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APPENDI2 COMPLIANCE WITH TREJALITYSTANDARDS

Analyses of percentage compliance with the Quality Standards should be viewed with caution as they give the
same weight to each of the Quality Standards. Also, the number of Quality Standards applicable to each service
varied depending on the nature of the service provided. Percentage compliance also takes no account of ‘working
towards’ a particular Quality Standard. Reviewers often comment that it is better to have a ‘No but’, where there
is real commitment to achieving a particular standard, than a ‘Yes but’ — where a ‘box has been ticked” but the
commitment to implementation is lacking. With these caveats, table 1 summarises the percentage compliance for
each of the services reviewed.

Table 1- Percentage of Quality Standards met

Number of Number of QS %

Service .
v Applicable QS Met met

Care of Children and Young Peepkith Diabetes

Primary Care 3 3 100
Specialist Care of Children & Young People with Diabetes 29 25 86
Trust-Wide: Sandwell & West Birmingham NHS Trust 4 4 100
Commissioning 7 7 100
Health Economy 43 39 91

Care of Adults with Longerm Conditions

Primary Care 8 1 13
Community Long-term Conditions Services 52 35 67
Specialist Care of Adults with Diabetes 59 44 75
Specialist Care of People with COPD 56 25 45
Specialist Care of People with Heart Failure 57 20 35
Specialist Care of People with Chronic Neurological

Conditions >8 24 4l
Trust-Wide: Sandwell & West Birmingham NHS Trust 7 3 43
Commissioning 12 4 33
Health Economy 309 156 50

Pathway and Service Letters:The Standards are in the following sections:

JA- Long-Term Conditions Pathway Primary Care

JN- Long-Term Conditions Pathway Community LTC and Specialist Services
JC- Long-Term Conditions Pathway Acute Trust-Wide

JJ- Long-Term Conditions Pathway Rehabilitation

1Z- Long-Term Conditions Pathway Commissioning

SWB LTC Report V1 20130510 Appendix.Doc 3



Topic Sections: Each section covers the following topics:

-100 Information and Support for Patients and Carers
-200 Staffing

-300 Support Services

-400 Facilities and Equipment

-500 Guidelines and Protocols

-600 Service Organisation and Liaison with Other Services
-700 Governance

Condition-Specific Suffixes

Some Standards also have a condition-specific suffix, for example, JN-106D which indicates condition-specific

additions to the main Standard. Both the main Standard and the condition-specific detail need to be met in order

to achieve compliance with the Standard. Condition-specific suffixes are:

Chronic Obstructive Pulmonary Disease (COPD) H

Heart Failure

Diabetes N

Chronic Neurological Conditions

Children and Young People with Diabetes

Primary care, Trust-wide and commissioning Quality Standards cover both the care of children and young people

with diabetes and adults with long-term conditions. In these sections, Standards relating to children and young

people with diabetes are shaded for ease of reference.
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PRIMARYCARE

Ref
JA-101

Standard

Primary @re Information and Support

Information and support for people with long-term

conditions and their carers should be in use, covering at

least:

a. Smoking cessation

. Pathway information (QS JN-101)

Condition-specific information (QS JN-103)

. Personalised care planning (QS JN-104)

‘Care Coordinator’ (QS JN-105)

Formal reviews (QS JN-106)

Self-monitoring and self-care (QS JN-107)

. Education and self-management programmes (QS
JN-108)

S o o o0 T

Met?

Comments

Some patient information was
available but this did not cover all
aspects of the QS.

JA-298

Primary Care Development Programme

General practices should participate in the local
programme of training and development of primary care
staff in early identification of children and young people
with diabetes.

A rolling programme of primary
care development was in place.

JA-299

Primary Care Development Programme

General practices should participate in the local
programme of training and development of primary care
staff in prevention, early identification and management of
the care of people with long-term conditions (QS JZ-602).

JA-501

Primary Care Guidelines

Guidelines on the primary care management of people with
long-term conditions should be in use, covering at least
their role in:

a. Diagnosis including indications for referral to a
specialist service and information to be sent with
each referral

b. Self-care

¢. Monitoring and management including indications
for referral to a specialist service

d. Acute exacerbations and acute complications
including arrangements for rapid access to a
specialist opinion

e. Chronic complications

f. Other pathway-specific guidelines

g. End of life and preferred place of care

Guidelines should be clear about the criteria for referral

to, and discharge from, community LTC and specialist

services.

Some guidelines were available,
including end of life preferred
place of care. The guidelines for
Diabetes and Parkinson's Disease
covered choice of drug regimes.
Only the COPD guideline was
clear about the pathway and
referral criteria. Reviewers were
also told about variability in
referral practice and criteria.
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Ref Standard Met? Comments
JA-501N | Primary Care GuidelinesChronic Neurological Condition N Localised referral guidelines had
Guidelines on diagnosis of chronic neurological conditions been developed by the neurology
should include: service, but it was not clear if
a. Referral of all people with a first seizure to a these were widely in use across
specialist service and advice to take an eyewitness the health economy.
to the first appointment
b. Referral of all people with a suspected chronic
neurological condition to a specialist service
JA-502 Primary Care Referral GuidelingDiabetes in Children Y
Guidelines on the identification and referral of children and
young people with suspected diabetes mellitus should be in
use. Guidelines should include:
a. Same day telephone referral to the paediatric diabetes
service
b. Contact details for the paediatric diabetes service
JA-601 Local Pathway N Local pathways and information
A summary of the primary care aspects of the local were not yet in place.
pathway should be in use. The pathway should cover:
a. Contact details for community LTC, specialist and
rehabilitation services serving the local population
b. Details of the role of each service
Indications for referral to and discharge from each
service
d. Arrangements for Personalised Care Planning and
Formal Reviews (QS JN-104 and JN-106)
e. Responsibility and arrangements for allocation of the
‘Care Coordinator’ (QS JN-105)
f.  Responsibility for giving information (QS JN-103) and
referral to Education and Self-Management
Programmes (QS JN-108)
g. Arrangements for urgent review by a team member
within 24 hours
h. Arrangements for follow up and review within two
weeks of an exacerbation or hospital admission
JA-602 Early Identification and Case Finding N Work had been undertaken on

Each general practice should have arrangements for early
identification and case finding of people with long-term
conditions and should be aware how the practice
prevalence compares with other practices, after taking out
of demography and risk factors.

screening for cardio vascular
disease and diabetes but not for
other long term conditions.
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& Standard Met? Comments

JA-603 Risk Statification N Risk stratification information
Each practice should use a risk stratification tool to identify was n.ot yet being used in all
people with long-term conditions at high risk of practices.
unscheduled admission to hospital. This information should
be used to support personalised care planning and should

be shared with relevant local community LTC and specialist

services for people with long-term conditions.

JA-604 Follow-up of Women with Gestational Diabetes N Some practices had

. arrangements for annual follow-
Each practice should have arrangements for annual follow- &

up of women who had gestational diabetes, including an up but no audit had been

undertaken of whether this was
annual check and HbAlc measurement.

in place in all practices.

JA-605 Sharps Disposal Y Arrangements were in place.

GP practices should be aware of local arrangements for
disposal of ‘sharps’ used at home and should ensure
families of young people with diabetes are aware of these.

Return to Index

SPECIALISTARE OKHILDREN ANNMOUNGPEOPLE WITBIABETES

See also the standards applicable to Paediatric Diabetes in Primary Care, Acute Trust-Wide and Commissioning

sections.
Ref Quality Standard Met? Comments
JR-101 General Supporfor Patients and Carers Y

Children and their families should have easy access to the
following services. Information about these services should
be easily available:

a. Interpreter services, including access to British Sign
Language

PALS and complaint procedures

Social workers

Benefits advice

Spiritual support

S oo 0o

HealthWatch or equivalent organisation

JR-102 Service Information Y

Each service should offer children and their families

information covering:

a. Organisation of the service, such as clinic times

b. Staff and facilities available

c. How to contact the service for help and advice, including
out of hours
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Ref Quality Standard Met? Comments
JR-103 Condition-Specific Information Y

Children and families should be offered discussion and

written information about diabetes, including:

a. Brief description of the condition and its impact

b. Treatments available (pharmacological and non-
pharmacological)

c. Management of high and low blood glucose crises

d. Management of diabetes during times of illness,
including “sick day rules”

e. Lifestyle advice, including exercise, smoking cessation,
use of alcohol and recreational drugs, sexual health and
contraception, pre-conception care and driving (where
applicable)

f.  Nutritional advice

g. Possible complications and how to prevent these
(including vaccinations)

h. Local arrangements for sharps disposal

i. Benefits and disabled parking advice

j.  Travel advice

k. ‘Looking to the Future’ plan

I.  Local Support Groups (if available)

m. Where to go for further information, including useful
websites

n. Transition to adult care

JR-104 Personal Care é€tord N The majority of this Quality

a.
b.

Each young person should have a written Personal Care
Record which is updated regularly covering:

Agreed goals, including life-style goals

Target blood glucose and how to achieve this through
insulin adjustment

Therapeutic interventions (pharmacological and non-
pharmacological)

Self-care

School Care Plan covering, at least, school attended,
medication details, what to do in emergency whilst in
school, giving / supervision of injections by school staff
and arrangements for liaison with the school

Early warning signs of problems, especially high and low
blood glucose, and what to do if these occur

Who to contact for advice and their contact details
Planned review date and how to access a review more
quickly, if necessary

Standard was met, but there was
inconsistent recording of goals
and targets in medical letters.
The new hand-held records
contained a specific space for the
recording of goals and targets
and this should aid a more
consistent approach.
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Ref Quality Standard Met? Comments
JR-105 Three Manthly Review Y
The young person’s care should be reviewed at least three
monthly covering:
a. HbAlc measurement
b. Target blood glucose and insulin adjustment (if
necessary)
The young person and their family should be offered any
additional information (QS JR-103) appropriate to their
needs and stage of development and their Personal Care
Record should be updated.
JR-106 Annual Review Y
A formal review of the young person’s plan of care should
be undertaken at least annually covering:
a. Target blood glucose and insulin adjustment (if
necessary)
b. HbAlc measurement
c. Agreed goals, including life-style goals
Lifestyle advice, including exercise, smoking cessation,
use of alcohol and recreational drugs, sexual health and
contraception, pre-conception care and driving (where
applicable)
e. Check of self-care competences, including injecting and
carbohydrate counting, and plan for development of
self-care
f. Education and School Care Plan
g. Annual blood screening in accordance with National
Paediatric Diabetes Audit standards
h. Psychological well-being
i. Screening for disease complications including:
i. Foot examination
ii. Microalbuminuria
iii. Blood pressure measurement
iv. Retinal screening
The young person and their family should be offered any
additional information (QS JR-103) appropriate to their
needs and stage of development and their Personal Care
Record should be updated.
JR-107 Education and SelManagement Programmes Y Programmes for pump education

A range of education and self-management programmes
should be available, covering all aspects of JR-103. These
should be offered to all young people and their families at
diagnosis and at appropriate care and developmental stages
thereafter.

and newly diagnosed patients
were in place. Planning for
programmes was a year in
advance and programmes were
age-targeted. There was good
patient feedback from the
structured education.
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Ref
JR-199

Quality Standard

Involving Young People and Families

The service should have:

a. Mechanisms for receiving feedback from young people
and their families

b. Mechanisms for involving young people and families in
decisions about the organisation of the service

c. Examples of changes made as a result of feedback and
involvement of young people and their families

Met?

Comments

JR-201

Lead Consultant and Lead Nurse

The service should have a nominated lead consultant and
lead nurse responsible for staff training, guidelines and
protocols, liaison with other services and audit in relation to
paediatric diabetes. The lead consultant and lead nurse
should have regular clinical involvement in the care of
children and young people with diabetes.
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Ref Quality Standard Met? Comments
JR-202 Staffing Levels and Skill Mix N The service had insufficient
The service should have sufficient staff with appropriate paediatric dlabeAteshspe'uaIls:c h
competences for the usual number of children and young nur.se su:port. i tthe tlme-o tf €
people cared for by the service, including: rewewt' € ser\{lce was caring for
a. Consultant paediatricians 170 patients with only two w.t.e.
b. Diabetic specialist nurses paediatric diabetes specialist
c. Dietetic staff with competences in the care of children nurses plus one banlf se55|o.n
and young people with diabetes nurse. A formal staffing review
d. Psychologist had been undertaken which had
Staffing levels should be sufficient for the care of newly |dendt'|f|e(':l t:.et:\eed to |nFrﬁase
diagnosed patients, three monthly and annual reviews, paediatric bla etes spiua Ist
diabetes administration, Continuous Subcutaneous Insulin hurse numbers up to three w.t.e.
Infusion (if provided), support to ward staff during
- . . There was a lack of clarity around
admissions and input to education and self-management h ¢ of dietici N
programmes (QS JR-107). Staff should have time allocated in € amount ot dietician suppor
- . . . . for the service. At the time of the
their job plan (or equivalent) for their work with children } X 0.3 g
and young people with diabetes. Cover for absences should review there was 0.3 w.t.e. an
. . . 0.2 w.t.e. Reviewers were unclear
be available for each role in the service.
how this level of dietetic support
could adequately provide the
support required for the clinics
and reviews.
Psychology support was available
for clinics, multi-disciplinary
meetings and for urgent referrals.
It was difficult to quantify how
much time the psychologist
devoted specifically to the
paediatric diabetes service as he
supported all paediatric services.
However, in practice, there were
no delays to accessing support.
JR-203 Competence Framework and Training Plan N An overarching competence

A competence framework should describe the competences
expected for roles within the service, including, at least,
competences in care of children and young people with
diabetes, motivational interviewing, supporting self-care
and safeguarding. If the service offers Continuous
Subcutaneous Insulin Infusion then certified training on this
should be included within the competence framework. A
training and development programme should ensure that all
staff are working towards or have, and are maintaining,
these competences (QS JR-202).

framework was not in place. A
training plan was in place for the
current year but this did not
include the ward link nurses.
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Ref
JR-204

Quality Standard
24/7 Advice- Diabetes

24/7 advice for children and young people with type 1
diabetes and their families should be available. If these
arrangements involve paediatric ward staff then QS JC-502
should also be met.

Met?

Comments

JR-299

Administrative and Clerical &port

Administrative, clerical and data collection support should
be available.

JR-301

Support Services

Timely access to the following services should be available
to support the care of young people with diabetes:
Psychologist (if not provided in QS JR-202)

Chiropody and Podiatry

Ophthalmology

Pharmacy

Smoking cessation

Weight reduction

Social work

@ D Qoo T W

JR-302

Pathology Services

Timely access to pathology services should be available,
including appropriate point-of-care testing equipment. All
point-of-care testing equipment should be part of a quality
assurance programme.

JR-401

Facilities and Equipment

Services should be provided from appropriate facilities and
equipment. Services should have easy access to:

a. Blood glucose meters for personal use

b. Insulin pumps (if provided by the service)

JR-402

IT System

An IT system for recording and manipulating data on
children with diabetes should be available. This system
should meet the specification of the National Diabetes
Audit. The system should also ensure that all staff involved
in the care of children with diabetes have access to up to
date information about their care, including the latest plan
of care (QS JR-104).
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Ref Quality Standard Met? Comments

JR-501 Clinical Guidelineg Diabetes in Children Y All guidelines were in place but
Guidelines should be in use covering the following aspects the gundeh'r:esdfor surgery were
of care of children with diabetes: not yet ratified.
a. Care of children and young people newly diagnosed with

diabetes

b. Surgery
c. Diabetic keto-acidosis
d. Hypoglycaemia
e. High HbAlc

JR-502 Transition Y This guideline did not have

Guidelines should be in use covering transition to adult care

including:

a.

Involvement of the young person and, where
appropriate, their family in the decision about transfer
to adult care

Involvement of the young person’s general practitioner
in planning the transfer

Joint meeting between paediatric and adult services in
order to plan the transfer

Allocation of a named coordinator for the transfer of
care

Responsibilities for giving relevant information about
transfer to adult care (QS JR-103)

A preparation period prior to transfer

Arrangements for monitoring during the time
immediately after transfer

document control.
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Ref
JR-601

Quality Standard
Operational Policy

The service should have an operational policy covering, at

least, arrangements for ensuring:

a. All referrals are seen on the day of referral by a
consultant paediatrician or senior decision-maker within
the paediatric service

b. All referrals are discussed with a member of the
paediatric diabetes team within 24 hours of referral

c. All referrals are seen by a member of the paediatric
diabetes team, at the latest, by the end of the next
working day after referral

d. Daily contact (home visits or telephone contact) with
the child and their family for at least one week after
diagnosis and, if needed, for two weeks

e. Allocation of a key contact for advice and queries

f. Three monthly and annual reviews (covering all aspects
of QS JR-105 and QS JR-106)

g. Dieteticinput to the care of newly diagnosed patients
and annual reviews

h. 24/7 advice for children with diabetes and their families
(QS JR-204)

i. Follow up, including of children who do not attend
appointments

j. Indications for referral to the service providing
Continuous Subcutaneous Insulin Infusion (if not
provided locally)

k. Referral to adult services, liaison with and referral back
of any young women who become pregnant

I.  Arrangements for cover for absences (QS JR-202)

m. Arrangements for involving children and young people
and their families in the organisation of the service (QS
JR-199)

n. Arrangements for obtaining feedback from GPs about
the organisation of the service

Met?

Comments

SWB LTC Report V1 20130510 Appendix.Doc
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Ref
JR-602

Quality Standard

Education of Children with Diabetes

The service should have a policy on education of children

with diabetes covering responsibilities and arrangements for

ensuring children and young people with diabetes are

supported to continue their education covering:

a. Arrangements for liaison with schools and colleges

b. Agreement of a School Care Plan (QS JR-104) for each
child

c. Visits to the school or college by a diabetes specialist
nurse to discuss the care of each newly diagnosed child.

d. Training and assessment of competence of school and
college staff by the paediatric diabetes team

e. Storage of medicines while in school or college

f. Disposal of ‘sharps’

g. Responsibilities of school and college staff for
supervising injections and giving injections

h. Guidelines on care of children with diabetes while in
school or college

i. Guidelines on management of diabetic emergencies

Met?

Comments

There was no document control
on the policy.

JR-603

High Dependency Care for Children with Diabetes

Services should meet the in-patient and high dependency
care Standards of the WMQRS Quality Standards for the
Care of Critically Ill and Critically Injured Children (V4).

JR-604

LocalNetwork Attendance

The service should regularly attend meetings of the Local
Network (or equivalent) with responsibility for improving
services for children and young people with diabetes (QS JZ-
707).

A local network was in place
including biochemistry,
consultant, paediatric diabetes
specialist nurse, commissioners,
carer representative and
Diabetes UK representative.

JR-605

Regional Network Attendance

At least one representative of the service should regularly
attend meetings of the Regional Network (or equivalent)
with responsibility for improving services for children and
young people with diabetes.

JR-699

Primary Care Training and Development

The service should contribute to primary care training and
development programmes (QS JA-298).

A rolling programme was in place
for contribution to primary care
training and development.
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Ref
JR-701

Quality Standard

Data ®llection

Regular data collection and monitoring should cover:

a. Number of children diagnosed with type 1 and type 2
diabetes

b. Percentage of children with newly diagnosed type 1
diabetes who present in diabetic keto-acidosis

c. Achievement of expected timescales for care (QS JR-
601)

d. Submission of data to National Diabetes Audit

Met?

Comments

JR-702

Audit

The service should have a rolling programme of audit,
including actions following analysis of results of national
audit programmes.

A list of audits was in place for
2012/13 with suggestions for the
following year.

JR-798

Review aml Learning

The service should have multi-disciplinary arrangements for
review of, and implementing learning from, positive
feedback, complaints, outcomes, incidents and ‘near
misses’. First presentation of a child or young person with
diabetes in ketoacidosis should be considered as a clinical
incident if there is evidence of delayed referral.

JR-799

Document Control

All policies, procedures and guidelines should comply with
Trust (or equivalent) document control procedures.

There were inconsistencies in
document control in some of the
guidelines and policies seen by
the reviewers.
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COMMUNITYLONG TERMCONDITIONSERVICES

Ref Quality Standard Met? Comments
IN-101 Pathway Information Y A good range of information was
Services that are relevant to their needs should be available in a range of languages.
discussed with the patient. Written information should be
available and offered at an appropriate stage on the
patient pathway and should give an overview of the local
pathway and services available (QS JN-601) including:
a. Contact details for relevant services, including
Education and Self-Management Programmes (QS JN-
108)
b. Details of the role of each service
Indications for referral to and discharge from each
service
d. Indications and arrangements for referral, including
self-referral, back to each service
e. Indications and arrangements for rapid access to
services in an emergency
f.  Housing and social care (JN-307)
g. Local and national Support Groups
IN-102 Service Information Y

Each service should offer patients information covering:

a.

Organisation of the service, such as opening hours and
clinic times

Staff and facilities available

How to contact the service for help and advice,
including out of hours
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Ref Quality Standard Met? Comments
JN-103 Condition-Specific Information Y Condition-specific information
Patients should be offered discussion and written was available, with much of it
information about their condition, including: available in other languages.
a. Brief description of the condition and its impact
b. Smoking cessation (if applicable)
c. Maintaining a healthy weight and nutritional advice
d. Treatments available (pharmacological and non-
pharmacological) and possible side-effects
e. Management of exacerbations
f. Possible complications of the condition and how to
prevent these (including vaccinations)
g. Driving advice
h. Other lifestyle advice, including exercise and sexual
health
i. For women of child-bearing age: Importance of
avoiding unplanned pregnancies, contraception and
pre-conception care
j.  Anxiety management, including relaxation
k. Prescription ‘season ticket’, benefits and disabled
parking advice
I.  Travel advice
m. ‘Looking to the Future’ plan
n. Where to go for further information, including useful
websites and national organisations.
JN-104 Personalised Care Planning Y Care planning was evidenced on
Each patient should agree their personal Care Plan and be ‘SystmOne".
offered a written record covering at least:
a. Agreed goals, including life-style goals
b. Self-care and self-monitoring
c. Name of ‘care coordinator’
d. Therapeutic interventions (pharmacological and non-
pharmacological)
e. Early warning signs of problems, including acute
exacerbations, and what to do if these occur Planned
review date and how to access a review more quickly,
if necessary ‘Looking to the Future’ Plan
People with long-term conditions should have one Care
Plan which is communicated to all services involved in
their care and which is updated regularly.
JN-105 W/ I NB [/ 22NRAYI (2 NR N Arrangements for allocation of

Each patient and, where appropriate, their carer should be
given the name of a ‘Care Coordinator’ (‘case manager’ or
‘key worker’) who they can contact for queries and advice
and who will provide support in conjunction with their
general practitioner. The ‘care coordinator’ should be
available on, at least, normal working days and cover for
absences should be available.

single care coordinators for
people with multiple long-term
conditions were not yet in place.
In practice one of the specialist
nurses was the care coordinator
or the patient's GP.
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Ref Quality Standard Met? Comments
IN-106 Formal Review and Care Planning Y Formal reviews were conducted
A formal review of the patient’s Care Plan should be every six months for all patients
undertaken at least annually (six monthly for patients with with heart failure. Other
heart failure) covering : conditions were reviewed on a
a. Review of: regular basis and information
i. Agreed goals, including life-style goals shared on 'SystmOne'. There
ii. Smoking status and support to quit were regular team meetings to
iii. Body Mass Index and dietary and alcohol advice review the care of patients.
iv. Self care and self monitoring, including the need for
further information or education
v. Disease complications
vi. Other co-morbidities
vii. Other therapeutic interventions
viii. Fatigue, sexual health, and bladder and bowel
control
ix. ‘Looking to the Future’ Plan
b. Physical examination
c. Medication review
d. Screen for depression, cognitive impairment, mobility
problems and psycho-social problems
e. If pregnant or planning to become pregnant, review of
medication (QS JN-507)
The revised Care Plan agreed at the review should be
communicated to all services involved in the patient’s care.
JN-107 SelfMonitoring and SelCare Y
All patients should have appropriate support for
monitoring their condition and for self-care.
JN-108 Education and SelManagement Programmes Y ‘DAFNE' and 'X-PERT'
A range of education and self-management programmes programmes were offered to
should be available, covering the whole patient pathway patients with diabetes. Heart
and all aspects of QS JN-103. These should be offered to all failure patient.s. we.re offered
patients at an appropriate stage on the pathway and cardiac rehabilitation.
should include an assessment of whether learning
objectives have been achieved.
IJN-109 Medication Support Y There was a nurse prescriber on

All patients should have access to pharmacy advice,
appropriate modes of delivery of medication and aids to
compliance.

each team. Patients also used
their own GP for support.
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Ref Quality Standard Met? Comments
IN-196 General Support for Patients and Carers Y
Patients and carers should have easy access to the
following services, and information about them should be
easily available:
a. Interpreter services, including access to British Sign
Language
b. Independent advocacy services
c. Complaint procedures
d. Social workers
e. Benefits advice
f. Spiritual support
g. HealthWatch or equivalent organisation
IN-197 / I NENBRQ { dzLJLJ2 NIi Y Carers support was often
Carers should have access to the following services: dlscu.ssed as part of the patient
, appointment.
a. Carer’s breaks
b. Services which provide support for highly dependent
people at home at short notice
c. Emergency response
d. Support for children in the family
e. Cognitive and behavioural therapy
JN-198 /'t NENARQ bSSRa Y Carers’ needs were discussed as
Carers should be offered information on: part of the patient appointment.
a. How to access an assessment of their own needs
b. Services available to provide support (QS JN-197)
JN-199 Involving Users and Carers N Feedback was collected from
All services should have: p:tlents and carers..fl.-|owever|
a. Mechanisms for receiving feedback from patients and there were no specific examples
of changes made as a result of
carers feedback
b. Mechanisms for involving patients and carers in eeaback.
decisions about the organisation of the service
c. Examples of changes made as a result of feedback and
involvement of patients and carers
JN-201 Lead Clinician Y

The service should have a nominated lead clinician with
responsibility for training, guidelines and protocols, service
organisation and for liaison with other services.
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Ref
JN-202

Quality Standard

Staffing Levels and Skill Mix

Sufficient staff with appropriate competences, and cover
for absences, should be available for the:

a.
b.

Number of patients usually cared for by the service
Service’s role in the patient pathway, including care
coordination (QS JN-105) and palliative care
Therapeutic and rehabilitation interventions offered
Urgent review within 24 hours (QS JC-602) (QS JN-601
and JC-602)

Staffing should include:

Consultant with appropriate specialist interest

Specialist nurse/s

Staff with specialist competences in physiotherapy,

occupational therapy and psychological therapy,

dietetics, speech and language therapy and social

work

Staff with competences in:

¢ Inhaler technique and spirometry (community LTC
and specialist COPD services)

¢ Initiating and managing insulin (community LTC
and specialist diabetes services)

Met?

Comments

Discussions were ongoing with
commissioners to agree one
model of care for future service
delivery.

JN-203

Competence Framework and Training Plan

A competence framework should describe the
competences expected for roles within the service,
including:

a.
b.
C.

Motivational interviewing and supporting self-care
Condition-specific competences

Resuscitation, safeguarding, Mental Capacity Act and
Deprivation of Liberty Safeguards

A training and development programme should ensure

that all staff have, and are maintaining, these
competences (QS JN-202).

There was no overarching
competence framework in place.
Staff completed mandatory
training.

JN-299

Administrative and Clerical $port

Administrative, clerical and data collection support should
be available.

Good administrative and clerical
support was in place.
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Ref
JN-301

Quality Standard

SupportServices

Timely access to the following services should be available:
a. Smoking cessation service

b. Weight reduction service

Physiotherapy (if not available in QS JN-202)
Occupational therapy (if not available in QS JN-202)
Psychological therapies (if not available in QS JN-202)

- 0o o 0

Speech and language therapy (if not available in QS JN-
202)

Dietician service (if not available in QS JN-202)

h. Chiropody and podiatry

i. Ophthalmology

j.  Nephrology

k. Tissue viability service

I. Continence service

m. Falls prevention service

n. Palliative and end of life care

Met?

Comments

There was good access to all
support services except
psychological services. However
an occupational therapist was
qualified to manage 'low level'
mental health problems.

JN-302

Orthotics and Wheelchair Services
Timely access to the following services should be available:
a. Orthotics
b. Wheelchair supply services
c. Wheelchair repair service for emergency repairs
and planned maintenance

JN-303

Home Oxygen Therapy

Timely access to a Home Oxygen Assessment and Review
Service should be available.

JN-304

Pathology Services

Timely access to pathology services should be available,
including appropriate point-of-care testing. All point-of-
care testing equipment should be part of a quality
assurance programme.

JN-305

Imaging Services

Timely access to imaging services should be available.

JN-306

Pharmacy Services

Pharmacy support should be available to advise on
medication for people with long-term conditions.

JN-307

Housingand Social Care

The following services should be available:

a. Intensive home support, including in an emergency

b. Short breaks

c. Support for housing needs, including timely access
to adaptations and purpose-built accommodation

Good access was available but
the team commented that it
could be more integrated with
the service.
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Ref
JN-401

Quality Standard

Facilities and Equipment

Timely access to facilities and equipment appropriate for

the service provided should be available, including at least:

Access for patients in wheelchairs

Information for patients and carers on all equipment used

or supplied by the service

a. Equipment to maintain health, help with care and
support independence, including appropriate assistive
technology

b. Pressure relieving mattresses and equipment
Arrangements for calibration (if required), planned
maintenance and emergency repair of all equipment
used by the service

d. A system for tracking, return and recycling of
equipment (if appropriate)

e. A system for temporary loan or trial of more specialist
equipment

f. Resuscitation equipment (where appropriate)

Met?

Comments

JN-402

Non-invasive and Invasive Ventilation

The service should have timely access to:

a. Home non-invasive and invasive ventilation (QS JZ-
602)

b. Hospital-based non-invasive ventilation sufficient for
the number of in-patients normally assessed as
needing this treatment (QS JN-503C) (specialist teams
only)

c. Critical care and invasive ventilation for patients
admitted to hospital (specialist teams only)

Good access was available.

JN-403

IT System

The service’s IT system should ensure that all staff involved
in the care of people with long-term conditions have
access to up to date information about their care,
including the latest Care Plan (QS JN-104), formal review,
imaging and pathology results, and details of hospital
admissions.

The iCare system was available to
all community staff and 60% of
GP practices. Staff providing
acute care had limited access to
the system and care plans were
not shared formally with acute
teams.

IN-404

Secure Transmission of Patieidentifiable Data

All clinical staff should be able electronically and securely
to communicate patient-identifiable data to community
LTC and specialist services serving the local area.

JN-501

Diagnosis Guidelines

Guidelines on diagnosis and assessment should be in use.
For community LTC services these guidelines should
include indications for referral to specialist services.

No guidelines were in place but in
practice the team discussed
patients and any new diagnosis.
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Ref Quality Standard Met? Comments

IN-502 SelfCare Guidehes Y Guidelines were in place for the
Guidelines on self-care should be in use covering aids, equipment.
equipment, competences and review arrangements.

IN-503 Monitoring and Management Guidelines N Guidelines were under review.
Guidelines on routine monitoring and management should The guidelines in use did not
be in use. These guidelines should cover: cover all aspects of the standard,
a. Review of e.g. medication guidelines.

i. Agreed goals, including life-style goals

ii. Smoking status and support to quit

iii. Body Mass Index and dietary and alcohol advice

iv. Disease complications

v. Other co-morbidities

vi. Other therapeutic interventions

vii. Fatigue, sexual health, bladder and bowel control
viii. Screen for depression, cognitive impairment,

mobility problems and psycho-social problems

ix. ‘Looking to the Future’ plan

b. Physical examination
Re-ablement activities to optimise self-care, self-
management and independent living

d. Prescribing guidelines and expected frequency of
medication review

e. Intentions regarding pregnancy and pre-conception
care (where applicable)

f. Guidelines on prescribing for people with multiple
long-term conditions or those who develop cognitive
impairment

g. Indications for seeking advice from, or referral to,
other community LTC and specialist services, including
indications for urgent referral

h. Indications for on-going follow up

i. Indications for referral to rehabilitation services

IN-504 Acute Exacerbations and Acute Complications Guideling Y Good guidelines were in place for
Guidelines on the management of acute exacerbations and both patients and staff.
acute complications should be in use.

JN-505 Chronic Complications Guidelines Y

Guidelines on the management of chronic complications
should be in use.
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Ref Quality Standard Met? Comments
IN-506 Transition N Guidelines were not yet in place.
Guidelines should be in use covering transition from the
care of local paediatric services including:
a. Involvement of the young person and, where
appropriate, their carer in the decision about transfer
b. Involvement of the young person’s general practitioner
in planning the transfer
c. Joint meeting between paediatric and adult services in
order to plan the transfer
d. Allocation of a named coordinator for the transfer of
care
e. A preparation period prior to transfer
f.  Arrangements for monitoring during the time
immediately after transfer
IN-507 Guidelines¢ Women of ChildBearing Age N Guidelines were in place for
Guidelines on contraception, pre-conception, pregnancy women W_ith diabetes but it was
and delivery, breast-feeding, care of children and the no't clt?ar |f'there were other
menopause should be in use covering at least: gundellhes n ?Iace, for example,
a. Advice and information to be given to the woman and for patl.ents with multiple
her partner (if applicable) sclerosis.
b. Guidelines on care before, during and after pregnancy
c. Arrangements for shared care with obstetric services,
including joint clinics (specialist teams only)
d. Intrapartum and neonatal care
. Indications for referral to more specialist services
f. Follow up arrangements
IN-510 More Specialist Referral Y Clear guidelines and a pathway

Guidelines on referral to more specialist services should be

in use covering:

a.

b.
C.
d

Access to more specialist opinion

Indications for referral to a more specialist service
Shared care arrangements

Referral back when specialist intervention is no longer
needed

were in place.
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Ref
JN-597

Quality Standard

Discharge Guidelines

Guidelines on discharge from the service should be in use,

covering:

a. Indications for discharge to primary care or to another
community LTC or specialist service

b. Indications and arrangements for referral back to the
service by patients and carers (self-referral), GPs,
community LTC and specialist services

c. Indications and arrangements for rapid access for
patients previously in contact with the service

d. Communication of discharge information to the
patient, GP and other services involved with the care
of patient

e. Arrangements for transfer of care when patients move
outside the local area

Met?

Comments

Guidelines were in place.
However, in practice, patients
were not discharged from the
service but became inactive.

JN-598

Palliative CareGuidelines

Guidelines, agreed with the specialist palliative care
services serving the local population, should be in use
covering the management of patient with palliative care
needs.

JN-599

End of LifeCare

Staff should be aware of local guidelines for end of life
care, services available and how to access them.
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Ref Quality Standard Met? Comments
IN-601 Local Pathway N There was no overall local
A summary of the local pathway should be easily available pathway in place but there was a
and understood by staff in all services. The pathway should good local heart failure pathway.
cover: Team meetings were held
a. Contact details for community LTC, specialist and regulérly allthougl? these )
rehabilitation services serving the local population meetings did not. include social
b. Details of the role of each service care or pharmacists.
Indications for referral to and discharge from each
service
d. Arrangements for Personalised Care Planning and
Formal Reviews (QS JN-104 and JN-106)
e. Responsibility and arrangements for allocation of the
‘Care Coordinator’ (QS JN-105)
f. Responsibility for giving information (QS JN-103) and
referral to Education and Self-Management
Programmes (QS JN-108)
g. Arrangements for shared care and ensuring continuity
of medication between primary and secondary care
h. Arrangements for multi-disciplinary discussion of the
care of patients through multi-disciplinary clinics or
other meetings
i. Arrangements for urgent review by a team member
within 24 hours
j.  Arrangements for follow up and review within two
weeks of an exacerbation or hospital admission
JN-602 Multi-Disciplinary Meetings with Other Local Services N Multi-disciplinary meetings with

An Operational Policy should ensure Multi-disciplinary

meetings / case reviews with input from all local services,

take place to coordinate the care of people with multiple
long-term conditions and those with complex needs. The
policy should cover at least:

a. Indications for discussion of patients at the multi-
disciplinary meeting with other local services involved
in the care of people with multiple long-term
conditions and those with special needs

b. Responsibility and arrangements for arranging and
documenting these meetings

c. Involvement of consultants with specialist expertise in
the care of people with multiple long-term conditions

d. Involvement of social care representative and a
pharmacist in these meetings

e. Allocation of a lead consultant for each patient with
rarer multi-system long-term conditions

other services to discuss the care
of people with multiple long-term
conditions were not yet in place.
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Ref Quality Standard Met? Comments
IN-603 Risk Stratification N Risk stratification was available
Up to date information on people with long-term on System 1. However only 60%
conditions within the local area identified through risk of GPs had access to the system.
stratification as at high risk of unscheduled admission to
hospital should be easily available and used to support
personalised care planning.
IN-604 Service Improvement across the Local Network N Service improvement, as
The service should: envisaged by this Quality
a. Have an ongoing programme of service improvement Standard, was not yet in place.
work linked to that of other services in the Local
Network
b. Regularly attend meetings of the Local Network (or
equivalent) with responsibility for improving services
(@S Jz-701)
IN-605 Annual Review Meetings N Annual review meetings were not
Meetings should be held at least annually to review yetin place.
arrangements for liaison and address any problems
identified with:
a. Referring GPs and other referring clinicians
b. Integrated community LTC teams: with specialist teams
for diabetes, COPD, heart failure and chronic
neurological conditions
c. Community LTC teams and specialist COPD & heart
failure teams: with local Home Oxygen Assessment
and Review Service/s
d. Community LTC teams and specialist diabetes teams:
with diabetic foot team, obstetric team, renal services
and vascular service
e. Specialist chronic neurological condition teams: with
wheelchair and orthotic services
IN-606 Rehabiliation Services N This was well developed in some
Rehabilitation services should offer areas such as COP[? but other
a. Rehabilitation and support centred on the patient’s areas would benefit from more
home and environment staff to enable this to be fully
b. Out-patient or day rehabilitation programmes implemented. There was
Access to vocational support, including vocational signposting available for point 'c".
assessment, support and guidance on returning to and
withdrawing from work, and referral to specialist
vocational services (if required).
IN-607 Contribution to Prevention and Early Identification N This work was not yet being

Programmes

The service should contribute to local programmes for the

prevention and early identification of long-term conditions
(@S Jz-703).

undertaken.
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Ref Quality Standard Met? Comments

IN-698 LongTerm Care Training and Development N The team gave training to care
The service should contribute to training and development h(_)r:Z_Stsz on the care of people
programmes for providers of long-term care (QS JZ-602). with diabetes.

IN-699 Primary Care Training and Development Y
The service should contribute to primary care training and
development programmes (QS JA-299).

JN-701 Data ®@llection Y Some data were collected. Data
Regular data collection and monitoring should cover Key for i" were not applicable.
Performance Indicators agreed with commissioners,
including:

a. Number of referrals
b. Number of people cared for by the service
c. Referrals to smoking cessation services
d. Number of people undertaking structured education
and self-management programmes
e. Hospital admission and re-admission rates
f.  Unplanned admissions of people identified as at high
risk of hospital admission
g. Hospital mortality rates
h. NICE Quality Standards (where available)
i. National audit programmes
IN-702 Audit Y A rolling programme of audit was
. . . in pl h
The service should have a rolling programme of audit, not yetin place because the
. . . service was new. Some initial
including audit of: dit fth )
a. Patients with inappropriate diagnostic delay au |.t|nghodtt inewlcommunlty
b. Implementation of evidence based guidelines (QS JN- service hadtaken place.
501 - JN-599)
c. Prescribing, including new and discontinued drugs
d. Accuracy of clinical coding (where applicable)
IN-798 Review and Learning N There was a system for recording
. . isks el ically. R
The service should have appropriate arrangements for risks electronically. Reported
. . . . incidents and near misses were
review of, and implementing learning from: ) q "
a. Positive feedback, complaints, outcomes, incidents reviewed at monthly team
. . , meetings and any changes were
and ‘near misses i o Th
b. Published scientific research and guidance relating to put into practice. There was no
. . evidence for point 'b' or for
the care of people with long-term conditions
review and learning taking place
from complaints.
IN-799 Document Contrd Y

All information, policies, procedures and guidelines should
comply with Trust (or equivalent) document control
procedures.
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SPECIALISTARE OADULTS WITBIABETES

Ref | Quality Standard Met? Comments
JN-101 Pathway Information Y
Services that are relevant to their needs should be
discussed with the patient. Written information should be
available and offered at an appropriate stage on the
patient pathway and should give an overview of the local
pathway and services available (QS JN-601) including:
a. Contact details for relevant services, including
Education and Self-Management Programmes (QS JN-
108)
b. Details of the role of each service
c. Indications for referral to and discharge from each
service
d. Indications and arrangements for referral, including
self-referral, back to each service
e. Indications and arrangements for rapid access to
services in an emergency
f.  Housing and social care (JN-307)
g. Local and national Support Groups
IN-102 Service Ifiormation Y
Each service should offer patients information covering:
a. Organisation of the service, such as opening hours and
clinic times
b. Staff and facilities available
¢. How to contact the service for help and advice,
including out of hours
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Ref Quality Standard Met? GComments
JN-103 Conditon-Specific Information N Condition-specific information
Patients should be offered discussion and written was not available for ', 7, 'k, '
information about their condition, including: ‘m'and n’. This may be available
a. Brief description of the condition and its impact in the community and, if so,
b. Smoking cessation (if applicable) signposting would have been
c. Maintaining a healthy weight and nutritional advice helpful.
d. Treatments available (pharmacological and non-
pharmacological) and possible side-effects
e. Management of exacerbations
f. Possible complications of the condition and how to
prevent these (including vaccinations)
g. Driving advice
h. Other lifestyle advice, including exercise and sexual
health
i. For women of child-bearing age: Importance of
avoiding unplanned pregnancies, contraception and
pre-conception care
j.  Anxiety management, including relaxation
k. Prescription ‘season ticket’, benefits and disabled
parking advice
I.  Travel advice
m. ‘Looking to the Future’ plan
n. Where to go for further information, including useful
websites and national organisations.
JN-103D | Condition-Specific Information Diabetes Y Information on 'e' could be

Discussion and information for patients with diabetes

should also cover (when applicable):

a.
b.
C.

e.

Self-monitoring of blood glucose

Insulin passport

Management of hypo- and hyper-glycaemia, including
Hyperglycaemic Hyperosmolar Syndrome and diabetic
keto-acidosis

Retinopathy screening

Sexual dysfunction

Information for those diagnosed with gestational diabetes

should also cover:

a.

Risks of gestational diabetes and how to reduce them
with good control of glycaemia

Body weight and exercise, including weight loss for
women with a BMI over 27 kg/m?2

Importance of annual check and HbAlc measurement

clearer in the City Hospital
information. (This was covered at
Sandwell.)
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Ref Quality Standard Met? GComments
IN-104 Personalised Care Planning Y
Each patient should agree their personal Care Plan and be
offered a written record covering at least:
a. Agreed goals, including life-style goals
b. Self-care and self-monitoring
c. Name of ‘care coordinator’
d. Therapeutic interventions (pharmacological and non-
pharmacological)
e. Early warning signs of problems, including acute
exacerbations, and what to do if these occur
f. Planned review date and how to access a review more
quickly, if necessary
g. ‘Looking to the Future’ Plan
People with long-term conditions should have one Care
Plan which is communicated to all services involved in their
care and which is updated regularly.
JN-105 W/ FNE / 22NRAY I G2NR N | Patients of the community team

Each patient and, where appropriate, their carer should be
given the name of a ‘Care Coordinator’ (‘case manager’ or
‘key worker’) who they can contact for queries and advice
and who will provide support in conjunction with their
general practitioner. The ‘care coordinator’ should be
available on, at least, normal working days and cover for
absences should be available.

had a single care coordinator,
even if they had multiple
conditions.
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Ref Quality Standard Met? Comments
IN-106 Formal Review and Care Planning N Annual reviews were not
A formal review of the patient’s Care Plan should be undertaken in the acute setting,
undertaken at least annually (six monthly for patients with most of the formal reviewing and
heart failure) covering : care planning happened in a
a. Review of: community setting.
i. Agreed goals, including life-style goals
ii. Smoking status and support to quit
iii. Body Mass Index and dietary and alcohol advice
iv. Self care and self monitoring, including the need for
further information or education
v. Disease complications
vi. Other co-morbidities
vii. Other therapeutic interventions
viii. Fatigue, sexual health, and bladder and bowel
control
ix. ‘Looking to the Future’ Plan
b. Physical examination
c. Medication review
d. Screen for depression, cognitive impairment, mobility
problems and psycho-social problems
e. If pregnant or planning to become pregnant, review of
medication (QS JN-507)
The revised Care Plan agreed at the review should be
communicated to all services involved in the patient’s care.
IJN-106D | Formal Review and Care PlanninBiabetes Y
Formal reviews of patients with diabetes should also cover:
a. HbAlc (review at least six monthly when stable)
b. Peripheral pulses
c. Neuropathy testing
d. Microalbuminuria
e. Serum creatinine and eGFR
f. Retinal screening
g. Other complications including cardiovascular disease
and sexual dysfunction
JN-107 SelfMonitoring and SelfCare Y
All patients should have appropriate support for monitoring
their condition and for self-care.
JN-108 Education and Selfanagement Programmes Y

A range of education and self-management programmes

should be available, covering the whole patient pathway
and all aspects of QS JN-103. These should be offered to all
patients at an appropriate stage on the pathway and

should include an assessment of whether learning

objectives have been achieved.
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&
JN-109

Quality Standard
Medication Support
All patients should have access to pharmacy advice,

appropriate modes of delivery of medication and aids to
compliance.

Met?

Comments

JN-196

General Support for Patients and Carers

Patients and carers should have easy access to the
following services, and information about them should be
easily available:
a. Interpreter services, including access to British Sign
Language
Independent advocacy services
Complaint procedures
Social workers

Spiritual support
HealthWatch or equivalent organisation

The patients who met reviewers
were not aware of the support
available for people with visual
impairment. Benefits advice at
Sandwell Hospital was limited.

JN-197

b
c
d
e. Benefits advice
f.
g
/

F NBNEQ { dzLJLJ2 NI

Carers should have access to the following services:

a. Carer’s breaks

b. Services which provide support for highly dependent
people at home at short notice

c. Emergency response

d. Support for children in the family

e. Cognitive and behavioural therapy

There were posters advertising
the Diabetes UK careline service.
See below in relation to
psychological services. Reviewers
met one carer who was happy
with the support received.

JN-198

/'t NENARQ bSSRa
Carers should be offered information on:

a. How to access an assessment of their own needs
b. Services available to provide support (QS JN-197)

JN-199

Involving Users and Carers

All services should have:

a. Mechanisms for receiving feedback from patients and
carers

b. Mechanisms for involving patients and carers in
decisions about the organisation of the service

c. Examples of changes made as a result of feedback and
involvement of patients and carers

JN-201

Lead Clinician

The service should have a nominated lead clinician with
responsibility for training, guidelines and protocols, service
organisation and for liaison with other services.
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JN-202

Quality Standard
Staffing Levels and Skill Mix

Sufficient staff with appropriate competences, and cover

for absences, should be available for the:

a. Number of patients usually cared for by the service

b. Service’s role in the patient pathway, including care
coordination (QS JN-105) and palliative care

c. Therapeutic and rehabilitation interventions offered

d. Urgent review within 24 hours (QS JC-602) (QS IN-601
and JC-602)

Staffing should include:
i. Consultant with appropriate specialist interest
ii. Specialist nurse/s
iii. Staff with specialist competences in physiotherapy,
occupational therapy and psychological therapy,
dietetics, speech and language therapy and social work
iv. Staff with competences in:
e Inhaler technique and spirometry (community LTC
and specialist COPD services)
e |Initiating and managing insulin (community LTC
and specialist diabetes services)

Met?

Comments

Staff had training in counselling,
rather than specialist
competences in psychological
therapy. Cover for the dietician
was from general dieticians and
ward dieticians.

JN-203

Competence Framework and Training Plan

A competence framework should describe the

competences expected for roles within the service,

including:

a. Motivational interviewing and supporting self-care

b. Condition-specific competences

c.  Resuscitation, safeguarding, Mental Capacity Act and
Deprivation of Liberty Safeguards

A training and development programme should ensure
that all staff have, and are maintaining, these competences
(QS IN-202).

There was no overarching
competency framework and
training plan for all staff within
the service. Individual appraisals
and mandatory training were
undertaken.

JN-299

Administrative and Clerical &port

Administrative, clerical and data collection support should
be available.
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JN-301

Quality Standard

SupportServices

Timely access to the following services should be available:
a. Smoking cessation service

b. Weight reduction service

Physiotherapy (if not available in QS JN-202)
Occupational therapy (if not available in QS JN-202)
Psychological therapies (if not available in QS JN-202)

- 0o o 0

Speech and language therapy (if not available in QS JN-
202)

Dietician service (if not available in QS JN-202)

h. Chiropody and podiatry

i. Ophthalmology

j.  Nephrology

k. Tissue viability service

I. Continence service

m. Falls prevention service

n. Palliative and end of life care

Met?

Comments

Direct access to psychological
support was not available. Other
aspects of the QS were met.

JN-301D

Support ServicesDiabetic Foot Team

A multi-disciplinary team for the assessment of patients
with diabetes and complex foot problems should be
available involving:

a. Consultant diabetologist

b. Vascular surgeon

c. Podiatrist

d. Tissue viability nurse.

When required:

e. Orthopaedic services

f. Orthotic services

g. Microbiology

h. Pain team

JN-302

Orthotics and Wheelchair Services

Timely access to the following services should be available:

a. Orthotics

b. Wheelchair supply services

c. Wheelchair repair service for emergency repairs and
planned maintenance.

JN-303

Home Oxygen Therapy

Timely access to a Home Oxygen Assessment and Review
Service should be available.

N/A

JN-304

Pathology Services

Timely access to pathology services should be available,
including appropriate point-of-care testing. All point-of-
care testing equipment should be part of a quality
assurance programme.
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Ref Quality Standard Met? GComments
JN-305 Imaging Services Y
Timely access to imaging services should be available.

JN-305D | Imaging Serviceg Diabetes Y
The following imaging should also be available:
a. Pregnant women with diabetes
i. Antenatal examination of the four-chamber view of
the fetal heart and outflow tracts at 18 to 20 weeks
ii. Ultrasound monitoring of fetal growth and amniotic
fluid volume every four weeks from 28 to 36 weeks
b. MRI scanning for people with diabetic foot problems.
IN-306 Pharmacy Services Y
Pharmacy support should be available to advise on
medication for people with long-term conditions.
JN-307 Housing and Social Care Y
The following services should be available:
a. Intensive home support, including in an emergency
b. Short breaks
c. Support for housing needs, including timely access to
adaptations and purpose-built accommodation
JN-401 Facilities and Equipment Y
Timely access to facilities and equipment appropriate for
the service provided should be available, including at least:
a. Access for patients in wheelchairs
b. Information for patients and carers on all equipment
used or supplied by the service
¢. Equipment to maintain health, help with care and
support independence, including appropriate assistive
technology
Pressure relieving mattresses and equipment
e. Arrangements for calibration (if required), planned
maintenance and emergency repair of all equipment
used by the service
f. A system for tracking, return and recycling of
equipment (if appropriate)
g. A system for temporary loan or trial of more specialist
equipment
h. Resuscitation equipment (where appropriate)
IJN-401D | Facilities and Equipment Diabetes Y

Services should also have easy access to:

a. Blood glucose meters for personal use (particularly for
pregnant women with diabetes)

b. Insulin pumps

c. Continuous glucose monitoring systems.
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&
JN-402

Quality Standard

Non-invasive and Invasive Ventilation

The service should have timely access to:

a. Home non-invasive and invasive ventilation (QS JZ-602)

b. Hospital-based non-invasive ventilation sufficient for
the number of in-patients normally assessed as needing
this treatment (QS JN-503C) (specialist teams only)

c. Critical care and invasive ventilation for patients
admitted to hospital (specialist teams only)

Met?
N/A

Comments

JN-403

IT System

The service’s IT system should ensure that all staff involved
in the care of people with long-term conditions have access
to up to date information about their care, including the
latest Care Plan (QS JN-104), formal review, imaging and
pathology results, and details of hospital admissions.

Multiple IT systems were in place
across acute and community.
Some GPs could access test
results.

IJN-404

Secure Transmission of Patiefdentifiable Data

All clinical staff should be able electronically and securely to
communicate patient-identifiable data to community LTC
and specialist services serving the local area.

JN-501

Diagnosis Guidelines

Guidelines on diagnosis and assessment should be in use.
For community LTC services these guidelines should include
indications for referral to specialist services.

JN-502

SelfCare Guidelines

Guidelines on self-care should be in use covering aids,
equipment, competences and review arrangements.
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&
JN-503

Quality Standard

Monitoring and Management Guidelines

Guidelines on routine monitoring and management should

be in use. These guidelines should cover:

a. Review of:

i. Agreed goals, including life-style goals

ii. Smoking status and support to quit

iii. Body Mass Index and dietary and alcohol advice
iv. Disease complications

v. Other co-morbidities

vi. Other therapeutic interventions

vii. Fatigue, sexual health, bladder and bowel control
viii. Screen for depression, cognitive impairment,

mobility problems and psycho-social problems

ix. ‘Looking to the Future’ plan

b. Physical examination

c. Re-ablement activities to optimise self-care, self-
management and independent living

d. Prescribing guidelines and expected frequency of
medication review

e. Intentions regarding pregnancy and pre-conception
care (where applicable)

f. Guidelines on prescribing for people with multiple long-
term conditions or those who develop cognitive
impairment

g. Indications for seeking advice from, or referral to, other
community LTC and specialist services, including
indications for urgent referral

h. Indications for on-going follow up

i. Indications for referral to rehabilitation services

Met?

Comments

JN-503D

Monitoring and Management GuidelinesDiabetes

Guidelines should also cover monitoring and management
of:
Blood glucose, including in pregnancy
Blood pressure and blood lipids
c. Foot care and foot problems, including
i. Regular review of feet at risk of ulceration
ii. Diabetic foot infections
iii. Criteria and arrangements for referral to the
Diabetic Foot Service (QS JN-301D) for review by a
member of the Diabetic Foot Team within 24 hours
d. Diabetic retinopathy

JN-504

Acute Exacerbations and Acute Complications Guideling

Guidelines on the management of acute exacerbations and
acute complications should be in use.
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Ref Quality Standard Met? GComments
JN-505 Chronic Complications Guidelines Y
Guidelines on the management of chronic complications
should be in use.
JN-506 Transition Y
Guidelines should be in use covering transition from the
care of local paediatric services including:
a. Involvement of the young person and, where
appropriate, their carer in the decision about transfer
b. Involvement of the young person’s general practitioner
in planning the transfer
c. Joint meeting between paediatric and adult services in
order to plan the transfer
d. Allocation of a named coordinator for the transfer of
care
e. A preparation period prior to transfer
f. Arrangements for monitoring during the time
immediately after transfer
JN-507 Guidelines¢ Womenof ChildBearing Age Y
Guidelines on contraception, pre-conception, pregnancy
and delivery, breast-feeding, care of children and the
menopause should be in use covering at least:
a. Advice and information to be given to the woman and
her partner (if applicable)
b. Guidelines on care before, during and after pregnancy
c. Arrangements for shared care with obstetric services,
including joint clinics (specialist teams only)
d. Intrapartum and neonatal care
e. Indications for referral to more specialist services
f. Follow up arrangements
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&
JN-507D

Quality Standard
Guidelines¢ Women of ChildBearing Age Diabetes

Guidelines should also cover:

a. Pre-conception, care during pregnancy and post-natal
care, including:
i. Renal assessment
ii. Retinal assessment

iii. Referral of pregnant women with diabetes to the
joint obstetric and diabetic clinic

iv. Blood glucose control and monitoring during
pregnancy

v. Monitoring and screening fetal development (QS JN-
305D)

vi. Detecting and managing diabetic ketoacidosis,
including immediate admission to level 2 critical
care with on-site consultant obstetrics for suspected
diabetic ketoacidosis

b. For women diagnosed with gestational diabetes:
i. Lifestyle advice and full glucose tolerance test as
part of six week post-natal check

ii. Advice to have an annual check and HbAlc
measurement through their general practice (QS JA-
604)

Met?

Comments

JN-508D

Guidelinesg Patients with diabetes and renal disease

Guidelines should be in use, covering at least:
a. Pre-renal care, including:
i. indications for involvement of the renal service
ii. arrangements for joint review with diabetologist
and nephrologist
b. Shared care with the renal service of people with
diabetes who are receiving renal replacement
therapy or who have a renal transplant
¢. Monitoring of the number of patients with
diabetes:
i. starting dialysis
ii. with arenal transplant

JN-509D

Guidelinesg Vascular surgery on patients with diabetes

Guidelines on vascular surgery on patients with diabetes

should be in use covering, at least:

a. Management of ischaemia and sepsis in patients with
diabetes

b. Pre-and peri-operative management of patients with
diabetes

c. Indications for involvement of the specialist diabetes
team in the care of the patient

SWB LTC Report V1 20130510 Appendix.Doc

41




Ref Quality Standard Met? GComments
JN-510 More Specialist Referral Y
Guidelines on referral to more specialist services should be
in use covering:
a. Access to more specialist opinion
b. Indications for referral to a more specialist service
c. Shared care arrangements
d. Referral back when specialist intervention is no longer
needed
IN-597 Discharge Guidelines N There were no formal guidelines,
Guidelines on discharge from the service should be in use, however., the discharge
covering: summaries were excellent. The
a. Indications for discharge to primary care or to another information was appropriate,
community LTC or specialist service including on discharge planning.
b. Indications and arrangements for referral back to the
service by patients and carers (self-referral), GPs,
community LTC and specialist services
¢. Indications and arrangements for rapid access for
patients previously in contact with the service
d. Communication of discharge information to the
patient, GP and other services involved with the care of
patient
e. Arrangements for transfer of care when patients move
outside the local area
JN-598 Palliative CareGuidelines Y
Guidelines, agreed with the specialist palliative care
services serving the local population, should be in use
covering the management of patient with palliative care
needs.
JN-599 End of Life Care Y

Staff should be aware of local guidelines for end of life care,

services available and how to access them.
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Ref Quality Standard Met? GComments
IN-601 Local Pathway N A local pathway was not in use.
A summary of the local pathway should be easily available
and understood by staff in all services. The pathway should
cover:
a. Contact details for community LTC, specialist and
rehabilitation services serving the local population
b. Details of the role of each service
c. Indications for referral to and discharge from each
service
d. Arrangements for Personalised Care Planning and
Formal Reviews (QS JN-104 and JN-106)
e. Responsibility and arrangements for allocation of the
‘Care Coordinator’ (QS JN-105)
f. Responsibility for giving information (QS JN-103) and
referral to Education and Self-Management
Programmes (QS JN-108)
g. Arrangements for shared care and ensuring continuity
of medication between primary and secondary care
h. Arrangements for multi-disciplinary discussion of the
care of patients through multi-disciplinary clinics or
other meetings
i. Arrangements for urgent review by a team member
within 24 hours
j.  Arrangements for follow up and review within two
weeks of an exacerbation or hospital admission
IN-602 Multi-Disciplinary Meetings with Other Local Services N There were no arrangements for

An Operational Policy should ensure Multi-disciplinary

meetings / case reviews with input from all local services,

take place to coordinate the care of people with multiple
long-term conditions and those with complex needs. The
policy should cover at least:

a. Indications for discussion of patients at the multi-
disciplinary meeting with other local services involved
in the care of people with multiple long-term
conditions and those with special needs

b. Responsibility and arrangements for arranging and
documenting these meetings

c. Involvement of consultants with specialist expertise in
the care of people with multiple long-term conditions

d. Involvement of social care representative and a
pharmacist in these meetings

e. Allocation of a lead consultant for each patient with
rarer multi-system long-term conditions

multi-disciplinary meetings for
the care of people with multiple
long-term conditions. Clinical
meetings did take place.
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Ref Quality Standard Met? GComments
IN-603 Risk Stratification N Plans for using risk stratification
. . . re in place, in conjunction with
Up to date information on people with long-term V\:: eCéGp a;ecl conjunction wi
" s . e . the and Communit
conditions within the local area identified through risk M ¥
A N o trons.
stratification as at high risk of unscheduled admission to atro
hospital should be easily available and used to support
personalised care planning.
IN-604 Service Improvement across the Local Network Y Care home providers were not
The service should: yet involved in these meetings.
a. Have an ongoing programme of service improvement
work linked to that of other services in the Local
Network
b. Regularly attend meetings of the Local Network (or
equivalent) with responsibility for improving services
(QS Jz-701)
IN-605 Annual Review Meetings N Annual review meetings were not
. . etin place.
Meetings should be held at least annually to review y P
arrangements for liaison and address any problems
identified with:
a. Referring GPs and other referring clinicians
b. Integrated community LTC teams: with specialist teams
for diabetes, COPD, heart failure and chronic
neurological conditions
c. Community LTC teams and specialist COPD & heart
failure teams: with local Home Oxygen Assessment and
Review Service/s
d. Community LTC teams and specialist diabetes teams:
with diabetic foot team, obstetric team, renal services
and vascular service
e. Specialist chronic neurological condition teams: with
wheelchair and orthotic services
IN-606 Rehabiltation Services N There were plans to build direct
I . links with the new rehabilitation
Rehabilitation services should offer e Inth )
a. Rehabilitation and support centred on the patient’s service. In the meantime, )
home and environment vascular surgeons acted as a link
. I he rehabilitati ice.
b. Out-patient or day rehabilitation programmes to the rehabilitation service
c. Access to vocational support, including vocational
assessment, support and guidance on returning to and
withdrawing from work, and referral to specialist
vocational services (if required).
IN-607 Contribution to Prevention and Early Identification N This was not yet in place. It was

Programmes

The service should contribute to local programmes for the
prevention and early identification of long-term conditions
(@S Jz-703).

acknowledged that work needed
to be undertaken in conjunction
with the community team.

SWB LTC Report V1 20130510 Appendix.Doc

44




Ref Quality Standard Met? GComments

IN-698 LongTerm Care Training and Development N There was no evidence of training
The service should contribute to training and development for care homes.
programmes for providers of long-term care (QS JZ-602).

IN-699 Primary Care Training and Development Y
The service should contribute to primary care training and
development programmes (QS JA-299).

JN-701 Data ®@llection Y
Regular data collection and monitoring should cover Key
Performance Indicators agreed with commissioners,
including:

a. Number of referrals

b. Number of people cared for by the service

c. Referrals to smoking cessation services

d. Number of people undertaking structured education
and self-management programmes

e. Hospital admission and re-admission rates

f.  Unplanned admissions of people identified as at high
risk of hospital admission

g. Hospital mortality rates

h. NICE Quality Standards (where available)

i. National audit programmes

JN-702 Audit Y
The service should have a rolling programme of audit,
including audit of:

a. Patients with inappropriate diagnostic delay

b. Implementation of evidence based guidelines (QS JN-
501 - JN-599)

c. Prescribing, including new and discontinued drugs

d. Accuracy of clinical coding (where applicable)

JN-798 Review and Learning Y
The service should have appropriate arrangements for
review of, and implementing learning from:

a. Positive feedback, complaints, outcomes, incidents and
‘near misses’
b. Published scientific research and guidance relating to
the care of people with long-term conditions
IN-799 Document Control Y

All information, policies, procedures and guidelines should
comply with Trust (or equivalent) document control
procedures

SWB LTC Report V1 20130510 Appendix.Doc

Return to Index

45




SPECIALISTARE OFPEOPLE WITEOPDNCLUDINGCPULMONARYREHABILITATION

Ref Quality Standard Met? Comments
JN-101 Pathway Information Y
Services that are relevant to their needs should be
discussed with the patient. Written information should be
available and offered at an appropriate stage on the
patient pathway and should give an overview of the local
pathway and services available (QS JN-601) including:
a. Contact details for relevant services, including
Education and Self-Management Programmes (QS JN-
108)
b. Details of the role of each service
Indications for referral to and discharge from each
service
d. Indications and arrangements for referral, including
self-referral, back to each service
e. Indications and arrangements for rapid access to
services in an emergency
f.  Housing and social care (JN-307)
g. Local and national Support Groups
IN-102 Service Information N Service information was not clear

Each service should offer patients information covering:

a.

Organisation of the service, such as opening hours and
clinic times

Staff and facilities available

How to contact the service for help and advice,
including out of hours

about the times when services
are not available. It stated that
services were available in
Sandwell 8.30am - 4.30pm,
Monday to Friday and City
Hospital 9am — 5pm Monday to
Friday and 8am - 8pm at
weekends. However the
presentation stated that a 24-
hour service was available.
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Ref Quality Standard Met? Comments
JN-103 Condition-Specific Information N There was no evidence regarding
Patients should be offered discussion and written either d.iet or 'Hospice at Home'
information about their condition, including: but FEVIeYVEFS were told that they
a. Brief description of the condition and its impact Were ava'llable. There was a'Is.o no
b. Smoking cessation (if applicable) |nfo.rmat|on avalllablfe on driving
c. Maintaining a healthy weight and nutritional advice advice. Informatlor'm in other
d. Treatments available (pharmacological and non- languages was available.
pharmacological) and possible side-effects
e. Management of exacerbations
f. Possible complications of the condition and how to
prevent these (including vaccinations)
g. Driving advice
h. Other lifestyle advice, including exercise and sexual
health
i. For women of child-bearing age: Importance of
avoiding unplanned pregnancies, contraception and
pre-conception care
j. Anxiety management, including relaxation
k. Prescription ‘season ticket’, benefits and disabled
parking advice
I.  Travel advice
m. ‘Looking to the Future’ plan
n. Where to go for further information, including useful
websites and national organisations
JN-103C ConditionSpecific Informationg COPD Y

Discussion and information for patients with COPD should

also cover (when applicable):

a. Inhaler technique

b. Management of dyspnoea and other symptoms,
including exercise, chest clearance techniques and use
of ‘rescue packs’

c. Pulmonary rehabilitation
Oxygen therapy
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Ref Quality Standard Met? Comments
IN-104 Personalised Care Planning Y It was not clear how the service
. . was giving advice to GPs on use
Each patient should agree their personal Care Plan and be g. ) g. )
. . of antibiotics and steroids at
offered a written record covering at least: i o
. o home, as this was not explicit in
a. Agreed goals, including life-style goals o aline T .
L e clinic letters seen
b. Self-care and self-monitoring i v
‘ . P reviewers.
c. Name of ‘care coordinator
d. Therapeutic interventions (pharmacological and non-
pharmacological)
e. Early warning signs of problems, including acute
exacerbations, and what to do if these occur
f.  Planned review date and how to access a review more
quickly, if necessary
g. ‘Looking to the Future’ Plan
People with long-term conditions should have one Care
Plan which is communicated to all services involved in
their care and which is updated regularly.
JN-105 W/ I NB [/ 22NRAYI (2ND N The care coordinator was usually

Each patient and, where appropriate, their carer should be
given the name of a ‘Care Coordinator’ (‘case manager’ or
‘key worker’) who they can contact for queries and advice
and who will provide support in conjunction with their
general practitioner. The ‘care coordinator’ should be
available on, at least, normal working days and cover for
absences should be available.

the respiratory nurse or
community matron. There were
no arrangements for a single care
coordinator for people with
multiple long-term conditions
although there was a long-term
conditions team who would take
a lead for patients under their
care.
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Ref Quality Standard Met? Comments

IN-106 Formal Review and Care Planning N It was not clear who was doing
A formal review of the patient’s Care Plan should be the annual reviews. The service
undertaken at least annually (six monthly for patients with thought that the GP or practice
heart failure) covering : nurses were but there was no
a. Review of: feedback to the specialist team.

i. Agreed goals, including life-style goals
ii. Smoking status and support to quit
iii. Body Mass Index and dietary and alcohol advice
iv. Self care and self monitoring, including the need
for further information or education
v. Disease complications
vi. Other co-morbidities
vii. Other therapeutic interventions
viii. Fatigue, sexual health, and bladder and bowel
control
ix. ‘Looking to the Future’ Plan
b. Physical examination
Medication review
d. Screen for depression, cognitive impairment, mobility
problems and psycho-social problems
e. If pregnant or planning to become pregnant, review of
medication (QS JN-507)
The revised Care Plan agreed at the review should be
communicated to all services involved in the patient’s care.
JN-106C Formal Review and Care PlanniggcOPD N As QS JN-106
Formal reviews of patients with COPD should also cover:
a. Inhaler technique
b. Cardio-respiratory examination including symptoms
(measured by the MRC breathlessness score), cough,
sputum and oxygen saturation

c. Exacerbation frequency, including number of hospital
admissions and use of ‘rescue packs’
Oximetry

e. Review by Home Oxygen Assessment and Review
Service (if on long-term oxygen therapy)

JN-107 SelfMonitoring and SelfCare N Some telehealth was available in
All patients should have appropriate support for Birmingham but not in Sandwell.
monitoring their condition and for self-care. There was also some information

for patients on self-care and self-
management.

JN-108 Education and SelfManagement Programmes Y

A range of education and self-management programmes
should be available, covering the whole patient pathway
and all aspects of QS JN-103. These should be offered to all
patients at an appropriate stage on the pathway and
should include an assessment of whether learning
objectives have been achieved.
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Ref Quality Standard Met? Comments
JN-109 Medication Support Y
All patients should have access to pharmacy advice,
appropriate modes of delivery of medication and aids to
compliance.
IN-196 General Support for Patients and Carers Y
Patients and carers should have easy access to the
following services, and information about them should be
easily available:
a. Interpreter services, including access to British Sign
Language
b. Independent advocacy services
c. Complaint procedures
d. Social workers
e. Benefits advice
f.  Spiritual support
g. HealthWatch or equivalent organisation.
JN-197 / I NENBRQ { dzLJLJ2 NJi Y | Support services were available.
Carers should have access to the following services: A carers support team was in
; place.
a. Carer’s breaks
b. Services which provide support for highly dependent
people at home at short notice
c. Emergency response
d. Support for children in the family
e. Cognitive and behavioural therapy
JN-198 /' NENBQ bSSRa Y
Carers should be offered information on:
a. How to access an assessment of their own needs
b. Services available to provide support (QS JN-197)
JN-199 Involving Users and Carers N A patient feedback survey had
All services should have: Laken pléce but it w.as n|°t Zlc.ear
a. Mechanisms for receiving feedback from patients and ow patients were involved in
decisions about the organisation
carers fth )
b. Mechanisms for involving patients and carers in orthe service.
decisions about the organisation of the service
c. Examples of changes made as a result of feedback and
involvement of patients and carers
IN-201 Lead Clinician Y

The service should have a nominated lead clinician with
responsibility for training, guidelines and protocols, service
organisation and for liaison with other services.
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Ref Quality Standard Met? Comments

IN-202 Staffing Levels and Skill Mix N There was a good skill mix
Sufficient staff with appropriate competences, and cover available but the staff were
for absences, should be available for the: spread over two sites and mixed
a. Number of patients usually cared for by the service wards (COPD and
b. Service's role in the patient pathway, including care gastroenterolog\(). There .was a

coordination (QS JN-105) and palliative care shortage of physiotherapists and
c. Therapeutic and rehabilitation interventions offered occupational therap.ist.s. There
d. Urgent review within 24 hours (QS JC-602) (QS JN-601 were 1.9 w.t.e. specialist nurses
and JC-602) for 613 admissions of people with
COPD (this had previously been
Staffing should include: 1500). One specialist nurse had
i. Consultant with appropriate specialist interest left and had not been replaced.
ii. Specialist nurse/s
iii. Staff with specialist competences in physiotherapy,
occupational therapy and psychological therapy,
dietetics, speech and language therapy and social work
iv. Staff with competences in:
e Inhaler technique and spirometry (community LTC
and specialist COPD services)
e Initiating and managing insulin (community LTC
and specialist diabetes services)

JN-203 Competence Framework and Training Plan Y There was no protected teaching
A competence framework should describe the time. All training was ward-
competences expected for roles within the service, based. A competence framework
including: for clinical skills for the
a. Motivational interviewing and supporting self-care respiratory team staff was in
b. Condition-specific competences place.

c. Resuscitation, safeguarding, Mental Capacity Act and
Deprivation of Liberty Safeguards
A training and development programme should ensure
that all staff have, and are maintaining, these
competences (QS JN-202).
JN-299 Administrative and Clerical &port N Some administrative support was

Administrative, clerical and data collection support should
be available.

available but there was none for
specialist nurses and this resulted
in a turnaround time of
approximately 10 days for a clinic
letter.
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Ref Quality Standard Met? Comments
JN-301 SupportServices N There was no hospital in-patient
Timely access to the following services should be available: smoking cessation service.
. . . Arrangements for accessing
a. Smoking cessation service o )
b. Weight reduction service weight maragemznthserwces
c. Physiotherapy (if not available in QS JN-202) were.fr.m(tj.c e.a.r an- there w:s no
d. Occupational therapy (if not available in QS JN-202) ;peu. ICI |et|?|an ||n:ut t:: the
e. Psychological therapies (if not available in QS JN-202) ospita serwce- a tb oui dt' e.rtle
f. Speech and language therapy (if not available in QS JN- was a community based dietician.
202)
Dietician service (if not available in QS JN-202)
h. Chiropody and podiatry
i. Ophthalmology
j.  Nephrology
k. Tissue viability service
I.  Continence service
m. Falls prevention service
n. Palliative and end of life care
JN-301C Support Serviceg COPD Y
Timely access to the following services should be available:
a. Pulmonary physiology
b. Quality assured Spirometry and Assessment Service
IN-302 Orthotics and Wheelchair Services Y
Timely access to the following services should be available:
a. Orthotics
b. Wheelchair supply services
c. Wheelchair repair service for emergency repairs and
planned maintenance
JN-303 Home xygen Therapy Y
Timely access to a Home Oxygen Assessment and Review
Service should be available.
IN-304 Pathology Services Y
Timely access to pathology services should be available,
including appropriate point-of-care testing. All point-of-
care testing equipment should be part of a quality
assurance programme.
JN-305 Imaging Services Y
Timely access to imaging services should be available.
IN-306 Pharmacy Services Y

Pharmacy support should be available to advise on
medication for people with long-term conditions.
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Ref Quality Standard Met? Comments
IN-307 Housing and Social Care Y Reviewers noted that
The following services should be available: arrangements for these services
a. Intensive home support, including in an emergency were more developed in
b. Short breaks Sandwell than Birmingham.
c. Support for housing needs, including timely access to
adaptations and purpose-built accommodation
IN-401 Facilities and Equipment Y The service held a stock of
Timely access to facilities and equipment appropriate for equipment so patients could be
the service provided should be available, including at least: discharged at weekends.
a. Access for patients in wheelchairs
b. Information for patients and carers on all equipment
used or supplied by the service
c. Equipment to maintain health, help with care and
support independence, including appropriate assistive
technology
d. Pressure relieving mattresses and equipment
e. Arrangements for calibration (if required), planned
maintenance and emergency repair of all equipment
used by the service
f. A system for tracking, return and recycling of
equipment (if appropriate)
g. Asystem for temporary loan or trial of more specialist
equipment
h. Resuscitation equipment (where appropriate)
IN-401C Facilities and Equipment COPD Y
Services should also have easy access to:
a. Nebulisers for home use
b. Equipment for oxygen saturation and arterial blood
measurement
IN-402 Non-invasive and Invasive Ventilation Y
The service should have timely access to:
a. Home non-invasive and invasive ventilation (QS JZ-602)
b. Hospital-based non-invasive ventilation sufficient for
the number of in-patients normally assessed as
needing this treatment (QS JN-503C) (specialist teams
only)
c. Critical care and invasive ventilation for patients
admitted to hospital (specialist teams only)
JN-403 IT System N Multiple IT systems were in place

The service’s IT system should ensure that all staff involved
in the care of people with long-term conditions have
access to up to date information about their care,
including the latest Care Plan (QS JN-104), formal review,
imaging and pathology results, and details of hospital
admissions.

across acute and community
services.

SWB LTC Report V1 20130510 Appendix.Doc

53




Ref
JN-404

Quality Standard
Secure Transmission of Patiefdentifiable Data
All clinical staff should be able electronically and securely

to communicate patient-identifiable data to community
LTC and specialist services serving the local area.

Met?

Comments

JN-501

Diagnosis Guidelines

Guidelines on diagnosis and assessment should be in use.
For community LTC services these guidelines should
include indications for referral to specialist services.

NICE guidance was followed but
no local guidelines were in place.

JN-501C

Diagnosis Guidelines COPD

Diagnosis guidelines should also cover:

a. Smoking history

b. Recording of at least one indicative symptom and
confirmation of diagnosis by quality-assured
spirometry

¢. Indications for referral to the COPD Spirometry and
Assessment Service

As QS JN-501

JN-502

SelfCare Guidelines

Guidelines on self-care should be in use covering aids,
equipment, competences and review arrangements.

Guidelines were in place for
telemonitoring in Birmingham
(from Birmingham Community
Healthcare NHS Trust). There
were guidelines for COPD
management for patients in
Birmingham but not for patients
in Sandwell.
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Ref Quality Standard Met? Comments
JN-503 Monitoring and Management Guidiies N No guidelines were seen by
Guidelines on routine monitoring and management should reviewers. It appeared that the
be in use. These guidelines should cover: GP carried out any monitoring
a. Review of: and management of the patient
i. Agreed goals, including life-style goals ?nd also -documented )
ii. Smoking status and support to quit information from the reviews.
iii. Body Mass Index and dietary and alcohol advice
iv. Disease complications
v. Other co-morbidities
vi. Other therapeutic interventions
vii. Fatigue, sexual health, bladder and bowel control
viii. Screen for depression, cognitive impairment,
mobility problems and psycho-social problems
ix. ‘Looking to the Future’ plan
b. Physical examination
c. Re-ablement activities to optimise self-care, self-
management and independent living
d. Prescribing guidelines and expected frequency of
medication review
e. Intentions regarding pregnancy and pre-conception
care (where applicable)
f. Guidelines on prescribing for people with multiple
long-term conditions or those who develop cognitive
impairment
g. Indications for seeking advice from, or referral to,
other community LTC and specialist services, including
indications for urgent referral
h. Indications for on-going follow up
i. Indications for referral to rehabilitation services
JN-503C Monitoring and Management @idelines- COPD N Guidelines were in place for
Guidelines should also cover: referré! to 'pulmonary
a. Referral to pulmonary rehabilitation for patients with rehabllltatlo.n and th? home
MRC 3 dyspnoea or above oxygen service. Non-invasive
b. Assessment for domiciliary non-invasive ventilation ventilation assessment guidelines
c. Assessment for non-invasive and invasive ventilation were bfeing writte'n at.the time ?f
for in-patients, including arrangements for joint the review. '_\lo guidelines were in
management with the critical care team place for point 'd".
d. Indications for osteoporosis prophylaxis for patients on
frequent oral or high dose (>1000ug per day) inhaled
corticosteroids
e. Indications for referral for a home oxygen assessment.
IN-504 Acute Exacerbations and Acute Complications Guidelin{ N Localised guidelines were in place

Guidelines on the management of acute exacerbations and

acute complications should be in use.

for managing acute exacerbations
in Sandwell. NICE guidance was
used at City Hospital but this had
not been localised.
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Ref
JN-505

Quality Standard

Chronic Complications Guidelines

Guidelines on the management of chronic complications
should be in use.

Met?

Comments

There were no localised
guidelines in place.

IJN-506

Transition

Guidelines should be in use covering transition from the

care of local paediatric services including:

a. Involvement of the young person and, where
appropriate, their carer in the decision about transfer

b. Involvement of the young person’s general practitioner
in planning the transfer

c. Joint meeting between paediatric and adult services in
order to plan the transfer

d. Allocation of a named coordinator for the transfer of
care

e. A preparation period prior to transfer

f. Arrangements for monitoring during the time
immediately after transfer

N/A

The service did not care for
young people with COPD
transferring from children's
services.

IJN-507

Guidelines¢ Women of ChildBearing Age

Guidelines on contraception, pre-conception, pregnancy
and delivery, breast-feeding, care of children and the
menopause should be in use covering at least:
a. Advice and information to be given to the woman and
her partner (if applicable)
b. Guidelines on care before, during and after pregnancy
c. Arrangements for shared care with obstetric services,
including joint clinics (specialist teams only)
d. Intrapartum and neonatal care
Indications for referral to more specialist services
f. Follow up arrangements

No guidelines were in place.

JN-510

More Specialist Referral

Guidelines on referral to more specialist services should be

in use covering:

a. Access to more specialist opinion

b. Indications for referral to a more specialist service

c. Shared care arrangements

d. Referral back when specialist intervention is no longer
needed

No guidance was in place but in
practice referrals were made.
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Ref Quality Standard Met? Comments
IN-597 Discharge Guidelines N There was no formalised pathway
s . . . evident for patients discharged
Guidelines on discharge from the service should be in use, P i E
. from the service. There was
covering: )
N . . evidence of the outreach
a. Indications for discharge to primary care or to another
. . . programme but criteria for
community LTC or specialist service ; being disch g hi
. atients being discharged to t
b. Indications and arrangements for referral back to the patie eing d CI geatothis
. . service were not clear.
service by patients and carers (self-referral), GPs,
community LTC and specialist services
c. Indications and arrangements for rapid access for
patients previously in contact with the service
d. Communication of discharge information to the
patient, GP and other services involved with the care
of patient
e. Arrangements for transfer of care when patients move
outside the local area
JN-598 Palliative CareGuidelines Y The team had good knowledge of
s . o . the pathway and how to access
Guidelines, agreed with the specialist palliative care .p ) y
. . . . palliative care.
services serving the local population, should be in use
covering the management of patient with palliative care
needs.
JN-599 End of Life Care Y

Staff should be aware of local guidelines for end of life
care, services available and how to access them.
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Ref Quality Standard Met? Comments
IN-601 Local Pathway N There were no shared care
A summary of the local pathway should be easily available arrangements in place between
and understood by staff in all services. The pathway should the community team and the GP.
cover: Details of the roles within the
a. Contact details for community LTC, specialist and servic.e were not clfear..There was
rehabilitation services serving the local population no evidence for point '
b. Details of the role of each service
Indications for referral to and discharge from each
service
d. Arrangements for Personalised Care Planning and
Formal Reviews (QS JN-104 and JN-106)
e. Responsibility and arrangements for allocation of the
‘Care Coordinator’ (QS JN-105)
f. Responsibility for giving information (QS JN-103) and
referral to Education and Self-Management
Programmes (QS JN-108)
g. Arrangements for shared care and ensuring continuity
of medication between primary and secondary care
h. Arrangements for multi-disciplinary discussion of the
care of patients through multi-disciplinary clinics or
other meetings
i. Arrangements for urgent review by a team member
within 24 hours
j.  Arrangements for follow up and review within two
weeks of an exacerbation or hospital admission
JN-602 Multi-Disciplinary Meetings with Other Local Services N Some multi-disciplinary team

An Operational Policy should ensure Multi-disciplinary

meetings / case reviews with input from all local services,

take place to coordinate the care of people with multiple

long-term conditions and those with complex needs. The

policy should cover at least:

a.

Indications for discussion of patients at the multi-
disciplinary meeting with other local services involved
in the care of people with multiple long-term
conditions and those with special needs
Responsibility and arrangements for arranging and
documenting these meetings

Involvement of consultants with specialist expertise in
the care of people with multiple long-term conditions
Involvement of social care representative and a
pharmacist in these meetings

Allocation of a lead consultant for each patient with
rarer multi-system long-term conditions

meetings took place as part of
the ward round that included
occupational therapists and
physiotherapists. There were also
monthly meetings in place to
discuss the complex patients but
pharmacy and social care were
not included in any of these
meetings. Multi-disciplinary
meetings to discuss the care of
people with multiple long-term
conditions were not yet in place.
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Ref Quality Standard Met? Comments

IN-603 Risk Stratification N Risk stratification to identify and
Up to date information on people with long-term manage the care of patients at
conditions within the local area identified through risk high risk of a-dmission to hospital
stratification as at high risk of unscheduled admission to was not yet in use.
hospital should be easily available and used to support
personalised care planning.

IN-604 Service Improvement across the Local Network Y Local networks were in place in
The service should: both Birmingham and Sandwell.
a. Have an ongoing programme of service improvement Work was ongoing with GPs to

work linked to that of other services in the Local reduce hospital admissions
Network through GP education.
b. Regularly attend meetings of the Local Network (or
equivalent) with responsibility for improving services
(QS Jz-701)

IN-605 Annual Review Meetings N Meetings, as envisaged by this
Meetings should be held at least annually to review standard, were not yet in place.
arrangements for liaison and address any problems
identified with:

a. Referring GPs and other referring clinicians

b. Integrated community LTC teams: with specialist teams
for diabetes, COPD, heart failure and chronic
neurological conditions

c. Community LTC teams and specialist COPD & heart
failure teams: with local Home Oxygen Assessment
and Review Service/s

d. Community LTC teams and specialist diabetes teams:
with diabetic foot team, obstetric team, renal services
and vascular service

e. Specialist chronic neurological condition teams: with
wheelchair and orthotic services

IJN-606 Rehabilitation Services N/A | Pulmonary rehabilitation services
Rehabilitation services should offer were available.

a. Rehabilitation and support centred on the patient’s
home and environment

b. Out-patient or day rehabilitation programmes
Access to vocational support, including vocational
assessment, support and guidance on returning to and
withdrawing from work, and referral to specialist
vocational services (if required).

IN-607 Contribution to Prevention and Early &htification N There was no in-patient support

Programmes

The service should contribute to local programmes for the

prevention and early identification of long-term conditions
(@S Jz-703).

for smoking cessation (leaflet
information only).
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Ref Quality Standard Met? Comments
IN-698 LongTerm Care Training and Development N Training and development was
The service should contribute to training and development pr:owded whecr; reqluested but
programmes for providers of long-term care (QS JZ-602). there was nc.> evelopment
programme in place.
IN-699 Primary Care Training and Development N This standard was not met
The service should contribute to primary care training and althOL:gh It :’a: noted that the
development programmes (QS JA-299). consuftant had one session per
month working with a GP to
reduce non elective admissions.
IN-701 Data ®llection N Points 'a' and 'b' and 'i' were met,
Regular data collection and monitoring should cover Key however there was no
. . - information available for points
Performance Indicators agreed with commissioners, o 'l et ' and g’
including: ¢, d, e, Tandg.
a. Number of referrals
b. Number of people cared for by the service
c. Referrals to smoking cessation services
d. Number of people undertaking structured education
and self-management programmes
e. Hospital admission and re-admission rates
f.  Unplanned admissions of people identified as at high
risk of hospital admission
g. Hospital mortality rates
h. NICE Quality Standards (where available)
i. National audit programmes
JN-702 Audit N The team had done an audit for
The service should have a rolling programme of audit, pu.Imonary rehabilitation but no
including audit of: evidence was seen. There was no
a. Patients with inappropriate diagnostic delay rclnlllng programme of auditin
b. Implementation of evidence based guidelines (QS JN- place.
501 —JN-599)
c. Prescribing, including new and discontinued drugs
d. Accuracy of clinical coding (where applicable)
IN-798 Review and Learning N Positive feedback was collected
The service should have appropriate arrangements for but there was no evidence on
. . . . outcomes of feedback or other
review of, and implementing learning from: ¢ point 'a". A draf
a. Positive feedback, complaints, outcomes, incidents parts.o F)omt a ré t
and ‘near misses’ paediatric asthma audit report
b. Published scientific research and guidance relating to had been published.
the care of people with long-term conditions
IN-799 Document Control Y

All information, policies, procedures and guidelines should
comply with Trust (or equivalent) document control
procedures.
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SPECIALISTARE OPEOPLE WITHEARTFAILURE

Ref Quality Standard Met? Comments
IN-101 Pathway Information N City: A variety of documentation
Services that are relevant to their needs should be discussed V\I/as Tvadlli_ble:Ut ::ere WI?/IS no ‘
with the patient. Written information should be available ;/Ieadr.y. etine pall \llavlayt.) z:]p;)
. . t
and offered at an appropriate stage on the patient pathway edicine was avaifable but ha
. . not yet been localised and was
and should give an overview of the local pathway and K onal level
. . . . t t t
services available (QS JN-601) including: notin Lllslila an :pera |;)na eve
a. Contact details for relevant services, including Education oravaiiable on the wards
and Self-Management Programmes (QS JN-108)
. . Sandwell: There was no defined
b. Details of the role of each service " ] ™ ] "
L . t .
c. Indications for referral to and discharge from each pathway In use. The service cou
service use Map of Medicine to define a
. . . thway. The inf tion in th
d. Indications and arrangements for referral, including self- pathway € information in the
. Acute Medical Unit folder
referral, back to each service ) )
. . differed from the service
e. Indications and arrangements for rapid access to o )
services in an emergency specification in relation to entry
. . i h ice.
f. Housing and social care (JN-307) point to the service
g. Local and national Support Groups
JN-102 Service Information N A leaflet was available in

Each service should offer patients information covering:

a. Organisation of the service, such as opening hours and
clinic times

b. Staff and facilities available

c. How to contact the service for help and advice, including
out of hours

Sandwell hospital but not in City.
The community heart failure
team had a leaflet.
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Ref Quality Standard Met? Comments
JN-103 Condition-Specific Information Y National information was
Patients should be offered discussion and written available.
information about their condition, including:
a. Brief description of the condition and its impact
b. Smoking cessation (if applicable)
¢. Maintaining a healthy weight and nutritional advice
d. Treatments available (pharmacological and non-
pharmacological) and possible side-effects
e. Management of exacerbations
f. Possible complications of the condition and how to
prevent these (including vaccinations)
g. Driving advice
h. Other lifestyle advice, including exercise and sexual
health
i. For women of child-bearing age: Importance of avoiding
unplanned pregnancies, contraception and pre-
conception care
j- Anxiety management, including relaxation
k. Prescription ‘season ticket’, benefits and disabled
parking advice
I.  Travel advice
m. ‘Looking to the Future’ plan
n. Where to go for further information, including useful
websites and national organisations.
IN-104 Personalised Care Planning N Clinic letters contained a

Each patient should agree their personal Care Plan and be

offered a written record covering at least:

a. Agreed goals, including life-style goals

b. Self-care and self-monitoring

c. Name of ‘care coordinator’

d. Therapeutic interventions (pharmacological and non-
pharmacological)

e. Early warning signs of problems, including acute
exacerbations, and what to do if these occur

f. Planned review date and how to access a review more
quickly, if necessary

g. ‘Looking to the Future’ Plan

People with long-term conditions should have one Care Plan

which is communicated to all services involved in their care

and which is updated regularly.

reference to a treatment plan but
there was no personalised care
planning in place covering agreed
goals. However the patients felt
that they had a personalised care
plan which was updated every
time they were seen in clinic. The
heart failure nurses stated that
they did not do personalised care
plans.
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Ref Quality Standard Met? Comments
JN-105 W/ I NB /22NRAYL G2 NR N There were no arrangements for
Each patient and, where appropriate, their carer should be the allocation of a single care
given the name of a ‘Care Coordinator’ (‘case manager’ or coordinator for people with
‘key worker’) who they can contact for queries and advice multiple long-term conditions.
and who will provide support in conjunction with their Patients actively seen by the
general practitioner. The ‘care coordinator’ should be acute and community service
available on, at least, normal working days and cover for would have a named contact.
absences should be available. Cover for absences was available
although patients and carers
contacted the specialist nursing
team out of hours.
IN-106 Formd Review and Care Planning N City: Six monthly reviews were
A formal review of the patient’s Care Plan should be undertaken by GPs. Caseloads
undertaken at least annually (six monthly for patients with were also reviewed every six
heart failure) covering : months and 'RAG rated". If
a. Review of: patients were stable then they
i. Agreed goals, including life-style goals were reviewed over the phone.
ii. Smoking status and support to quit
iii. Body Mass Index and dietary and alcohol advice Sandwell: there was no evidence
iv. Self care and self monitoring, including the need for of formal six monthly review
further information or education covering all aspects of the Quality
v. Disease complications Standard.
vi. Other co-morbidities
vii. Other therapeutic interventions Overall there was a lack of clarity
viii. Fatigue, sexual health, and bladder and bowel about the the process for
control discharging patients back to the
ix. ‘Looking to the Future’ Plan care of the GP. It appeared that
b. Physical examination the service kept patients on their
c. Medication review caseload and did not discharge
Screen for depression, cognitive impairment, mobility them.
problems and psycho-social problems
e. If pregnant or planning to become pregnant, review of
medication (QS JN-507)
The revised Care Plan agreed at the review should be
communicated to all services involved in the patient’s care.
JN-106H | Formal Six Monthly Review and Care PlanniggdHeart N As QS JN-106

Failure

Formal six monthly reviews of patients with heart failure
should also cover:

a. Functional capacity

b. Fluid status

c. Cardiac rhythm

d. Serum urea, electrolytes, creatinine and eGFR.
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&
JN-107

Quality Standard
SelfMonitoring and SelfCare

All patients should have appropriate support for monitoring
their condition and for self-care.

Met?

Comments

Patients at City Hospital used the
British Heart Foundation manual
(but this was only in English).
Patients used the 'early warning
signs' guide which had been
developed in Sandwell but was
now being used at City as well. It
contained 'RAG ratings' with clear
information for patients to
follow.

Some telehealth was being used
from the devices team.

JN-108

Education and SelManagement Programmes

A range of education and self-management programmes
should be available, covering the whole patient pathway and
all aspects of QS JN-103. These should be offered to all
patients at an appropriate stage on the pathway and should
include an assessment of whether learning objectives have
been achieved.

City: The heart failure patient
education programme had been
discontinued due to low
attendance numbers. There was
a small support group of 14 to 15
patients.

Sandwell: Patients had the British
Heart Foundation booklet but
there did not appear to be a
robust programme of education
and self-management
programmes in place. Some
patients also expressed concern
that the GPs did not have
appropriate specialist expertise in
the care of people with heart
failure.

JN-109

Medication Support

All patients should have access to pharmacy advice,
appropriate modes of delivery of medication and aids to
compliance.

City: The ward pharmacist
supported all cardiology patients
and helped with the preparation
of TTOs. They would support
patients if requested but support
was not routinely offered.

Sandwell: The community heart
failure team had good support
from the community pharmacist
in Sandwell.
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Ref Quality Standard Met? Comments
IN-196 General Support for Patients and Carers Y Compliance was based on self-
Patients and carers should have easy access to the following assessment a?s son?e areas were
services, and information about them should be easily not covered in reviewers'
available: discussions with patients.
a. Interpreter services, including access to British Sign
Language
b. Independent advocacy services
c. Complaint procedures
d. Social workers
e. Benefits advice
f. Spiritual support
g. HealthWatch or equivalent organisation
IN-197 |/ F NBENEQ { dzLJLJ2 NJi Y | There was good evidence of
Carers should have access to the following services: su.pport for.carers of patients
a. Carer's breaks with palliative care needs.
b. Services which provide support for highly dependent
people at home at short notice
c. Emergency response
d. Support for children in the family
e. Cognitive and behavioural therapy
IN-198 |/ F NBNBEQ bSSRa Y
Carers should be offered information on:
a. How to access an assessment of their own needs
b. Services available to provide support (QS JN-197)
JN-199 Involving Users and Carers N City: Some surveys had been
Al services should have: unqertaken but those seen by the
a. Mechanisms for receiving feedback from patients and reviewers were old. The s_elf- .
carers ?ssessm.ent stated that 'Listening
b. Mechanisms for involving patients and carers in Into Action* events had involved
decisions about the organisation of the service patients bl_]t reviewers.did not
c. Examples of changes made as a result of feedback and see any evidence of this.
involvement of patients and carers
Sandwell: The reviewers did not
see any patient surveys. There
was evidence of some analysis of
letters from patients but there
were no clear mechanisms for
involving patients and carers in
decisions about the service.
JN-201 Lead Clinician Y Two consultants with an interest

The service should have a nominated lead clinician with
responsibility for training, guidelines and protocols, service
organisation and for liaison with other services.

in heart failure were about to
leave the Trust.
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JN-202

Quality Standard
Staffing Levels and Skill Mix

Sufficient staff with appropriate competences, and cover for

absences, should be available for the:

a. Number of patients usually cared for by the service

b. Service’s role in the patient pathway, including care
coordination (QS JN-105) and palliative care

c. Therapeutic and rehabilitation interventions offered

d. Urgent review within 24 hours (QS JC-602) (QS JN-601
and JC-602)

Staffing should include:
i. Consultant with appropriate specialist interest
ii. Specialist nurse/s
iii. Staff with specialist competences in physiotherapy,
occupational therapy and psychological therapy,
dietetics, speech and language therapy and social work
iv. Staff with competences in:
e Inhaler technique and spirometry (community LTC
and specialist COPD services)
° Initiating and managing insulin (community LTC and
specialist diabetes services)

Met?

Comments

See main report.

JN-203

Competence Framework and Training Plan

A competence framework should describe the competences

expected for roles within the service, including:

a. Motivational interviewing and supporting self-care

b. Condition-specific competences

c.  Resuscitation, safeguarding, Mental Capacity Act and
Deprivation of Liberty Safeguards

A training and development programme should ensure that
all staff have, and are maintaining, these competences (QS
JN-202).

There was no competence
framework in place for the heart
failure specialist nurses at City
Hospital. There was one in place
at Sandwell but it had not been
rolled out to include other staff
who dealt with heart failure
patients. The community nurses
in Sandwell had all completed
appropriate condition-specific
training. There was no
motivational interviewing
training in place.

At City Hospital there was no
specific competence framework
for ward staff and they were very
reliant on two heart failure
specialist nurses. Staff stated that
they would appreciate further
training in fluid management.
Mandatory training was
undertaken.
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Ref Quality Standard Met? Comments
IN-299 Administrative and Clerical &port N Administrative support was
Administrative, clerical and data collection support should minimal (only four hours per
be available. week). There was no
administrative support for data
collection. Audit and data
analysis was done by the heart
failure nurses. The administrative
support in the community team
was on maternity leave and there
was no cover for her absence.
IN-301 SupportServices Y Reviewers expressed some
Timely access to the following services should be available: concern about both the low
a. Smoking cessation service levels of dietetic staffing and also
b. Weight reduction service the difficulty in referring to
c. Physiotherapy (if not available in QS JN-202) psychological therapy in
d. Occupational therapy (if not available in QS JN-202) sandwell.
e. Psychological therapies (if not available in QS JN-202)
f. Speech and language therapy (if not available in QS JN-
202)
g. Dietician service (if not available in QS JN-202)
h. Chiropody and podiatry
i. Ophthalmology
j- Nephrology
k. Tissue viability service
I.  Continence service
m. Falls prevention service
n. Palliative and end of life care
JN-301H | Support Services Heart Failure Y The service for physiological
Timely access to the following services should be available: measurements was very good.
a. Temporary pacing
b. Pacemaker and ICD re-programming
c. Cardiac physiology
d. Cardiac resynchronisation therapy
IN-302 Orthotics and Wheelchair Services Y
Timely access to the following services should be available:
a. Orthotics
b. Wheelchair supply services
c. Wheelchair repair service for emergency repairs and
planned maintenance
JN-303 Home Oxygen Therapy Y

Timely access to a Home Oxygen Assessment and Review
Service should be available.
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Ref Quality Standard Met? Comments
IN-304 Pathology Services N Serum natriuretic peptide testing
) . . t available in the hospital
Timely access to pathology services should be available, was not available in the hospita
. . . . . . and it was not clear that it was
including appropriate point-of-care testing. All point-of-care
. . . routinely used in community. The
testing equipment should be part of a quality assurance
teams did not have the
programme.
equipment for serum natriuretic
peptide assays and therefore the
triaging of referrals would be
delayed.
JN-305 Imaging Services Y
Timely access to imaging services should be available.
JN-305H | Imaging Serviceg Heart Failure Y Access to cardiac MRl was from
The following imaging should also be available: neighbouring Trusts.
a. Echocardiography within two weeks of referral for
people with suspected heart failure and a previous
myocardial infarction or high levels of serum natriuretic
peptides
b. Radionuclide angiography, cardiac MRl or
transoesophageal doppler echocardiography if Doppler
image is poor
c. Coronary angiography
IN-306 Pharmacy Services Y A dedicated cardiology
. . h i i il
Pharmacy support should be available to advise on pharmacist provided daily
. . . support and the team had close
medication for people with long-term conditions.
relations with community
pharmacy.
IN-307 Housing and Social Care Y At Sandwell the palliative care

The following services should be available:

a. Intensive home support, including in an emergency

b. Short breaks

c. Support for housing needs, including timely access to
adaptations and purpose-built accommodation

service was available through the
housing association-run hospice.
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Ref Quality Standard Met? Comments
IN-401 Facilities and Equipment Y
Timely access to facilities and equipment appropriate for the
service provided should be available, including at least:
a. Access for patients in wheelchairs
b. Information for patients and carers on all equipment
used or supplied by the service
c. Equipment to maintain health, help with care and
support independence, including appropriate assistive
technology
d. Pressure relieving mattresses and equipment
Arrangements for calibration (if required), planned
maintenance and emergency repair of all equipment
used by the service
f. A system for tracking, return and recycling of equipment
(if appropriate)
g. A system for temporary loan or trial of more specialist
equipment
h. Resuscitation equipment (where appropriate)
IN-402 Non-invasive and Invasive Ventilation Y There was a limit of four hours
The service should have timely access to: for CP'_AP on CCU prior to transfer
a. Home non-invasive and invasive ventilation (QS JZ-602) to Critical Care. Other forms of
b. Hospital-based non-invasive ventilation sufficient for the NIV were available.
number of in-patients normally assessed as needing this
treatment (QS JN-503C) (specialist teams only)
c. Critical care and invasive ventilation for patients
admitted to hospital (specialist teams only)
IN-403 IT System N 'SystmOne' was used in the
The service’s IT system should ensure that all staff involved commur.1ity by the community
in the care of people with long-term conditions have access heart failure nurses. Acute Trust
to up to date information about their care, including the staff could only view the syste.m
latest Care Plan (QS JN-104), formal review, imaging and and 60% of GPs had access to it.
pathology results, and details of hospital admissions. Care plans were not formally
shared electronically and clinical
records were not accessible
across the service. It was not
clear how calls from patients at
home and patient identifiable
information was being recorded.
IN-404 Secure Transmission of Patietdentifiable Data Y

All clinical staff should be able electronically and securely to
communicate patient-identifiable data to community LTC
and specialist services serving the local area.
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Ref Quality Standard Met? Comments
IN-501 Diagnosis Guidelines N Localised guidance was not
s . . . available. NICE guidance was
Guidelines on diagnosis and assessment should be in use. ) & )
. . S . used but it was not clear how this
For community LTC services these guidelines should include )
T - . was implemented locally.
indications for referral to specialist services.
IJN-501H | Diagnosis Guidelines Heart Failure N Localised guidance was not
. S available. NICE guidance was
Diagnosis guidelines should also cover: ) g )
. . . . used but it was not clear how this
a. Use of serum natriuretic peptide testing - 4 locall
- . mplement .
b. Referral for specialist team assessment in accordance was implemented focally
with NICE guidelines
c. Referral of patients with suspected heart failure and a
previous myocardial infarction for urgent specialist
assessment including echocardiography within two
weeks of referral
d. Patients diagnosed with heart failure see a heart failure
specialist nurse (or other registered healthcare
professional with specialist competences in the care of
people with heart failure) within one week of diagnosis
IN-502 SeltCare Guidelines N Localised guidance was not

Guidelines on self-care should be in use covering aids,

equipment, competences and review arrangements.

available. In practice some self-
care was happening but there
were no guidelines covering this.
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Ref Quality Standard Met? Comments
JN-503 Monitoring and Management Guidelines N Localised guidance was not
Guidelines on routine monitoring and management should available.'NICE guidance was i
be in use. These guidelines should cover: used but it was not clear how this
a. Review of: was implemented locally. Some
i. Agreed goals, including life-style goals nursing guidelines were available.
ii. Smoking status and support to quit
iii. Body Mass Index and dietary and alcohol advice
iv. Disease complications
v. Other co-morbidities
vi. Other therapeutic interventions
vii. Fatigue, sexual health, bladder and bowel control
viii. Screen for depression, cognitive impairment,
mobility problems and psycho-social problems
ix. ‘Looking to the Future’ plan
b. Physical examination
c. Re-ablement activities to optimise self-care, self-
management and independent living
d. Prescribing guidelines and expected frequency of
medication review
e. Intentions regarding pregnancy and pre-conception care
(where applicable)
f. Guidelines on prescribing for people with multiple long-
term conditions or those who develop cognitive
impairment
g. Indications for seeking advice from, or referral to, other
community LTC and specialist services, including
indications for urgent referral
h. Indications for on-going follow up
i. Indications for referral to rehabilitation services
JN-503H | Monitoring and Management Guidelines Heart Failure N Localised guidance was not
Guidelines should also cover indications and arrangements available. NICE guidance was
for accessing: used. but it was not clear how this
a. Implantable cardioverter defibrillators was implemented locally.
b. Cardiac resynchronisation therapy
IN-504 Acute Exacerbations and Acute Complications Guideliney N Localised guidance was not
Guidelines on the management of acute exacerbations and available..NICE guidance was )
acute complications should be in use. used but it was not clear how this
was implemented locally.
JN-505 Chronic Complications Guidelines N Localised guidance was not

Guidelines on the management of chronic complications
should be in use.

available. NICE guidance was
used but it was not clear how this
was implemented locally.
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Ref Quality Standard Met? Comments
IN-506 Transition N Localised guidance was not
Guidelines should be in use covering transition from the care available. NICE guidance was
of local paediatric services including: USEd. but it was not clear how this
a. Involvement of the young person and, where was implemented locally.
appropriate, their carer in the decision about transfer
b. Involvement of the young person’s general practitioner
in planning the transfer
c. Joint meeting between paediatric and adult services in
order to plan the transfer
d. Allocation of a named coordinator for the transfer of
care
e. A preparation period prior to transfer
f. Arrangements for monitoring during the time
immediately after transfer
IN-507 Guidelines¢ Women of ChildBearing Age N Localised guidance was not
Guidelines on contraception, pre-conception, pregnancy and available..NICE guidance was )
delivery, breast-feeding, care of children and the USEd. but it was not clear how this
menopause should be in use covering at least: was implemented locally.
a. Advice and information to be given to the woman and
her partner (if applicable)
b. Guidelines on care before, during and after pregnancy
c. Arrangements for shared care with obstetric services,
including joint clinics (specialist teams only)
d. Intrapartum and neonatal care
e. Indications for referral to more specialist services
f.  Follow up arrangements
IN-510 More Specialist Referral N Localised guidance was not

Guidelines on referral to more specialist services should be

in use covering:

a. Access to more specialist opinion

b. Indications for referral to a more specialist service

c. Shared care arrangements

d. Referral back when specialist intervention is no longer
needed

available. NICE guidance was
used but it was not clear how this
was implemented locally (some
nursing guidelines were
available).
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IN-597 Discharge Guidelines N Sandwell Hospital had local
s . . . discharge guidelines in place.
Guidelines on discharge from the service should be in use, ) ge 8 ) P
. Localised guidance was not
covering: ilable for City Hospital. NICE
. . . a r spital.
a. Indications for discharge to primary care or to another vatlable for Lity Hospi
. - . guidance was used but it was not
community LTC or specialist service lear h hi . g
. r this was implement
b. Indications and arrangements for referral back to the lcea“ owthis w S_I P e'd T ¢
. . ocally (some nursing guidelines
service by patients and carers (self-referral), GPs, v i g8 )
. - . were available). However in
community LTC and specialist services
. . practice the service did not
c. Indications and arrangements for rapid access for disch )
. . . . . a rt ar tients.
patients previously in contact with the service ppearto discharge patie
d. Communication of discharge information to the patient,
GP and other services involved with the care of patient
e. Arrangements for transfer of care when patients move
outside the local area
JN-598 Palliative Caresuidelines Y The Cancer Network guidelines
- . - I~ . had been adopted. There was a
Guidelines, agreed with the specialist palliative care services o P )
. . . . palliative care nurse in post
serving the local population, should be in use covering the o
. . . specifically for non-cancer
management of patient with palliative care needs. )
patients. Both acute and
community heart failure nurses
had done additional training in
palliative care.
JN-599 End of Life Care Y There was good integrated care

Staff should be aware of local guidelines for end of life care,
services available and how to access them.

with palliative care. See main
report.
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IN-601 Local Pathway N An operational policy was in
A summary of the local pathway should be easily available place but it did not include a
and understood by staff in all services. The pathway should summary of the pathway or
cover: arrangements for urgent review
a. Contact details for community LTC, specialist and within 24 hours. '\.IOt all staff
rehabilitation services serving the local population were aware of policy.
b. Details of the role of each service
c. Indications for referral to and discharge from each
service
d. Arrangements for Personalised Care Planning and
Formal Reviews (QS JN-104 and JN-106)
e. Responsibility and arrangements for allocation of the
‘Care Coordinator’ (QS JN-105)
f. Responsibility for giving information (QS JN-103) and
referral to Education and Self-Management
Programmes (QS JN-108)
g. Arrangements for shared care and ensuring continuity of
medication between primary and secondary care
h. Arrangements for multi-disciplinary discussion of the
care of patients through multi-disciplinary clinics or
other meetings
i. Arrangements for urgent review by a team member
within 24 hours
j.  Arrangements for follow up and review within two
weeks of an exacerbation or hospital admission
JN-602 Multi-Disciplinary Meetings with Other Local Services N Business multi-disciplinary

An Operational Policy should ensure Multi-disciplinary

meetings / case reviews with input from all local services,

take place to coordinate the care of people with multiple
long-term conditions and those with complex needs. The
policy should cover at least:

a. Indications for discussion of patients at the multi-
disciplinary meeting with other local services involved in
the care of people with multiple long-term conditions
and those with special needs

b. Responsibility and arrangements for arranging and
documenting these meetings

c. Involvement of consultants with specialist expertise in
the care of people with multiple long-term conditions

d. Involvement of social care representative and a
pharmacist in these meetings

e. Allocation of a lead consultant for each patient with
rarer multi-system long-term conditions

meetings were taking place but
there were no clinical multi-
disciplinary meetings to discuss
individual cases, although there
were some informal meetings
taking place. There were no
meetings with other services.
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IN-603 Risk Stratification N Up to date information within the
Up to date information on people with long-term conditions local area of those at high risk of
within the local area identified through risk stratification as unscheduled admission was not
at high risk of unscheduled admission to hospital should be available for use by the team. The
easily available and used to support personalised care team did identify those under
planning. their care of high risk via a 'RAG'
rating system.
IN-604 Service Improvement across the Local Network N There had been links with the
The service should: Cardiac and Stroke network but it
a. Have an ongoing programme of service improvement was not clear what was in place
work linked to that of other services in the Local now and how this translated into
Network service improvement and
redesign.
b. Regularly attend meetings of the Local Network (or
equivalent) with responsibility for improving services
(Qs Jz-701)
JN-605 Annual Review Meetings N Annual review meetings were not
Meetings should be held at least annually to review yetin place.
arrangements for liaison and address any problems
identified with:
a. Referring GPs and other referring clinicians
b. Integrated community LTC teams: with specialist teams
for diabetes, COPD, heart failure and chronic
neurological conditions
c. Community LTC teams and specialist COPD & heart
failure teams: with local Home Oxygen Assessment and
Review Service/s
d. Community LTC teams and specialist diabetes teams:
with diabetic foot team, obstetric team, renal services
and vascular service
e. Specialist chronic neurological condition teams: with
wheelchair and orthotic services
JN-606 Rehabilitation Services Y There was a rehabilitation service
Rehabilitation services should offer with "high risk’ sessions to which
a. Rehabilitation and support centred on the patient’s suitable patients with heart
home and environment failure could be referred to.
b. Out-patient or day rehabilitation programmes
c. Access to vocational support, including vocational
assessment, support and guidance on returning to and
withdrawing from work, and referral to specialist
vocational services (if required).
IN-607 Contribution to Prevention and Early Identification N Although there was some

Programmes

The service should contribute to local programmes for the
prevention and early identification of long-term conditions
(QS Jz-703).

evidence of staff contribution to
early identification programmes
in Sandwell there was no

evidence of this at City Hospital.
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IN-698 LongTerm Care Training and Development N The teams did not contribute to
The service should contribute to training and development the t.rdalnlngfalmd development of
programmes for providers of long-term care (QS JZ-602). providers of long-term care.
IN-699 Primary Care Training and Development N There had been some
The service should contribute to primary care training and cor?trlbutlo; ;0 prllmary care
development programmes (QS JA-299). training and development at
Sandwell but not in West
Birmingham.
JN-701 Data @llection N The service collected data for
Regular data collection and monitoring should cover Key natlona.l audit programmes and
. . . out-patient attendances.
Performance Indicators agreed with commissioners,
including:
a. Number of referrals
b. Number of people cared for by the service
c. Referrals to smoking cessation services
d. Number of people undertaking structured education and
self-management programmes
e. Hospital admission and re-admission rates
f.  Unplanned admissions of people identified as at high risk
of hospital admission
g. Hospital mortality rates
h. NICE Quality Standards (where available)
i. National audit programmes
IN-702 Audit N There was no rolling programme
The service should have a rolling programme of audit, of auditin place but the team did
. . . contribute to the national heart
including audit of:
. oy . . . failure audit and individual clinic
a. Patients with inappropriate diagnostic delay dits. oth dits d
b. Implementation of evidence based guidelines (QS JN-501 ?u s .er. au |ts. one
included clinical coding, some
~IN-399) ibing audits and th
c. Prescribing, including new and discontinued drugs prescribing au. s an €
. . . number of patients referred to
Accuracy of clinical coding (where applicable)
the service. There was no
evidence that an audit of patients
with inappropriate diagnostic
delay had been undertaken.
JN-798 Review and Learning N There was no evidence of service-

The service should have appropriate arrangements for

review of, and implementing learning from:

a. Positive feedback, complaints, outcomes, incidents and
‘near misses’

b. Published scientific research and guidance relating to
the care of people with long-term conditions

level review and learning.
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&
JN-799

Quality Standard
Document Control
All information, policies, procedures and guidelines should

comply with Trust (or equivalent) document control
procedures.

Met?

Comments

Few documents were available
but those seen were often not
dated or out of date. Newer
documents were document-
controlled.

Return to Index

SPECIALISTARE OFPEOPLE WITEGHRONIANEURQOGICACONDITIONS

Ref ‘ Quality Standard Met? ‘ Comments
IJN-101 | Pathway Information N Information was given verbally.
. . . National information was
Services that are relevant to their needs should be discussed lable ab |
. . . . . . available about epilepsy,
with the patient. Written information should be available . ) prEpsy
. . Parkinson's Disease and motor
and offered at an appropriate stage on the patient pathway ] ) )
. . neurone disease. For inpatients
and should give an overview of the local pathway and dth o th
. . . . and those accessing the
services available (QS JN-601) including: headach d Ig' e scl )
. . . . . eadache and multiple sclerosis
a. Contact details for relevant services, including Education ] ‘ P ot
services, a range of written
and Self-Management Programmes (QS JN-108) ¢ . & abl
. . information was available.
b. Details of the role of each service Parki < UK inf "
N . arkinson's UK information on
c. Indications for referral to and discharge from each T ) ]
. medication was available in the
service toatients d . LV
N . . outpatients department. Ver
d. Indications and arrangements for referral, including self- ] p. .p ) y
. little information was available
referral, back to each service bout ocal
N . about any local groups.
e. Indications and arrangements for rapid access to ] y. & i P )
L Patients with multiple sclerosis
services in an emergency X ¢ with th owing t
. . who met wi e reviewing team
Housing and social care (JN-307) g.
. knew who to contact for advice
g. Local and national Support Groups
and they also had a Facebook
site. Some patients were
accessing the 'Fresh-winds'
charity-led group for additional
support.
Staff had organised a multiple
sclerosis update day for patients,
carers and other staff.
JN-102 | Service Information N Some information was available

Each service should offer patients information covering:

a. Organisation of the service, such as opening hours and
clinic times

b. Staff and facilities available

c. How to contact the service for help and advice, including
out of hours

for ward patients. No specific
information was available for
other chronic neurological
diseases.
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Ref ‘ Quality Standard Met? ‘ Comments
IN-103 | Condition-Specifc Information N No condition-specific information
. . . . .Th
Patients should be offered discussion and written WaT seen g T\;Ie lwelre ;olme
information about their condition, including: :pl .epsyl anﬂ uF 'pie ; erosis
. L - - ciet ts. From the cas
a. Brief description of the condition and its impact oclety featle © € case
. L . notes seen it was not clear if
b. Smoking cessation (if applicable) iy ] ol
S . " . nformation was routin
c. Maintaining a healthy weight and nutritional advice information was routine’y
. . discussed with patients. The
d. Treatments available (pharmacological and non- i i
. . . patients who met with the
pharmacological) and possible side-effects o )
. reviewing team had received
e. Management of exacerbations bal inf )
. —— - rbal information.
f. Possible complications of the condition and how to ve informatio
. . L There was a good range of
prevent these (including vaccinations) ] ) )
- . information covering neuro-
g. Driving advice hvsiol ) tigati
. L . . siology investigations
h. Other lifestyle advice, including exercise and sexual P y. g-y &
available in both leaflet form and
health h b
. . . - on the website.
i. For women of child-bearing age: Importance of avoiding
unplanned pregnancies, contraception and pre-
conception care
j.  Anxiety management, including relaxation
k. Prescription ‘season ticket’, benefits and disabled
parking advice
I.  Travel advice
m. ‘Looking to the Future’ plan
n. Where to go for further information, including useful
websites and national organisations.
JN-103N | ConditionSpecific Informationg Chronic Neurological N As JN-103

Conditions

Discussion and information for patients with chronic

neurological conditions should also cover (when applicable):

M -0 Qo0 T W

Physical exercise programme

Prevention of seizures and action to take if they occur
Transfer and mobility techniques

Pressure-relieving techniques

Spasticity and contractures

Assistive technology

Communication, swallowing and respiratory needs
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Ref ‘

Quality Standard

Met? ‘ Comments

IN-104 | Personalised Care Planrgn N There was no coordination of
. . care plans for people with
Each patient should agree their personal Care Plan and be .p el o
: . multiple long-term conditions
offered a written record covering at least:
. L across the health economy. Care
a. Agreed goals, including life-style goals - g e
. anning and goal setting was
b. Self-care and self-monitoring . : : E )
. . , undertaken for those accessing
c. Name of ‘care coordinator T (e )
- . . e inpatient service.
d. Therapeutic interventions (pharmacological and non- P ) )
. For those with Parkinson's
pharmacological) ) )
L . . Disease there did not seem to be
e. Early warning signs of problems, including acute S i
. . any structured education
exacerbations, and what to do if these occur Y el T
. . rogramme available. The
f. Planned review date and how to access a review more — ) i ]
. . community Parkinson's Disease
quickly, if necessary i ) o
. nurses did receive a copy of their
g. ‘Looking to the Future’ Plan - .
. . n tters.
People with long-term conditions should have one Care Plan ZI icle el; ith bud ot f
L . . . . . ersonal health budget pilot for
which is communicated to all services involved in their care 10p ) - 'gl ¢
L atients with multiple
and which is updated regularly. P ) P
sclerosis had been commenced
which included care planning and
formal review.
IN-105 W/ F NB / 22 NRAYF (G2 NR N Arrangements for the allocation

Each patient and, where appropriate, their carer should be
given the name of a ‘Care Coordinator’ (‘case manager’ or
‘key worker’) who they can contact for queries and advice
and who will provide support in conjunction with their
general practitioner. The ‘care coordinator’ should be
available on, at least, normal working days and cover for
absences should be available.

of a single care coordinator for
people with multiple long-term
conditions were not yet in place.
In practice all the patients who
met with the visiting team would
contact the specialist nurse.
Those patients with epilepsy
would liaise with their GP.
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Ref ‘ Quality Standard Met? ‘ Comments
IJN-106 | Formal Review and Care Planning N There was no systematic process
A formal review of the patient’s Care Plan should be in place for formal review and
undertaken at least annually (six monthly for patients with care planning. For those who
heart failure) covering : were on the ward monthly goal
a. Review of: setting was in place.
i. Agreed goals, including life-style goals

ii. Smoking status and support to quit

iii. Body Mass Index and dietary and alcohol advice

iv. Self care and self monitoring, including the need for

further information or education

v. Disease complications

vi. Other co-morbidities

vii. Other therapeutic interventions

viii. Fatigue, sexual health, and bladder and bowel
control

ix. ‘Looking to the Future’ Plan
b. Physical examination
c. Medication review
d. Screen for depression, cognitive impairment, mobility

problems and psycho-social problems
e. If pregnant or planning to become pregnant, review of

medication (QS JN-507)
The revised Care Plan agreed at the review should be
communicated to all services involved in the patient’s care.

JN-106N | Formal Review and Care PlannirgChronic Neurological N In the notes seen by reviewers

Conditions

Formal reviews of patients with chronic neurological

conditions should also cover (when applicable):

S @ 0 o0 T o

Physical exercise programme

Seizures

Transfer and mobility techniques
Pressure-relieving techniques

Spasticity and contractures

Assistive technology needs

Communication, swallowing and respiratory needs
Trial, continuation and withdraw! of non-invasive
ventilation

point 'c' and 'e' were covered.
For those with Parkinson's
Disease formal reviews were
undertaken by the community
Parkinson's nurses.

For headache and multiple
sclerosis this Quality Standard
was met.
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Ref ‘

Quality Standard

Met? ‘ Comments

IN-107 | SelfMonitoring and SelCare Y The process for ensuring that
. . I tients with epil h
All patients should have appropriate support for monitoring pa |enhs with ept epsTf ad
their condition and for self-care. enough support or self-care
would benefit from review.
Reviewers were told by patients
who they met that they were
often referred back to GPs who
were unable to provide support.
Two of the patients with
Parkinson's Disease had not
received any information or
support.
JN-108 | Education and SelManagement Programmes N A range of education and self-
. t
A range of education and self-management programmes manage.lmsln programmes were
should be available, covering the whole patient pathway and r;o;c.av:l @ he to iver':/:r::
all aspects of QS JN-103. These should be offered to all @ .|en _S whomet wi T
. . t
patients at an appropriate stage on the pathway and should reviewing team were unciear
. . - what was available to them.
include an assessment of whether learning objectives have )
. However, education and self-
been achieved.
management programmes were
available for those accessing the
headache service.
JN-109 | Medication Support Y Pharmacy advice was available
. . for th d, both f i f
All patients should have access to pharmacy advice, or ) € v.var othtor revu-ew ©
. . — . medication charts and advice for
appropriate modes of delivery of medication and aids to )
. the patient.
compliance.
IN-196 | General Support for Patients and Carers Y Interpreter services were
. . ilable but staff ted
Patients and carers should have easy access to the following avai ? e butsta ) comr’r?er\ €
. . . . that it was sometimes difficult to
services, and information about them should be easily . )
. get an interpreter to help with
available: dici dvi
a. Interpreter services, including access to British Sign medicines advice.
Language
b. Independent advocacy services
c. Complaint procedures
d. Social workers
e. Benefits advice
f. Spiritual support
g. HealthWatch or equivalent organisation
JN-197 |/ F NBNBR Q { dzLJLJ2 NJi Y Support for carers was available

Carers should have access to the following services:

a. Carer’s breaks

b. Services which provide support for highly dependent
people at home at short notice

c. Emergency response

d. Support for children in the family

e. Cognitive and behavioural therapy

although not all the patients who
met with the reviewing team
were aware of what might be
available.
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Ref ‘

Quality Standard

Met? ‘ Comments

IN-198 |/ F NBENEQ bSSRa Y | AsQSJIN-197
Carers should be offered information on:
a. How to access an assessment of their own needs
b. Services available to provide support (QS JN-197)
JN-199 | Involving Users and Carers N Mechanisms were in place but
All services should have: exanlﬁph:c ofdc::ankges made asI a
a. Mechanisms for receiving feedback from patients and result of feedback were not clear.
Patients who met with the
carers owing t ted that
b. Mechanisms for involving patients and carers in reviewing team commented tha
.. . . they had never been asked for
decisions about the organisation of the service feedback ab hei
c. Examples of changes made as a result of feedback and eedback about their
. . experiences. Patient feedback
involvement of patients and carers
was actively being sought as part
of consultant revalidation. The
team had delivered a multiple
sclerosis update day for patients,
carers and staff in May 2011 and
had taken part in the Trust
'Listening into Action’
programme.
JN-201 Lead Clinician Y
The service should have a nominated lead clinician with
responsibility for training, guidelines and protocols, service
organisation and for liaison with other services.
IN-202 | Staffing Levels and Skill Mix N There was no specialist nursing

Sufficient staff with appropriate competences, and cover for

absences, should be available for the:

a. Number of patients usually cared for by the service

b. Service’s role in the patient pathway, including care
coordination (QS JN-105) and palliative care

c. Therapeutic and rehabilitation interventions offered
Urgent review within 24 hours (QS JC-602) (QS JN-601
and JC-602)

Staffing should include:
i. Consultant with appropriate specialist interest
ii. Specialist nurse/s
iii. Staff with specialist competences in physiotherapy,
occupational therapy and psychological therapy,
dietetics, speech and language therapy and social work
iv. Staff with competences in:
e Inhaler technique and spirometry (community LTC
and specialist COPD services)
e Initiating and managing insulin (community LTC and
specialist diabetes services)

support for those with epilepsy.
There were three consultants for
500,000 population with an
average of 495 referrals per
month. Reviewers were told that
a consultant post had been lost
due to a lack of suitable interest.
The community Parkinson's
Disease nurse had a caseload of
397 patients and was only able to
see patients with more complex
needs. Staffing for the inpatients
and rehabilitation service
appeared sufficient for the level
and complexity of the
interventions offered. See also
main report about ensuring that
staffing remains adequate once
the service has transferred to the
Sandwell Hospital site.
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Ref ‘

Quality Standard

Met? ‘ Comments

IN-203 | Competence Framework and Training Plan N There was no overarching
A competence framework should describe the competences competency framework and
o L . training plan for the service.
expected for roles within the service, including:
Lo . L . Reviewers were told that a skills
a. Motivational interviewing and supporting self-care
- . analysis had been undertaken as
b. Condition-specific competences fth ; i |
c. Resuscitation, safeguarding, Mental Capacity Act and part of the transformation pfan.
L . There were plans to implement a
Deprivation of Liberty Safeguards
multi-disciplinary approach to
A training and development programme should ensure that training on the neurological
all staff have, and are maintaining, these competences (QS rehabilitation ward.
JN-202).
JN-299 | Administrative and Clerical iport Y
Administrative, clerical and data collection support should
be available.
JN-301 SupportServices N Access to psychology was only
. . . . ilable via th
Timely access to the following services should be available: available via the emergency
. . . response service RAID. Little
a. Smoking cessation service ) hol
b. Weight reduction service corr?lml:lnlt::/ psyhc © og.yr\]/vas ol
c. Physiotherapy (if not available in QS JN-202) avlal a .e. ort osehW|It multiple
d. Occupational therapy (if not available in QS JN-202) >¢ e.:ozlls sfome EASVC IO olg-|y lvlvas
e. Psychological therapies (if not available in QS JN-202) Ia_|va| ? T rom f;se éy ha
f. Speech and language therapy (if not available in QS JN- ospital (part of Birmingham
202) Community Healthcare NHS
L L . . Trust).
g. Dietician service (if not available in QS JN-202)
h. Chiropody and podiatry
i. Ophthalmology
j.  Nephrology
k. Tissue viability service
I. Continence service
m. Falls prevention service
n. Palliative and end of life care
JN-301N | Support Serviceg Chronic Neurological Conditions N There were prolonged delays for

Timely access to the following services should be available:

a. Neurophysiology and neurophysiology reporting

b. Specialist neuro-psychological assessments and
rehabilitation

c. Neuro-psychiatry

d. Assistive technology service

e. Neurosurgery

access to neuro-psychiatry (both
in relation to dementia due to
changes in service and also for
patients with non-epileptic
seizures, psychogenic movement
disorders and other neuro-
psychiatric disorders).

The team commented that there
were issues with the transfer of
in-patients for neuro-surgical
procedures.
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Ref ‘

Quality Standard

Met? ‘ Comments

JN-302 | Orthotics and Wheelchair Services N The rehabilitation service
Timely access to the following services should be available: reported that there were delays
a. Orthotics in accessing equipment for home
b. Wheelchair supply services use. There was timely access for
c. Wheelchair repair service for emergency repairs and basic wheelchairs, but often long
planned maintenance delays for those requiring more
complex wheelchair
specifications.
JN-303 Home Oxygen Therapy Y Access to therapy was very well
Timely access to a Home Oxygen Assessment and Review established for those accessing
. . the headache service.
Service should be available.
IJN-304 | Pathology Services Y
Timely access to pathology services should be available,
including appropriate point-of-care testing. All point-of-care
testing equipment should be part of a quality assurance
programme.
JN-305 | Imaging Services Y
Timely access to imaging services should be available.
JN-305N | Imaging Serviceg, Chronic Neurological Conditions Y
All neuro-imaging procedures should be reported by a
neuro-radiologist or a general radiologist with specialist
neuro-radiological training.
IN-306 | Pharmacy Services Y A drug information service was
Pharmacy support should be available to advise on a\{allable and staff often Il.alse.d
— . - with the team about medication.
medication for people with long-term conditions. ) ) o
The multiple sclerosis specialist
nurse had provided a pharmacy
update on medications used in
multiple sclerosis.
JN-307 | Housing and Social Care N Timely access to housing support

The following services should be available:

a. Intensive home support, including in an emergency

b. Short breaks

c. Support for housing needs, including timely access to
adaptations and purpose-built accommodation

was not always possible. A social
worker did attend the multi-
disciplinary meetings but often
had to forward referrals for
action to other members of the
social work team which then
created further delays.
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Ref ‘ Quality Standard Met? ‘ Comments
IN-401 | Fadlities and Equipment N Access to equipment for those
. . . ith ongoing rehabilitation n
Timely access to facilities and equipment appropriate for the Wi Of gOIdgl € dbl atio I e?ds
. . . . . was often delayed, especially i
service provided should be available, including at least: i y P y
. . . patients could not access any
a. Access for patients in wheelchairs
. . . continuing care funding. Staff
b. Information for patients and carers on all equipment ) R
. . who met with the reviewing team
used or supplied by the service ) i
. N . felt that this also impacted on
c. Equipment to maintain health, help with care and ] ] ]
. . . . . patients being able to achieve the
support independence, including appropriate assistive o
rehabilitation goals set.
technology
d. Pressure relieving mattresses and equipment
Arrangements for calibration (if required), planned
maintenance and emergency repair of all equipment
used by the service
f. A system for tracking, return and recycling of equipment
(if appropriate)
g. A system for temporary loan or trial of more specialist
equipment
h. Resuscitation equipment (where appropriate)
JN-402 Non-invasive and Invasive Ventilation Y See main report.
The service should have timely access to:
a. Home non-invasive and invasive ventilation (QS JZ-602)
b. Hospital-based non-invasive ventilation sufficient for the
number of in-patients normally assessed as needing this
treatment (QS JN-503C) (specialist teams only)
c. Critical care and invasive ventilation for patients
admitted to hospital (specialist teams only)
JN-403 IT System N Multiple IT systems were in use
. . across both acute and communit
The service’s IT system should ensure that all staff involved ] i y
. . . services. Reviewers were
in the care of people with long-term conditions have access ] d with the electroni
. . . . . impressed wi e electronic
to up to date information about their care, including the b z o
. . . ed monitoring system.
latest Care Plan (QS JN-104), formal review, imaging and g3y
pathology results, and details of hospital admissions.
IN-404 | Secure Transmission of Patietdentifiable Data Y
All clinical staff should be able electronically and securely to
communicate patient-identifiable data to community LTC
and specialist services serving the local area.
IJN-501 | Diagnosis Guidelines Y General neurological referral

Guidelines on diagnosis and assessment should be in use.
For community LTC services these guidelines should include
indications for referral to specialist services.

guidelines were in place as well
as specific guidelines for the
diagnosis of headaches.
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Ref ‘

Quality Standard

Met? ‘ Comments

JN-501N | Diagnosis Guidelines Chronic Neurological Conditions Y
Diagnosis guidelines should also cover:
a. Review of diagnosis if atypical features develop
b. Referral to specialist neurology service if diagnostic
uncertainty (QS JN-510)
c. Establishing patient’s baseline respiratory function
(patients with motor neurone disease)
IJN-502 | SelfCare Guidelines N There were no self-care
Guidelines on self-care should be in use covering aids, gU|d.eI|nes covering aids,
. ) equipment, competences and
equipment, competences and review arrangements. )
review arrangements.
JN-503 | Monitoring and Management Guidelines N NICE guidance was in place but

Guidelines on routine monitoring and management should

be in use. These guidelines should cover:

a. Review of:

i. Agreed goals, including life-style goals

ii. Smoking status and support to quit

iii. Body Mass Index and dietary and alcohol advice

iv. Disease complications

v. Other co-morbidities

vi. Other therapeutic interventions

vii. Fatigue, sexual health, bladder and bowel control
viii. Screen for depression, cognitive impairment,

mobility problems and psycho-social problems

ix. ‘Looking to the Future’ plan

b. Physical examination

c. Re-ablement activities to optimise self-care, self-
management and independent living

d. Prescribing guidelines and expected frequency of
medication review

e. Intentions regarding pregnancy and pre-conception care
(where applicable)

f. Guidelines on prescribing for people with multiple long-
term conditions or those who develop cognitive
impairment

g. Indications for seeking advice from, or referral to, other
community LTC and specialist services, including
indications for urgent referral

h. Indications for on-going follow up

i. Indications for referral to rehabilitation services

had not yet been localised to
reflect local implementation.
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Ref ‘ Quality Standard Met? ‘ Comments
JN-503N | Monitoring and Management Guidelines Chronic N NICE guidance was in place but
Neurological Conditions had not yet been localised to
S reflect local implementation.
Guidelines should also cover: P
a. Management of genetic disorders and referral to genetic
services
b. Use of deep brain stimulation for refractory epilepsy
c. Use of subthalamotomy for Parkinson’s Disease
JN-504 | Acute Exacerbatins and Acute Complications Guidelines N Guidelines for Status Eplipeticus
A . and Frequent Seizures were
Guidelines on the management of acute exacerbations and ) g
N . available but not for other
acute complications should be in use. : .
neurological conditions.
JN-505 | Chronic Complications Guidelines N There were no guidelines on the
S . D management of chroni
Guidelines on the management of chronic complications anagement of chronic
. complications.
should be in use.
IJN-506 | Transition N Transition guidelines covering the
s . . . care of patients with epileps
Guidelines should be in use covering transition from the care P ) p p y
I L . were not available. Guidelines
of local paediatric services including: ]
were available for those
a. Involvement of the young person and, where ) )
. . . . accessing the headache service.
appropriate, their carer in the decision about transfer A
, . In practice informal processes
b. Involvement of the young person’s general practitioner )
. . were in place.
in planning the transfer
c. Joint meeting between paediatric and adult services in
order to plan the transfer
d. Allocation of a named coordinator for the transfer of
care
e. A preparation period prior to transfer
f.  Arrangements for monitoring during the time
immediately after transfer
IJN-507 | Guidelines¢ Women of ChildBearing Age Y The team were also in the

Guidelines on contraception, pre-conception, pregnancy and

delivery, breast-feeding, care of children and the

menopause should be in use covering at least:

a. Advice and information to be given to the woman and
her partner (if applicable)

b. Guidelines on care before, during and after pregnancy

c. Arrangements for shared care with obstetric services,
including joint clinics (specialist teams only)

d. Intrapartum and neonatal care

e. Indications for referral to more specialist services

f. Follow up arrangements

process of training a midwife to
be a specialist reference point for
those with chronic neurological
conditions.
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Quality Standard

Comments

IJN-510 | More Specialist Referral No localised guidelines were
s - . available. In practice
Guidelines on referral to more specialist services should be P
. . arrangements were in place to
in use covering: o )
o - refer to specialist services at the
a. Access to more specialist opinion y ) <8 "
N s . niversity Hospitals Birmingham
b. Indications for referral to a more specialist service y i P &
NHS Foundation Trust.
c. Shared care arrangements
d. Referral back when specialist intervention is no longer
needed
IN-597 | Discharge Guidelines Trust wide guidelines for in-
S . . . atients were in place. Discharge
Guidelines on discharge from the service should be in use, P o P i &
. guidelines were not in place for
covering: disch ; th ;
N . . ischarge from the care o
a. Indications for discharge to primary care or to another o & ]
. . . specific services. The headache
community LTC or specialist service had 1000
. service had over 1, atients
b. Indications and arrangements for referral back to the ) P
. . who were reviewed on a regular
service by patients and carers (self-referral), GPs, ]
. - . basis and some had been
community LTC and specialist services )
. . attending for many years. In
c. Indications and arrangements for rapid access for ] )
. . . . . order to manage the increasing
patients previously in contact with the service vload th <
N . . . . workload the team may wish to
d. Communication of discharge information to the patient, q hether d hy
. . . . consider whether discharge to
GP and other services involved with the care of patient ) b & )
. rimary care may be appropriate
e. Arrangements for transfer of care when patients move P ¥ ) y pprop
. for some patients.
outside the local area
IN-598 | Palliative CareGuidelines
Guidelines, agreed with the specialist palliative care services
serving the local population, should be in use covering the
management of patient with palliative care needs.
IN-599 | End of Life Care

Staff should be aware of local guidelines for end of life care,

services available and how to access them.
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IJN-601 | Local Pathway N No summary of the local pathway

A summary of the local pathway should be easily available was available.

and understood by staff in all services. The pathway should

cover:

a. Contact details for community LTC, specialist and
rehabilitation services serving the local population

b. Details of the role of each service

c. Indications for referral to and discharge from each
service

d. Arrangements for Personalised Care Planning and
Formal Reviews (QS JN-104 and JN-106)

e. Responsibility and arrangements for allocation of the
‘Care Coordinator’ (QS JN-105)

f. Responsibility for giving information (QS JN-103) and
referral to Education and Self-Management Programmes
(QS JN-108)

g. Arrangements for shared care and ensuring continuity of
medication between primary and secondary care

h. Arrangements for multi-disciplinary discussion of the
care of patients through multi-disciplinary clinics or
other meetings

i. Arrangements for urgent review by a team member
within 24 hours

j.  Arrangements for follow up and review within two
weeks of an exacerbation or hospital admission

IJN-602 | Multi-Disciplinary Meetings with @er Local Services N Multi-disciplinary meetings to
discuss the care of people with

An Operational Policy should ensure Multi-disciplinary

. . s . multiple long-term conditions
meetings / case reviews with input from all local services,

take place to coordinate the care of people with multiple were not yet in place.

long-term conditions and those with complex needs. The

policy should cover at least:

a. Indications for discussion of patients at the multi-
disciplinary meeting with other local services involved in
the care of people with multiple long-term conditions
and those with special needs

b. Responsibility and arrangements for arranging and
documenting these meetings

c. Involvement of consultants with specialist expertise in
the care of people with multiple long-term conditions

d. Involvement of social care representative and a
pharmacist in these meetings

e. Allocation of a lead consultant for each patient with
rarer multi-system long-term conditions
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Comments

IN-603 | Risk Stratification Risk stratification was not yet
. . . . a r for identifyin
Up to date information on people with long-term conditions used as a process (I)< |(;Ie ying
s . e . R atients most at risk o
within the local area identified through risk stratification as P heduled admissi
N - . nsc missions.
at high risk of unscheduled admission to hospital should be unscheduled admissio
easily available and used to support personalised care
planning.
IJN-604 | Service Improvement across the Local Network There was no local network or
. equivalent in place. Ongoin
The service should: g o P gomng
. L service improvement was
a. Have an ongoing programme of service improvement o th hthe L
. L ccurring thr the ‘Listenin
work linked to that of other services in the Local _O curn .g ough the ‘Listening
into Action’ process and the
Network ; S c
. reconfiguration work. Some wor
b. Regularly attend meetings of the Local Network (or ] -g ) )
. . - . . . in conjunction with the
equivalent) with responsibility for improving services (QS
Neurological Alliance had taken
JZ-701) i
place in 2007.
IJN-605 | Annual Review Meetings Annual review meetings were not
. . in place to review arrangements
Meetings should be held at least annually to review P ) ] & .
. for care of patients with chronic
arrangements for liaison and address any problems logical conditi
identified with: neurological conditions.
a. Referring GPs and other referring clinicians
b. Integrated community LTC teams: with specialist teams
for diabetes, COPD, heart failure and chronic
neurological conditions
c. Community LTC teams and specialist COPD & heart
failure teams: with local Home Oxygen Assessment and
Review Service/s
d. Community LTC teams and specialist diabetes teams:
with diabetic foot team, obstetric team, renal services
and vascular service
e. Specialist chronic neurological condition teams: with
wheelchair and orthotic services
JN-606 Rehabilitation Services Some rehabilitation was available
. . at Rowley Regis Hospital. Those
Rehabilitation services should offer fent Y 'thg i ? | ]
A . atients with multiple sclerosis
a. Rehabilitation and support centred on the patient’s P .p
. could access vocational support.
home and environment R \d that th
. A eviewers were told that there
b. Out-patient or day rehabilitation programmes )
. . . . was no longer a service level
c. Access to vocational support, including vocational )
. . agreement to refer directly to the
assessment, support and guidance on returning to and ] o
. . . West Midlands Rehabilitation
withdrawing from work, and referral to specialist
. . . . Service.
vocational services (if required).
IN-607 | Contribution to Prevention and Early Identification The services did not contribute to

Programmes

The service should contribute to local programmes for the
prevention and early identification of long-term conditions
(@S Jz-703).

any early identification
programmes.
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Met? ‘ Comments

IJN-698 | LongTerm Care Training and Development N The service did not contribute to
The service should contribute to training and development training and development
programmes for providers of long-term care (QS JZ-602). programmes for providers of

long-term care.

IJN-699 | Primary Care Training and Development Y Staff did contribute to the
The service should contribute to primary care training and education of a wide range of
development programmes (QS JA-299). prof.essionals about the headache

service.

IJN-701 | Data @llection N Some data were collected but not
Regular data collection and monitoring should cover Key for points ‘c’'d", 'f'or 'h".
Performance Indicators agreed with commissioners, Data were submitted to the
including: National Epilepsy Audit.

a. Number of referrals

b. Number of people cared for by the service

c. Referrals to smoking cessation services

d. Number of people undertaking structured education and
self-management programmes

e. Hospital admission and re-admission rates

f.  Unplanned admissions of people identified as at high risk
of hospital admission

g. Hospital mortality rates

h. NICE Quality Standards (where available)

i. National audit programmes

IN-702 | Audit N A rolling programme of audit was

The service should have a rolling programme of audit,

including audit of:

a. Patients with inappropriate diagnostic delay

b. Implementation of evidence based guidelines (QS JN-501
—JN-599)

c. Prescribing, including new and discontinued drugs
Accuracy of clinical coding (where applicable)

not in place covering points 'a’ or
'b'.

The multiple sclerosis audit was
2007/8.

Other audits had been
undertaken covering in-patient
referrals. The service had
contributed to the National Audit
of Seizure Management in
Hospitals. There were plans to
audit the accuracy of clinical
coding.

There had been a Parkinson's
Disease audit (date unknown)
covering demographics,
medication and reviews with
consultant, Parkinson's Disease
nurse and the wider multi-
disciplinary team.
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Ref ‘

Quality Standard

Met? ‘ Comments

IJN-798 | Review and Learning Y The service was active in research
The service should have appropriate arrangements for amfl lhad published a number of
review of, and implementing learning from: ar'\jlc €S Ief.t;l-' ) ot
a. Positive feedback, complaints, outcomes, incidents and - Nurse-led diagnostic service for

‘near misses’ those with headaches,

b. Published scientific research and guidance relating to -Cln-paltler?t N:urc).logyv | g

the care of people with long-term conditions onsultation Service: Value an
Cost,
- Imaging results in a consecutive
series of 530 new patients in the
Birmingham Headache Service.
Minutes of the directorate
meetings indicated that audit of
patients with inappropriate
diagnostic delay (point 'a') was
included in the multi-disciplinary
discussions.

IN-799 | Document Control Y
All information, policies, procedures and guidelines should
comply with Trust (or equivalent) document control
procedures.

Return to Index

TRUSTWIDE SANDWELE& WESTBIRMINGHAMNHSTRUST

Ref ‘ Quality Standard Met? Comments

JC-101 SelfCare N Compliance was inferred from QS
Patients should have encouragement and support to Jc-201 andeC-I:EO%r. Self;jc.zre was
continue with as much self-care as possible during their encouragelf. Z. ru.st ! .n(;t n
time in hospital, including self-administration of medicines suppor.t seit me |cat|o.n, with the
(where appropriate) exception of GTN and inhalers.

' Self care was encouraged during
hospital stays.

JC-201 Ward Staff Training N No formal competences for point

Staff on all wards caring for people with long-term
conditions should have competences in:

a. Self-monitoring

b. Smoking cessation advice

c. Dietary advice

d WeKAY]l Dfdz02aSQ

e. Inhaler technique advice

/PG

a’-‘e’ were in place across the
Trust. Patients with diabetes
and respiratory problems were
not always cared for on specialist
words. The Trust had recently
introduced a programme ‘Making
Every Contact Count' to look at
ensuring staff would have the

appropriate competences.
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Ref ‘
JC-202

Quality Standard
Specialist Wards

Wards providing specialist, condition-specific care for

people with long-term conditions should have:

a. Staff with competences in motivational interviewing and
supporting self-care

b. Staff with appropriate condition-specific competences

c. Appropriate skill mix and support services for the case-
mix and role of the ward in the local pathway (QS JZ-
601), including its role in re-ablement and rehabilitation

Met?

Comments

Condition specific competence
frameworks were not yet in place
for all ward staff caring for
people with long-term
conditions. Staff did not have
competences in motivational
interviewing.

JC-203

Board Level Lead for Care of Children

A Board level lead for children’s services should be
identified.

JC-204

Paediatic Ward Link Nurse and Staff Training

Each paediatric ward should have a link nurse for diabetes
who should have a lead role in liaison with the paediatric
diabetes service and for ensuring training and education of
paediatric ward staff in:

a. Equipment used for newly diagnosed children and

young people with diabetes

b. Management of low blood glucose (hypoglycaemia)

c. Management of a child in diabetic keto-acidosis

d. Carbohydrate counting

JC-501

Guidelines:

All ward staff should have easy access to guidelines relating
to the care of people with long-term conditions (QS JN-501
to JN-599).

Limited guidelines were available
on the Trust intranet. The Trust
was in the process of adopting
and localising the West Mercia
Clinical Guidelines.

JC-502

24/7 Advicec PaediatricDiabetes

If arrangements for 24/7 advice for children and young
people with diabetes and their families involve paediatric
ward staff then guidelines should be in use covering advice
to be given, and indications and arrangements for
contacting the paediatric diabetes team.

JC-601

Information for staff about pathway and seliges available

Staff in the Emergency Department, Acute Medical
Admissions Unit, Acute Medicine Clinics, General Medical
and Care of the Elderly wards (or equivalent) should be
aware of the pathway and services available for people with
long-term conditions, including Community LTC services (QS
JN-601).

The Trust has a comprehensive
Rapid Response Team providing
advice and support to staff and
patients.
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Ref ‘
JC-602

Quality Standard
Admission to Hospital

Trust admission procedures should ensure that, for patients

with long-term conditions:

a. Wherever possible the patient is admitted to a ward
where staff have appropriate competences in the care
of people with long-term conditions

b. The patient’s GP, Care Coordinator and relevant
specialist team/s are notified of the admission

c. Advice and, if indicated, review by a member of the
relevant specialist team or Community LTC Team takes
place within 24 hours of admission

d. Assessment of the patient’s medicines support needs
takes place using a structured protocol

Met?

Comments

JC-603

Discharge fom Hospital

Trust discharge procedures should specifically cover, for

patients with long-term conditions:

a. Involvement of and, if necessary, assessment by
community LTC services before discharge

b. Pre-discharge assessment of people with multiple long-
term conditions and special needs

c. Giving patients a copy of their discharge summary and
communication with the patient’s GP and any other
services involved in their care, especially about changes
to medication

d. Post-discharge support

There was good liaison between
the hospital and community
services with regard to discharge
planning. Discharge Liaison
Nurses supported the discharge
process.

JC-606

Trustwide Group: Diabetes in Children

The Trust should have a group responsible for coordination

and development of care of children with diabetes. The

membership of this group should include at least:

a. Lead consultant and lead nurse for children with
diabetes (QS JR-201)

b. Lead dietician and psychologist (QSs JR-202and JR-301)

c. Lead consultant and lead nurse for care of adults with
diabetes

d. Trust lead for point of care testing (or representative)

e. Manager of children’s services

The accountability of this group should include the Trust

Board lead for children’s services (QS JC-203).
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COMMISSIONING

Ref Quality Standard Met? Comments

JZ-101 | Advocacy Services N Patient information about
Advocacy services to support people with long-term aﬁvo:acy was not available for all
conditions in their contacts with services should be available client groups.
and information about these services should be available in
primary care.

J2-102 | LongTerm Conditions Awareness Programme Y
Commissioners should work with public health and other
local stakeholder organisations to ensure that a long-term
conditions awareness programme is run. This programme
should cover prevention, early identification and where to go
for further information.

JZ-298 | Primary Care Development Programme Y A rolling programme was in
Commissioners should ensure that a programme of training p}:é;e’ cove(rjlng B el Tf .
and development of primary care staff in early identification :hl dr.er; atn young people wit
of children and young people with diabetes is available (QS € diabetes.

JA-298).

JZ-601 | Commissioning: Services for People with LeFgrm N Commissioned services for
Conditions people with chronic neurological
Services to meet the local pathways for people with long- COI.’IddItIOI’]S did n.ot”yeft m(;et NICE
term conditions (QS JN-601) should be commissioned, guidance, especially for the care
including: of people with epilepsy and
a Comr;wnity LTC services Parkinson's disease. Service
b. Specialist (condition-specific) services ZP;CIﬁcatlons weriln p.Iacg bet
¢. Cardiac, pulmonary and neurological rehabilitation 'd not yet cover the criteria for

services referral and discharge from each
Criteria for referral to and discharge from each service service.
should be specified.
JZ-602 | Commissioning: Other Services N Commissioning of 'c' was not yet

The following should be commissioned for people with long-

term conditions:

a. Education and self-management programmes for people
with long-term conditions and their carers

b. Primary care development programme which supports

implementation of QSs JA-101 to JA-603

Development programme for providers of long-term care

GP access to serum natriuretic peptide testing

GP access to spirometry and oximetry

Home Oxygen Assessment and Review Service

@ ™ @ o o

Non-invasive and invasive home ventilation

in place. BNP testing was
available but reviewers were told
that this was not used by all
practices. BNP testing was not
available to the hospital. Other
aspects of the QS were met.
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JZ-603 | Risk Stratification N Risk stratification information
Commissioners should ensure that arrangements are in place was not yet being used in all
whereby: practices.

a. Each general practice has up to date information about
patients with long-term conditions at high risk of
unscheduled admission to hospital (QS JA-603)

b. Each service for people with long-term conditions has up
to date information on people within the local area
identified through risk stratification as at high risk of
unscheduled admission to hospital (QS JN-603)

Jz-604 | Commissioning: Diabetes in Children Y Services for points 'a' and 'b'
Services to meet the needs of children with type 1 diabetes :/erz colr;wmss\ll\c/)ned;rom :
and those at risk of type 2 diabetes should be commissioned, andwettan est Birmingham
Tl Hospitals Trust. A multi-

a. Paediatric Diabetes Service R r:a;lagfem:nt

b. Paediatric Diabetes Service caring for children with programr.ne was available in the
diabetes who require Continuous Subcutaneous Insulin community.

Infusion (Insulin Pump)

c. Multi-component weight management programmes for
obese children and young people

JZ-605 | Education of Children with Diabetes Y

Commissioners should have an agreement with their Local
Education Authority covering responsibilities and
arrangements for ensuring children and young people with
diabetes are supported to continue their education covering:
a.
b.

Arrangements for liaison with schools and colleges
Agreement of a School Care Plan (QS JR-104) for each
child

Visits to the school or college by a diabetes specialist
nurse to discuss the care of each newly diagnosed child

. Training and assessment of competence of school and

college staff by the paediatric diabetes team

Storage of medicines while in school or college

Disposal of ‘sharps’

Responsibilities of school and college staff for supervising
injections and giving injections

Guidelines on care of children with diabetes while in
school or college

Guidelines on management of diabetic emergencies
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Ref Quality Standard Met? Comments
J2-701 | Local Network N Some local networks were in
. . lace for diabetes and respirator
A Local Network (or equivalent) with responsibility for place for diabetes and respiratory
. . . . . services. There were strong links
improving services for people with long-term conditions
. . with the cardiac and stroke
should meet regularly. Membership should include, at least,
. . . network. However there was no
people with long-term conditions and carers, commissioners
. . - local network for chronic
of health and social care, local community LTC and specialist
. . . neurological conditions and no
services providers of care for people with long-term hanism f dinati ‘
- . L . mechanism for rdinatin r
conditions, relevant ‘third sector’ organisations, and primary € Ism for coo fl ng lwo
. to improve services for people
care representatives. The Local Network should have P peop
. . . . . with multiple long-term
mechanisms for involving patients and carers in its work and q
. . . conditions.
should link with the local Health and Well-Being Board.
JZ-702 | Needs Assessment N It was not clear if there were
. rate San Il and Heart of
An assessment of the need for services should have been sBepa ES jjsv’:eA | ea (;
S irmingham in place wit
undertaken which includes data on, at least, the prevalence, g o P
) . . both Local Authorities.
age profile and ethnicity of local people with each long-term
condition.
JZ-703 | Strategy Y A previous strategy for Sandwell
. . was in place. The CCG were in the
A strategy for meeting the needs of people with long-term P  developi
conditions and their carers should have been agreed. This process ot geveloping a new
. strategy for the future.
strategy should include:
a. Prevention of long-term conditions
b. Case finding and early identification in practices where
this appears low (QS JA-602)
c. Holistic pathway with an integrated approach across
health, social care and voluntary sector organisations
d. Implications for people with multiple long-term
conditions
JZ-704 | Quality Monitoring ¢ Primary Care Y Information on prescribing was

Commissioners should monitor local general practices:

a. Prevalence of people with long-term conditions and
validation of GP registers

b. Achievement of QOF targets and other relevant quality
metrics for the care of people with long-term conditions.

c. Relevant prescribing data

d. Retinopathy screening uptake

Appropriate action should be taken to tackle any issues

identified through quality monitoring. If commissioners are

responsible for prison health services then quality monitoring

should include the quality of prison primary care services.

very good.
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Ref Quality Standard Met? Comments
JZ-705 | Quality Monitoring ¢ CommunityBased and Specialist Y
Services
Commissioners should regularly review the quality of services
provided by community LTC and specialist services for people
with long-term conditions (QS JN-701). Appropriate action
should be taken to tackle any issues identified through
quality monitoring.
Jz-706 | Pathway Monitoring N There were no data or other
Commissions and the Local Network should regularly mechanisms in place to enable
monitor: monitoring of the pathways.
a. Number of referrals to each service
b. Number of people cared for by each service
c. Referrals to smoking cessation from each service
d. Hospital admission and re-admission rates
e. Number of people referred to structured education and
self-management programmes

f.  Unplanned admissions of people identified as at high risk
of hospital admission

g. Hospital mortality rates

h. NICE Quality Standards (where available)

i. National audit programmes

j. Patient satisfaction with the local pathway

Appropriate action should be taken to tackle any issues

identified through quality monitoring.

JZ-707 | LocalNetwork Y
A Local Network (or equivalent) with responsibility for
improving services for children and young people with
diabetes. Membership should include, at least, families of
children with diabetes, commissioners, local paediatric
diabetes service/s, education and social services, relevant
‘third sector’ organisations, and primary care
representatives. The Local Network should have mechanisms
for involving children and young people with diabetes in its
work.

J2-708 | Needs Assessment Y

An assessment of the need for paediatric diabetes services
should have been undertaken which takes account of the
prevalence, age profile and ethnicity of the local population.
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Quality Standard

Comments

JZ-709 | Strategy

A strategy for meeting the needs of children and young

people with diabetes and their families should have been

agreed. This strategy should cover at least:

a. Prevention and treatment of childhood obesity

b. Actions to improve case finding and early identification in
practices where this appears low

c. Integration of paediatric diabetes services with primary
care, education and social services

d. Transition to adult care

Jz-710 | Quality Monitoring ¢ Paediatric Diabetes Services

Commissioners should regularly review the quality of
paediatric diabetes services.

JZ-798 | Pathway Review and Learning

Commissioners and the Local Network should have
appropriate arrangements for review of, and implementing
learning from, positive feedback, complaints, outcomes,

incidents and ‘near misses’ across the local pathway.

Pathway review and learning was
not yet in place. There was no
local network for neurological
conditions.
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