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Your key milestone to date includes data capturing and data input.  Can you expand on this and state any problems/challenges in achieving this?
The bid and original professional activity analysis proposal were based on the separation of scheduled/unscheduled care and appropriate skill mix.  Hence, we designed an Excel form with this in mind.  One section covered different activities that could be classified as scheduled or unscheduled.  The other section covered skill mix and was roughly based on the original national Hospital at Night data collection categories.  There was space for a free text description of activities, in case inappropriate boxes were ticked.  The form also had to include timings.  We decided to target all junior doctors in all specialties (and non-training grades who were part of trainee rotas), non-ward/outreach nurses and pharmacists/technicians.  We decided to obtain 2 weeks’ worth of data, 24 hours a day, and to cover 2 weekends in order to be representative.  The end of the period coincided with the December 2006 changeover, i.e. 22nd November to 5th December 2006 inclusive.

The form also contained at the top standard boxes for the staff member’s name, grade, profession specialty, date etc.  Forms were printed as double-sided, but this information was on both sides in case anyone decided to photocopy one side to make a new blank copy.

The initial draft form was shown informally to random doctors for comment.  They were asked to describe verbally a typical day, to see if their activities could be fitted into the tick-boxes.  Categories were added or changed to accommodate anything not initially thought of.

The form was also shown to pharmacists at one of their regular meetings, and they took it away to determine if the categories were appropriate for them.  They did change two of the categories in the scheduled/unscheduled section.  The form was also shown to a nurse consultant.

Then, the form was given to the junior doctors’ mess president to try.  We also shadowed a doctor from each specialty to see if all activities could be recorded within the chosen categories.

On a continuous basis, the latest version of the data form would be discussed at our monthly steering group.  It was also being shown at ongoing formal and informal meetings with individuals and groups of staff. Appropriate changes were incorporated, including line spacing.

The mess president compiled an example completed form as a guide for the actual data collection.  An instruction letter in the project manager’s name was produced.  At the suggestion of the mess president, clipboard folders were ordered, one for each member of staff participating in the data collection.  A secretary obtained details of all the doctors and prepared labels each with a name, grade and specialty.

The day before the start of the data collection, a pack was made up for each doctor participating.  Each clipboard was labelled and contained the project manager’s letter, the example form and a number of blank forms.  Clipboards were delivered to relevant clinical areas or pigeon-holes, to be picked up by the doctors.  As many doctors as possible were handed their own clipboards directly.  For nurses, the co-ordinating nurse consultant was supplied with the relevant paperwork for distribution.  The co-ordinating pharmacy manager was supplied with paperwork and unlabelled clipboards.

Every morning, coffee and croissants were provided in the medical handover room.  Doctors were encouraged to come to the room, have some refreshments and hand in their forms.  Medical doctors and nurses were already based in this room.  For those who were unable to be excused from ward rounds or who found it inconvenient to attend, refreshments were taken to their clinical areas.  Project staff were present every morning, including weekends, to collect forms and distribute refreshments.

Doctors’ and nurses’ forms were checked for consistency of timings and tasks.  If possible, errors and omissions were rectified in discussion with the member of staff who had completed that form.  There were valid differences of opinion on how to categorise some tasks.  A pencil “translation” was written in where a doctor’s writing was hard to read.  Sometimes, project staff had to make decisions on classifications and timings, if a staff member could not be contacted, had left or was not sure how to fill it in.  After the end of the period, project staff gathered as many remaining clipboards and forms back as possible.

Pharmacists’ forms were obtained from the co-ordinating pharmacy manager, who had checked them for consistency.

Temporary data inputters were recruited over 27th and 28th December 2006, with the help of the human resources department.  One challenge was in ensuring the right calibre of candidate, bearing in mind we did not go through a formal interview process.  Person-hours were estimated based on the maximum possible return on forms and an estimate of average time required to input a form.  A room with several computers was identified for them all to work in.  New members of staff were assigned log-ins by the IT department.  The clinical audit facilitator had designed an Access database based on the form.  All forms were numbered.  A glossary of acronyms and instruction sheets were prepared.  The inputters were given induction and supervision.  They typed in staff handwritten data into the database.    When they had finished, their individual databases were copied from the computers onto a USB stick and combined by the clinical audit facilitator.
Our project manager checked the junior doctors’ and nurses’ data that had been put in, for accuracy and consistency.  The pharmacy manager checked the pharmacists’ data.
A member of the clinical audit department has carried out preliminary analysis.  Outcomes to be considered include proportions of time spent on appropriate and inappropriate activities, and time spent on scheduled and unscheduled care.  The data will be used to determine reconfiguration of teams and skill mix.
The communication process has been as follows:

Meetings were held with individual clinical directors and tutors (including the General Practice Vocational Training Scheme) to explain about the data collection and new ways of working.  Verbal presentations were given at existing scheduled specialty and general meetings such as audit and teaching.  Individuals were also spoken to in “corridor consultations” if appropriate.  The junior doctors’ mess president was involved at an early stage and was key in spreading the message to other trainees.  Shadowing of trainees when piloting the data collection form also helped to raise the profile of the project.

No slides were used, but the latest version of the data collection form was usually distributed for comment.  Points covered were:

· Data collection process

· Explanation of the need for change because of the Working Time Directive (WTD)

· Proposed reconfiguration in August 2007 into separate scheduled and unscheduled activity

· How the new scheme would fit with Modernising Medical Careers (MMC) and development of competencies and managing acutely-ill patients

· Development of the Acute Care Team of nurses.

A monthly newsletter is produced and distributed in electronic and paper form to all departments.  Discussion is underway with the IT department for a section on the Trust intranet.

Project staff presented at the Trust monthly lunch-time lecture, to which all staff were invited, on 9th January 2007.

Monthly multidisciplinary TUSKER and SPECTOR steering group meetings play a key role.  They are used to raise any issues that may arise where assistance can be sought and other information made available.
Any extended roles developed?
The plan is for an interim Hospital at Night (H@N) team to go live in February 2007.  Medical roles are anticipated to work as follows:

Medical SpR:
He/she will be the H@N team leader, delegating work as appropriate.  Duties will be as follows:

· Involve and supervise the anaesthetic SHO, who will assist with physiological management of acutely-unwell patients

· Involve and supervise the orthopaedic SHO, who will assist with clerking and initial assessment of suitably-selected medical patients, to enhance their training in how to manage acutely-ill patients on the orthopaedic ward

· Receive handover from the SHOs when they are called to give priority to their own specialties

· Carry out teaching when appropriate.

Anaesthetic SHO:
He/she will report to the medical SpR when assisting with physiological management of acutely-unwell patients.  This can be done when specialty work and entitled breaks have been completed.  Duties will be as follows:

· Bleep the medical SpR when available after giving priority to own specialty

· Assist the medical SpR with physiological support, including:

· Central line insertion

· Inotrope management

· Airway management

· Non-invasive ventilatory support

· Supervision of nursing input to NIPPV and CPAP

· Renal support.

· Severe metabolic derangement

· Early involvement with pre-operative patients where fitness for anaesthesia is being optimised.  It is anticipated that the medical SpR will be aware of these patients, but if the anaesthetic SHO is approached directly by the surgical middle grade and feels (s)he needs support, (s)he has the discretion to involve the medical SpR him/herself.

Orthopaedic SHO:
He/she will report to the medical SpR when assisting with clerking and initial assessment of suitably-selected medical patients.  This can be done when specialty work and entitled breaks have been completed.  The base will then be on the short stay assessment unit.  

Duties will be as follows:
· Attend evening handover on short stay assessment unit after own specialty handover.

· Assist the medical SpR with clerking and initial assessment of suitably-selected medical patients – they will focus their requests on musculoskeletal medicine, common cardiovascular and respiratory problems, shock and fallers as these provide generic experience and are particularly relevant to specialty training.

It will be emphasised that it is essential that the anaesthetic and orthopaedic SHOs hand patients back to the medical SpR when called to give priority to their own specialties.
The 24-hour Acute Care Team of nursing staff is due to go live on 1st April 2007. There will be 6 full-time-equivalent Band 7 permanent outreach nurse posts, supported by 4 full-time-equivalent Band 3 health care support workers (HCSWs).
Duties for the Band 7 nurses include:

· Immediate assessment of the acutely-ill patient

· Review of observations, medication, investigation results, history

· Instigation of appropriate support, e.g. oxygen therapy, fluids

· Management plan and appropriate communication with/support for medical staff.
Duties for the Band 3 HCSWs include:

· Ensuring prompt initiation of investigations as per protocol
· Assisting ward nurses to provide quality care to all acutely-ill patients
· Supporting nursing and medical staff in patient management
· Venepuncture
· Cannulation
· Electrocardiogram recording
· Assembling results of investigations.
The Trust is already part of the second phase of the Safer Patient Initiative, along with Bradford Hospitals NHS Trust.

Key lessons/messages to share with others – including any statistics that show impact?
Do not under-estimate the amount of work involved in capturing, inputting and checking data.
People will not always fill in data forms accurately, or as you believe they should be filled in.  Staff have different ideas about what is appropriate for them, even within the same grade.  You may need a small team to agree on consistency.
Design your data form carefully, to capture exactly what you want it to.  Pilot it first and ask a sample of staff for their opinion.  Be aware that there may be some parts of the form that you end up discarding or not using.
Communicate, communicate, communicate!  There is no excuse for any member of staff not being aware of the project.  Send newsletters to all departments, although be careful not to overload e-mail inboxes.  Set up an intranet section.  Commandeer noticeboards around the hospital(s).  If people are raising concerns, then that is a good starting point for dialogue.  Do not be deterred, and do not take their criticisms personally.  Capture their ideas and turn them into something constructive.
Vision for the next quarter?

The data will be examined further and used to construct new medical and non-medical teams for August 2007.

Discussions will be held with individual specialties to compile escalation policies for referral outside the TUSKER team.

The H@N team activity will be audited to determine effectiveness.

The project manager will give regular updates on the project at Trust service group meetings.

Clinical governance arrangements for the project will be strengthened.
