now in place. 
Review Dec 

2017
Agreed with Director of Nursing Group an initial stretch target of 10% response return rate.

April 2016

To achieve a response return rate that provides a sample sufficient for quality improvement. This remains a challenge but have agreed a “blended approach” to experience feedback for reporting to HCG. 
 A sample size that gives sufficient feedback to make quality improvement changes.

Review Dec 2017
Deliver learning and education of patient experience to staffs at Corporate Induction, Continuing Professional Development for Health Care Support Workers, Nursing & Midwifery and Allied Health Professionals. 

August 2017

To improve understanding and engagement of the TTT questionnaire across multidisciplinary disciplines within the organisation demonstrating how this can impact on enhancing the patient experience. 

Review April 2017

One to one discussions with Senior Charge Nurses and small group working to improve engagement with TTT and carry out quality improvement small tests of change.

August 2017

Improved patient experience. 

Review June 2017

Midlothian to test TTT survey in community hospital setting once a solution has been reached for the TTT database. This is currently on hold until a resolution can be sought for the TTT reporting mechanism as detailed in the first action above.

TBC

To trial suitability of TTT survey in a care of the elderly/long term care setting to ensure the survey meets the needs of the patients.

Review August  2017

Recruit to vacant post for the Project Manager. The financial resource for the Project Officer post has been transferred to Clinical Documentation and Patient Information. 

TBC

To lead, implement and embed TTT within in-patient areas. Clear lines of responsibility for the data entry, analysis and reporting of TTT surveys and communicating with clinical management teams. 

Review March

 2017

Recruit to vacant post of Patient Experience Officer.

January 2017

To support clinical staff and teams improve the TTT questionnaire response return rates and carry out patient experience improvements. Improved engagement from clinical teams and through small tests of change enhance the patient experience.

The Patient Experience Officer is new to NHS Lothian and has been since 16th January 2017. Induction has been undertaken. It is at early stages to demonstrate actual benefit.

Met

Improved circulation of TTT ward, hospital site and local reports to ensure Associate Nurse Directors receive these.

June 2016

Better informed Clinical Management Teams to achieve the TTT measures and enhance patient experience.

Met

Review of response return rates to highlight areas where there is a no or poor returns.

June 2016

To support Clinical Management Teams in the uptake of TTT questionnaires and to share best practice across hospital sites. This is to ensure a sufficient sample size to carry out small tests of change to make improvements in order to enhance the patient experience. 

 Although this has been met it is a continuous process.

 Met

Discussions with Senior Charge Nurses / Clinical Nurse Managers to highlight return rates and consider local actions to improve responses. 

June 2016

To share best practice and carry out quality improvement actions to enhance patient experience.

Improvements within patient experience and examples include improving noise at night.

 Met

A submission has been made to the July HCG committee to align the measure to the national Person Centre Health & Care Programme (9/10).

Agreed

Met

Supplies of TTT questionnaires across all areas

June 2017

Seeking approved suppliers through procurement and reviewing volumes required

Impact regards increase in Care Assurance Standards across all the hospital sites who will not be doing TTT  >12 wards in the next three months

Review and option for cost effective alternative

Continued support for increase response rate raised via the Nurse Director’s group  

April 2017

Increase response rate

Ongoing

Executive Nurse Director is writing to the 3 universities to make them aware of the TTT survey and that nursing and medical students will be required to support this while on their ward placements. 

July 2017

Increase response rate

Completed


	Comments

	Patient Experience Team continue to work alongside IT analytical services to provide a seamless, robust data reporting mechanism via Tableau dashboard, accessible from 22 May 2017.

A&E response rates remain low and we are working with the relevant senior managers and senior charge nurses to see how we can improve return rates.

TTT Template for Royal Hospital for Sick Children is now completed and will be supported via the Patient Experience Team. 

To further raise awareness a short presentation detailing TTT and valuing patient feedback has been developed for Training and Corporate Induction. 

Recognising that TTT is just once source of feedback, it has been discussed and agreed that the Healthcare Governance paper will also report on the feedback via Care Opinion (previously Patient Opinion), Care Assurance Standards and there are other local examples of feedback that the clinical teams undertake independently that have not previously been reported. As of May 2017. The team at the Royal Infirmary of Edinburgh have agreed to respond to all Care Opinion posts that relate to this site. There continues to be discussions at the Nurse Director’s Group to support this blended approach.  

Executive Nurse Director and Head of Patient Experience will be attending the senior management meetings across the organisation to discuss patient experience (and complaints and feedback) to ensure this remains a high priority area for all senior managers. 

Moderate assurance was given by the Healthcare Governance Committee at their July 2017 meeting. 


� Most patients who did not start treatment within 31 days between Apr 15 and Mar 17 incl. were urological patients but urological patients were also the second largest group to start treatment within 31 days (please see Fig. 3).


� Most patients who did not start first treatment within 62 days between Apr 15 and Mar 17 incl. were urological patients but urological patients were also the third largest group to start first treatment within 62 days (please see Fig. 5).


� Please note, from reporting for June 17 meetings inclusive onwards, the figures for Overdue Patients will be provided under a different format.  Apr 17 will be the first set of new data to be presented in this format but historical data will also be provided from Apr 15 in the same format for consistency.  Figures will no longer be reported within an ‘Other’ category.


� From Oct 15 inclusive onwards, Vascular Labs figures are not included in ‘General Ultrasound’ but are reported on the separate Vascular Labs proforma;


� The performance line is broken on the chart as data to March 16 incl. is not comparable to data from April 16 onwards, due to change in Swallow Screen standard (from 90% on day of admission, to 100% within 4 hours of admission)


� Code 9s are used for 'complex' cases - they are codes used when a partnership is unable, for reasons beyond their control, to secure a patient's safe, timely and appropriate discharge from hospital.


� Code 100 is used for commissioning/re-provisioning.


� New national definitions from July 2016 prevent a breakdown of delayed discharges by IJB, delay reason or length of delay being provided for prior to this point, on a comparable basis.


� Code 9s are used for 'complex' cases - they are codes used when a partnership is unable, for reasons beyond their control, to secure a patient's safe, timely and appropriate discharge from hospital.


� Code 100 is used for commissioning/re-provisioning.


� New national definitions from July 2016 prevent a breakdown of delayed discharges by IJB, delay reason or length of delay being provided for prior to this point, on a comparable basis.


� Code 9s are used for 'complex' cases - they are codes used when a partnership is unable, for reasons beyond their control, to secure a patient's safe, timely and appropriate discharge from hospital.


� Code 100 is used for commissioning/re-provisioning.


� New national definitions from July 2016 prevent a breakdown of delayed discharges by IJB, delay reason or length of delay being provided for prior to this point, on a comparable basis.


� Code 9s are used for 'complex' cases - they are codes used when a partnership is unable, for reasons beyond their control, to secure a patient's safe, timely and appropriate discharge from hospital.


� Code 100 is used for commissioning/re-provisioning.


� New national definitions from July 2016 prevent a breakdown of delayed discharges by IJB, delay reason or length of delay being provided for prior to this point, on a comparable basis.


� Current LDP standard is ‘Successful Quits in 40% most deprived areas for NHS Lothian for financial year 2015-16 (For Quit Dates per Rolling 3 Months)’


� ISD have stated “There is no specific threshold or target in which NHS Boards are expected to be attaining to as the PDS services are still within their infancy and it is anticipated there is likely further developments required.”  � HYPERLINK "https://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2017-01-24/2017-01-24-DementiaPDS-Report.pdf" �https://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2017-01-24/2017-01-24-DementiaPDS-Report.pdf�


� Please see footnote above.


�  For a case to be counted in an IJB, that case must have a patient postcode of residence within the IJB and have been included in a submission from the Health Board (HB), within whose bounds the IJB resides. E.g. if an NHS Lothian HB submission includes a patient with an Edinburgh postcode, they will be included in Edinburgh data – but if the same case was instead treated by a Borders IJB or was resident in a non-Lothian IJB but treated by Lothian, then they would not appear in IJB data. This is because there is currently no data on which IJB actually treats a patient, so the best approach available is to identify patients by IJB of residence unless they were definitely treated outside their local HB.  In theory a patient might be resident in one IJB but treated by another within a HB –but it is currently assumed that this never happens as there is no way of verifying one way or another.


� The data previously published by ISD on the dementia standard reported the rate of referral for post diagnostic support based on 100,000 per population.   The numerator for this was based on month of diagnosis rather than month of referral so there was always a lag time between month of publication and rate per month, with the rate continuing to increase for previous months in each subsequent publication.  NHS Lothian’s rate of referral for post diagnostic support was currently in line with the overall national rate;  The rate was only published at Health Board level not by IJB/ locality level.  This has been requested from ISD.  


� Please see footnote above.


� ISD have stated “There is no specific threshold or target in which NHS Boards are expected to be attaining to as the PDS services are still within their infancy and it is anticipated there is likely further developments required.”  �HYPERLINK "https://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2017-01-24/2017-01-24-DementiaPDS-Report.pdf"�https://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2017-01-24/2017-01-24-DementiaPDS-Report.pdf�


� Please see footnote above.


�  For a case to be counted in an IJB, that case must have a patient postcode of residence within the IJB and have been included in a submission from the Health Board (HB), within whose bounds the IJB resides. E.g. if an NHS Lothian HB submission includes a patient with an Edinburgh postcode, they will be included in Edinburgh data – but if the same case was instead treated by a Borders IJB or was resident in a non-Lothian IJB but treated by Lothian, then they would not appear in IJB data. This is because there is currently no data on which IJB actually treats a patient, so the best approach available is to identify patients by IJB of residence unless they were definitely treated outside their local HB.  In theory a patient might be resident in one IJB but treated by another within a HB –but it is currently assumed that this never happens as there is no way of verifying one way or another.


� �HYPERLINK "https://beta.gov.scot/publications/estimated-projected-diagnosis-rates-dementia-scotland-2014-2020/pages/1/"�Estimated and Projected Diagnosis Rates for Dementia in Scotland:2014 -2020�


� The data previously published by ISD on the dementia standard reported the rate of referral for post diagnostic support based on 100,000 per population.   The numerator for this was based on month of diagnosis rather than month of referral so there was always a lag time between month of publication and rate per month, with the rate continuing to increase for previous months in each subsequent publication.  NHS Lothian’s rate of referral for post diagnostic support was currently in line with the overall national rate;  The rate was only published at Health Board level not by IJB/ locality level.  This has been requested from ISD.  


� Please see footnote above.


� ISD have stated “There is no specific threshold or target in which NHS Boards are expected to be attaining to as the PDS services are still within their infancy and it is anticipated there is likely further developments required.”  � HYPERLINK "https://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2017-01-24/2017-01-24-DementiaPDS-Report.pdf" ��https://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2017-01-24/2017-01-24-DementiaPDS-Report.pdf�


� Please see footnote above.


�  For a case to be counted in an IJB, that case must have a patient postcode of residence within the IJB and have been included in a submission from the Health Board (HB), within whose bounds the IJB resides. E.g. if an NHS Lothian HB submission includes a patient with an Edinburgh postcode, they will be included in Edinburgh data – but if the same case was instead treated by a Borders IJB or was resident in a non-Lothian IJB but treated by Lothian, then they would not appear in IJB data. This is because there is currently no data on which IJB actually treats a patient, so the best approach available is to identify patients by IJB of residence unless they were definitely treated outside their local HB.  In theory a patient might be resident in one IJB but treated by another within a HB –but it is currently assumed that this never happens as there is no way of verifying one way or another.


� The data previously published by ISD on the dementia standard reported the rate of referral for post diagnostic support based on 100,000 per population.   The numerator for this was based on month of diagnosis rather than month of referral so there was always a lag time between month of publication and rate per month, with the rate continuing to increase for previous months in each subsequent publication.  NHS Lothian’s rate of referral for post diagnostic support was currently in line with the overall national rate;  The rate was only published at Health Board level not by IJB/ locality level.  This has been requested from ISD.  


� Please see footnote above.


� ISD have stated “There is no specific threshold or target in which NHS Boards are expected to be attaining to as the PDS services are still within their infancy and it is anticipated there is likely further developments required.”  � HYPERLINK "https://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2017-01-24/2017-01-24-DementiaPDS-Report.pdf" ��https://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2017-01-24/2017-01-24-DementiaPDS-Report.pdf�


� Please see footnote above.


�  For a case to be counted in an IJB, that case must have a patient postcode of residence within the IJB and have been included in a submission from the Health Board (HB), within whose bounds the IJB resides. E.g. if an NHS Lothian HB submission includes a patient with an Edinburgh postcode, they will be included in Edinburgh data – but if the same case was instead treated by a Borders IJB or was resident in a non-Lothian IJB but treated by Lothian, then they would not appear in IJB data. This is because there is currently no data on which IJB actually treats a patient, so the best approach available is to identify patients by IJB of residence unless they were definitely treated outside their local HB.  In theory a patient might be resident in one IJB but treated by another within a HB –but it is currently assumed that this never happens as there is no way of verifying one way or another.


� The data previously published by ISD on the dementia standard reported the rate of referral for post diagnostic support based on 100,000 per population.   The numerator for this was based on month of diagnosis rather than month of referral so there was always a lag time between month of publication and rate per month, with the rate continuing to increase for previous months in each subsequent publication.  NHS Lothian’s rate of referral for post diagnostic support was currently in line with the overall national rate;  The rate was only published at Health Board level not by IJB/ locality level.  This has been requested from ISD.  


� Please see footnote above.
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