
Accelerating health and economic gains for our region by working together

Innovation and Impact

Monday 22 May 2017 
Buckinghamshire Healthcare and 

Oxford Health



Agenda
Time Presenter (s) Topic
16.00 Neil Dardis, Chief Executive, Buckinghamshire Healthcare Introduction and welcome

16.05 Dr Paul Durrands, COO, Oxford AHSN The AHSN – Innovation and impact
16.20 Dr Mandeep Singh Bindra, Consultant Ophthalmologist 

and Associate Medical Director, Research and Innovation

Nicki Bromwich, Head of Strategic and Industry 
Partnerships, Oxford AHSN

Update on new Bucks Life Sciences Innovation Centre 

16.25 Satinder Bhandal, Consultant Pharmacist, Bucks 
Healthcare

Stroke prevention in AF: spreading best practice and 
innovation

16.40 Mrs Georgina McMasters and Dr James Rose Early Inflammatory Arthritis

16.55 Dr Brian Murray and Dr Chris Ramsay, Consultant 
Psychiatrists, Oxford Health

Memory services national accreditation

17.05 Karon Hart, Assistant Director HR (Operations and 
Wellbeing), Bucks Healthcare

Clare Sicklen, HR Director Janssen

Psychological wellbeing – a holistic approach the BHT Way

Physical health and wellbeing – a Johnson & Johnson 
approach (presentation to follow)

17.25 Dr Mandeep Singh Bindra, Consultant Ophthalmologist 
and Associate Medical Director , Research and 
Innovation

Interactive workshop - Fostering an innovation culture in 
Buckinghamshire Healthcare

18.00 Closing remarks and Light refreshments and networking



Accelerating health and economic gains for our region by working together

Innovation and Impact

Dr Paul Durrands
Chief Operating Officer, Oxford 

AHSN



Oxford AHSN
• 7 programmes and themes
• 100+ collaborative projects
• 50+ innovations
• 30+ industry partnerships
• 3 million people
• 11 NHS Trusts
• 65,000 NHS staff
• 9 universities
• Working with 4 STPs and 3 accountable care systems
• 750 life science companies
• 1 information governance framework – all trusts signed up
• 2,020 newsletter subscribers and 2,950 Twitter followers



ComRes independent stakeholder survey
• 563 respondents to survey (26% of those contacted) –

more than 50% from NHS frontline
• 80% said network building culture of collaboration and 

partnership
• 64% said network adds value to their work

• “They’re listening, identifying challenges and trying to 
help us solve problems” NHS provider 

• “Without the likes of the AHSN small companies would 
really, really struggle to get any traction with the NHS”

You can read the full report here: http://bit.ly/OxfordAHSNsurvey

http://bit.ly/OxfordAHSNsurvey


Leading Together Programme

“What you've been doing here is the way to go: professionals and citizens working 
together to make health and wellbeing better. Just being in the room the patient or 
lay person changes the conversation.” 

Jeremy Taylor, Chief Executive, National Voices

Highlight
PPIEE

leadingtogether@oxfordahsn.org

mailto:leadingtogether@oxfordahsn.org


“Physical activity reaches the very foundation of illness and helps prevent 23 
diseases including depression, diabetes and dementia. An active workforce results 
in 27% fewer days lost to sickness with productivity increasing by up to 15%” 
Dr William Bird, Intelligent Health

“No effort is too small. Start wherever you can and keep going”

Highlight Workforce 
Health and wellbeing



Highlight 
Sustainability



Webinar programme promotes stakeholder engagement, 
professional development and dissemination of research

• Fortnightly webinars presented by clinicians, managers and academics, local and national

• 37 webinars run so far, mailing list of 350 people from AHSN geography and beyond

• Topics included

o Dementia and depression

o Role of speech and language therapist in the memory clinic

o Safe and effective prescribing for older adults

o A roundup of RCTs

• Post-diagnostic support in a memory assessment service

• Respondents to survey reported that more than half of the webinar attendances had resulted in change of practice

‘I just wanted to thank you very much for the particularly excellent webinar on Wednesday. The webinars are always of a 
consistently high standard and I very much appreciate them…..… the webinar really helped me make sense of the research and 
reading that I have previously done …………….. ‘   

Webinar participant

Highlight Dementia Clinical Network



Highlight 
Data sharing across the region

“The Oxford AHSN team has created an exemplar for 
information-sharing between partner organisations”

Dr Chris Bunch, Oxford University Hospitals Caldicott 
Guardian 



Innovation
Wide range of clinical areas and technologies examples

Clinical Area Medicines Medical Devices Digital Health Diagnostics

Stroke • NOACs
• Intermittent 

Pneumatic 
Compression 
Sleeves

• Point of care

Diabetes
• Gestational 

Diabetes 
Monitoring

Sepsis
• Curetis 

Unyvero™ 
system

Safety

• Pneux
• WireSafe
• Non-injectable 

connectors

• Intelligent 
Ultrasound

Respiratory
• Circassia 

NIOX® FeNo 
Point of 
Care (PoC)

Patient 
mobility • Gyroset

Ambulatory 
care

• Isansys 
patient 
monitoring

Prevention • Somascan



Adoption example
Intermittent Pneumatic Compression Sleeves
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• AHSN approach has  significantly increased IPC 
sleeve utilisation rates compared to the rest of 
the country.

• Over 16/17 performance across the region 
remained steady, increasing to an average of 68% 
for Oct-Dec 2016

• OHE independent study  found  that driving 
adoption beyond national average prevented an 
additional 22 DVTs, 2 PEs and 12 deaths over first 
18 months of project

• Assuming utilisation maintained by end of AHSN 
licence, 2500 patients across the region will have 
received IPC sleeves. This represents the 
potential for 125 fewer DVTs, 75 fewer deaths 
and 13 fewer PEs over the lifetime of the project. 



Adoption example 
Intra-Operative Fluid Management (IOFM)

• Use of IOFM Technology enables anaesthetists to monitor patient’s hydration status during major 
and high-risk surgery
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• Utilisation of IOFM at RBH in emergency 
laparotomies has been higher than the 
regional average over last 3 years of 
project

• RBH achieves one of the lowest LOS for 
emergency laparotomy procedures in 
the region which could be linked to IOFM 
usage 

Source: NELA audit data Year 1-3 



Examples of innovation – latest projects to improve 
patient safety
 Read more in our Patient Safety annual report – copies available here 

today



Impact



Indication

Diagnostics

Product SettingSector

Diagnostics

Diagnostics

Diagnostics

Range of 
markers

Cardiovascular

Stroke

iStat (PoC)

FBC, CRP Microsemi

SomaScan CV

PoC

Out of Hours

Acute

Primary

Ambulance

Diagnostics IBD Calprotectin Acute

Diagnostics Pre-eclampsia Elecsys Acute

Digital Oncology Digital stratification tool Primary/Acute

Digital Digital audit Ultrasound Secondary

Diagnostics Asthma/COPD NIOX FeNo Primary

Medtech Wheelchair 
control Gyroset for quadraplegics Rehab/Home

Digital Vital signs Patient Status 
Engine

Ambulatory

Infection



Examples of Diagnostic Projects

• Evaluation of Horiba MicrosemiCRP* in Oxford University Hospitals 
NHS FT, Stoke Mandeville Hospital and Wexham Park

• Testing of a CRP and whole blood assay in emergency 
departments to better diagnose those children with severe 
infection and to reduce unnecessary admissions

• Extension from using point of care diagnostics in the EMUs to 
Out of Hours GP vehicles for use in the community sponsored by 
a health foundation grant

• Study will assess the benefits of PoC in an Out of Hours setting 
using Abbott iStat

• Assessment of proteomic profiles using SOMAScan® of NHS 
Health Check participants in collaboration with GP practices in 
Bucks

• Develop a model of risk across the study population that 
assesses the impact of pharmacological and lifestyle 
interventions

• Offers a single protocol for sample preparation with potential to 
assess a 100 analytes within a few hours in a PoC setting

• Assessment of Unyvero system in infectious diseases in Oxford 
University Hospitals NHS FT and Royal Berkshire Hospital about 
to start 

In
Progress

In
Planning



Examples of projects the trusts are involved with:
Programme Example

Best Care Dementia and accreditation of memory clinics and 
webinars

Anxiety & Depression - IAPT
Clinical Innovation 
Adoption

Excellence in AF - NOACs

Intra Operative Fluid Management

Bucks CC work on alcohol and drug misuse

Data sharing for falls
Industry Partnerships Life Sciences Innovation Centre

SOMAScan™ for primary care
Patient Safety Use of paediatric sepsis screening tool

Reducing admissions from AKI

Reducing pressure ulcers

CAUTI in the community



Future
• Innovations need to get into the NHS more quickly and cheaply

• The AAR identified AHSNs as playing a key role in identifying 
and adopting new transformative products

• Oxford AHSN focus on Innovation Adoption, Industry 
Partnerships and Patient Safety

• Innovation – medicines, medical devices, digital technology 
and diagnostics 

• Different challenges to adoption even for innovation with 
strong case for adoption – eg need for pathway changes, 
funding changes, affordability, clinical leadership capacity



Buckinghamshire Life Sciences Innovation Centre

Nicki Bromwich
Head of Strategic and Industry Partnerships



Buckinghamshire Life Sciences Partnership

• Delivery Partners • Strategic Partners



Objectives
• To attract small businesses (SMEs) into Buckinghamshire 
• To support and encourage healthcare entrepreneurs to generate innovations and 

create new businesses
• To support companies to grow and to create new jobs 
Benefits
• To raise the profile of partner organisations and improve recruitment & retention of 

staff
• To act as a catalyst to strengthen the innovation culture locally,  and to potentially 

attract additional R&D activity and  funding 
• To support faster adoption of innovative products into the NHS thus benefiting 

patients



Aim
• To offer support and office space (to rent if required) to selected small companies 

developing products of interest to the health and social care system  
• self-care, prevention, LTC management and keeping people well and out of 

hospital
• devices to support primary, community and acute care

• Medtech devices, digital health, virtual reality, 3D printing, robotics, spinal and 
rehabilitation products, assistive & independent living or well-being and consumer 
products that address health and well-being and social care challenges



Offer to industry
Opportunity to 

• Meet and network with clinicians, and commissioners to 
facilitate discussions about healthcare delivery models, 
clinical pathways, and patient experience etc.

• Engage in early stage discussions and real-world testing and 
validation of products, to better support adoption of an 
innovative product within a clinical pathway,

• Access support to develop a robust health economic case 
and case for change that demonstrates improved patient 
outcomes & value for money

• Work alongside academics, clinicians, and staff within 
provider and commissioning organisations within an 
accountable care system to develop and co-create 
innovations



Bucks innovation initiatives
Diagnostic innovation projects underway 

• Horiba MicroSemi undergoing evaluation in the Children’s A&E in Stoke 
Mandeville, using point of care CRP and whole blood count to better manage 
febrile children

• Evaluation of Somalogic CVD9 panel to identify patients at higher risk of 
MI, heart failure or stroke.  Possible extension to identify staff and 
patients of Buckinghamshire Hospitals most at risk of developing cardiac 
disease as part of a well-being programme

• Point of Care test for BNP in managing heart failure
• Consultant Cardiologist BHT, evaluating new Thermo Fisher marker co-

peptin for its effectiveness as an early and safe rule-out for myocardial 
infarction

• Maternity network roll out of Roche pre-eclampsia assay into 
Buckinghamshire

BHT projects in partnership with Industry and Bucks New Uni
• Cardiology, Ophthalmology, Burns & plastics, Spinal, Orthopaedics etc.



Bucks innovation initiatives
Live Well Stay Well programme 
• Access to a ‘testbed environment’ currently working with companies including Easychange, Oviva, 

Digital Life Sciences, Map my Health and Somalogic
• Opportunities for future co-creation projects

Health & Wellbeing activities
• BHT and J&J active participants in ‘Get Physical’ workshop in November

Practical Innovators Course 
• Funded by Oxford AHSN & HEETV and run by BNU with 8 staff from BHT in Sept 2016 cohort



John Radcliffe 
Hospital Oxford: 
The Hill Digital Health 
Accelerator
OUH Digital Exemplar 
Site

Bucks Innovation 
Centre: 
Stoke Mandeville 
Hospital
Bucks New University, 
High Wycombe

Harwell Space 
Campus: 
Harwell Digital 
Health Accelerator
Satellite 
Applications 
Catapult

Thames Valley 
Science Park: 
Clinical Trials Unit at 
Royal Berkshire 
Hospital
Reading University 
Digital Health 

Bicester Healthy 
New Town

Velocity Growth Hub 
(SEMLEP)
Open University Digital R&D
Milton Keynes General 
Hospital

MedCity, LBIC, QMB



Buckinghamshire Life Sciences Innovation Centre

Funding
• £750K ERDF revenue over 3 years led 

by Bucks New University
• Delays due to Brexit but funding due 

late summer

Space
• LGF capital funding led by Bucks 

Healthcare NHS Trust 
• £1.3m for creation of 1208m2

renovated innovation space 
• 555m2 2nd floor BNU South Wing 
• Suite of 6 flexible innovation 

spaces in the PGEC at Stoke 
Mandeville



Facilities
Specialist facilities and expertise

Access to 
• On site clinicians and patients to 

support the testing and validation of 
products

• Laboratory, workshop, prototyping, 
CAD and digital design facilities

• State-of-the-art and Guardian prize 
winning clinical simulation suites for 
hire 

• State-of-the-art elite athletic 
performance and sports medicine 
facilities including cameras and 
motion sensors

• State-of-the-art gaming facilities & 
technicians for product development

• Mentoring opportunities with 
Johnson & Johnson companies and 
GE Healthcare 



Next steps
• Develop implementation plan for ‘launch’ end 2017 
• Appoint lay members, chair etc.
• Engage more clinicians
• Plan communication materials and launch event
• Industry engagement events 



Fostering an innovation culture in 
Buckinghamshire Healthcare

What do we need to do to build an innovation culture 
within the Trust?
• Who do we need to involve and do we need them to 

do?
• What can the Trust do to facilitate this?
• What support can we gain from external partners?



Stroke prevention in AF: Spreading best 
practice and innovation

Satinder Bhandal, Consultant Pharmacist, 
Buckinghamshire Healthcare



The burden of atrial fibrillation
What is atrial fibrillation?
• Atrial fibrillation (AF) is the most common sustained cardiac arrhythmia
• 1.5 million people in England are estimated to have the condition with one third undiagnosed
• Prevalence rises with age 
• It is anticipated that the number of people with AF will double over the next 20 years
• AF is a major cause of stroke (20% of all strokes)
• Having AF increases a person’s stroke risk by around 20%
• Strokes caused by AF tend to more severe with higher mortality and greater residual disability

What can healthcare professionals do?
• Many cases of AF are detectable by a simple pulse check
• Anticoagulation therapy with warfarin or a NOAC reduces stroke risk by two thirds – from around 8-10% to 2-3% 

per annum



NOACs and Warfarin
• NOACs have been recommended by NICE for stroke prevention in AF since 2014.
• NOACs are effective as warfarin and offer an alternative to warfarin treatment for 

patients who cannot take warfarin, who are poorly controlled on warfarin or who could 
not comply with the treatment regime..

• Despite this, uptake of NOACs nationally has been slow with cost and GP confidence in 
prescribing often cited as a factor.

• Each year there are an estimated 250 strokes (including approx. 70 fatal strokes) in the 
Oxford AHSN region that may have been preventable had the patient been prescribed 
anticoagulation.

• Even if all AF patients were treated with the most expensive oral anticoagulant  31 
patients could be treated for the cost of 1 stroke.

HOW DO WE SOLVE THIS ISSUE?



Buckinghamshire NOAC Service
• Set up in 2012
• Led by Consultant Anticoagulation Pharmacist
• Team of Specialist Pharmacists
• GPs and Hospital Doctors refer patients requiring 

anticoagulation 
• Risk assessment carried out to determine whether 

anticoagulation clinically appropriate 
• 30 minute consultation to explain risks & benefits and 

improve compliance
• Pharmacists skilled at determining appropriate drug to 

suit the patient
• Joint decision making with patient: 
• 1) To anticoagulate
• 2) On choice of drug

Anticoagulation rates significantly improved 
across Buckinghamshire – now Chiltern CCG 
is 3rd highest in the country



Spreading innovation

• Other CCGs within Oxford AHSN region interested in Bucks model but difficult to get business case 
approved

• Joint bid to Pfizer – Oxford AHSN and Buckinghamshire Healthcare Trust
• Awarded £99.5k to run proof of concept of Pharmacist-led anticoagulation initiation service in 

primary care
• Pharmacists provided by BHFT
• Project management and evaluation provided by Oxford AHSN
• Pilot running across 7 CCGs in Berkshire
• Expected that the project will improve anticoagulation rates and also adherence to medication 

regimes
• Aim is that CCGs will substantively commission the service following the proof of concept



Oxford AHSN Early Inflammatory 
Arthritis Network

A Patient’s Perspective 

Dr James Rose & Georgina McMasters



The Oxford AHSN Early Inflammatory Arthritis (EIA) Network 

Pharmacists 

Local Comissioners 

Service Managers
Specialist Nurses

Consultant and Trainee Rheumatologists 

Regional Universities

Industry Partners

Patients

BHT

FHFT

RBH

GWH

AHSN EIA 
Network 

OUH

Local Stakeholders

Regional Stakeholders

Transformation Team

Network Objective

To improve the outcomes for patients with 
Early Inflammatory Arthritis in the Oxford 
AHSN region 

Clinical Leadership

Project Clinical Lead: Dr Peter Taylor, 
Kennedy Professor at the University of 
Oxford

BHT Clinical Lead: Dr Malgosia Magliano, 
Consultant Rheumatologist  



The Oxford AHSN Early Inflammatory Arthritis (EIA) Network 

See the entire video on the Oxford AHSN Youtube™ channel 
https://www.youtube.com/watch?v=cTJUOh-3DVc

https://www.youtube.com/watch?v=cTJUOh-3DVc


Patient Engagement with the Network 

What Patient Engagement has there been?
• Recruited an exceptional Patient Champion

• Built working relationship with National Rheumatoid Arthritis Society (NRAS)
• Bought together panel to provide insight into projects
• Working with all to deliver high quality patient targeted materials 

Patient engagement has been core to network projects
• Validating gaps in patient awareness and understanding 

• Ensuring network projects are delivering to the needs of patients
• Optimising local services to maximise patient experience 



A Patient’s Perspective

How I became involved with patient/public health experience work in the Oxford AHSN?



My experience of living with inflammatory arthritis

Mis-Diagnosis Health Effects Work and 
Lifestyle 
Effects

Changes in 
approach and 
medication

Cost of getting 
it wrong 
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How we are making a difference

Issues and Projects

• Public awareness
• GP awareness and 

quick referral to 
secondary care

• Patient and professional 
understanding of 
biologic and biosimilar 
medications and the 
effect of change on 
patients

The Future
• Better public 

understanding
• Better gp recognition
• Better outcomes for 

patients
• Different aproaches to 

care, self care and 
monitoring.



Questions



Buckinghamshire MSNAP Accreditation

Dr Chris Ramsay, Consultant Old Age Psychiatrist, Oxford Health NHS FT
Dr Brian Murray, Associate Medical Director, Oxford Health NHS FT



Introduction to MSNAP
• Memory Service National Accreditation Programme (run by 

Royal College of Psych)
• Comprises: national standards, support, peer and ‘formal’ 

review to improve quality of memory clinics (MC) 
• No ‘One size fits all’ MC  model
• Currently 171 standards (soon to be 240!)
• Standards 1 (essential) – 3 (aspirational)



MSNAP Standards
1. Management
2. Resources
3. Assessment
4. Follow up and support
5. Pharmacological interventions
6. Psychosocial interventions



Motivators for gaining accreditation
• Quality improvement
• Reduce unwanted variation

• Key focus of Academic Health Services Network (AHSN)

• ‘Kitemark’
• Commissioners
• Staff morale
• Patient and carer 

confidence



Collaboration and leadership
• Coordinator/leadership role

• AHSN sponsored (M Cundell)
• Cascade information to individual teams
• Lobbied to achieve changes at Trust level e.g. Cognitive 

Stimulation Therapy 
• Liaise with clinical governance groups, audit team and 

Patient and Advice and Liaison Service

• Leads for each service
• Regular meetings with coordinator and updates via e-mail

• Advice and support from MSNAP



Engagement with key stakeholders
• Executive support 
• Commissioners 
• CQC inspection
• Staff
• Patients
• Voluntary sector / partners



AHSN links
• ‘Learn from the best’ 

• Advice sought from local services accredited as excellent
• Generous with advice and reassurance



Quality improvement cycle
• Benchmarking

• CMHT/memory service meetings
• MSNAP checklist

• Monthly measures of improvement

• Task groups for specific standards
• Patient and carer involvement, training, policies etc. 

• Evidence
• Paper files
• Electronic record – facilitate data sharing between teams 


summary

		MSNAP STANDARDS 5TH edition 2016 				PLEASE NOTE THAT THIS SHEET AUTOMATICALLY POPULATES

						Type 1 % Met		Type 2 % Met		Type 3 % Met

		Section 1 		MANAGEMENT 		0%		0%		0%

		Section 2 		RESOURCES AVAILABLE TO SUPPORT ASSESSMENT AND DIAGNOSIS 		0%		0%		0%

		Section 3 		ASSESSMENT AND DIAGNOSIS		0%		0%		0%

		Section 4 		ON-GOING CARE MANAGEMENT AND FOLLOW UP		0%		0%		0%

		Section 5		PHARMACOLOGICAL INTERVENTIONS 		0%		No type 2		No type 3

		Section 6		PSYCHOSOCIAL INTERVENTIONS		0%		0%		No type 3



						Total Type 1		Total Type 1 Met		Total Type 2		Total Type 2 Met		Total Type 3		Total Type 3 Met

		Section 1 		MANAGEMENT 		8		0		17		0		4		0

		Section 2 		RESOURCES AVAILABLE TO SUPPORT ASSESSMENT AND DIAGNOSIS 		42		0		57		0		6		0

		Section 3 		ASSESSMENT AND DIAGNOSIS		46		0		28		0		2		0

		Section 4 		ON-GOING CARE MANAGEMENT AND FOLLOW UP		14		0		7		0		2		0

		Section 5		PHARMACOLOGICAL INTERVENTIONS 		8		0		0		0		0		0

		Section 6		PSYCHOSOCIAL INTERVENTIONS		4		0		7		0		5		0



























































































































data sheet

		Team Name:



		No.		Type 		Standard  5th edition 2016		Standard Met / Unmet 
(Team assessment)		If 'Yes' detail the evidence that is available to provide assurance that standard is met		If 'No' detail the actions being taken to meet the standard

		SECTION 1: MANAGEMENT

		SERVICE PLANNING AND COMMISSIONING

		1.1		Health and Social Care Commissioners take an evidence-based approach to commissioning 

		1.1.1		2		The service is explicitly commissioned or contracted against agreed standards.
Guidance: This is detailed in the Service Level Agreement, operational policy, or similar and has been agreed by funders.


		1.1.2		2		The service reviews data at least annually about the people who use it. Data are compared with local population statistics and action is taken to address any inequalities of access where identified.
Guidance: These data are used to understand who is accessing the service, identify under-represented groups, promote the service to these groups and improve the accessibility of the service.




		1.1.4		2		Health and Social Care Commissioners, in consultation with local partners, people with memory problems/dementia and carers, have a local integrated care pathway based on best practice, which includes referral to national or regional specialist centres and exit from the service, where appropriate Guidance:This includes specifically a pathway for young on-set dementia , peopel with learning disabilities, and peoplewith rarer types of dementia where diagnosis is more complex and likely to be delayed 

		1.1.5		2		People with dementia and carers attend and contribute to local and service level meetings and committees.

		1.1.6		3		NEW STANDARD: The service has a meeting, at least annually, with all stakeholders to consider topics such as referrals, service developments, issues of concern and to re-affirm good practice.
Guidance: Stakeholders could include staff member representatives from inpatient, community and primary care teams as well as people with dementia and carer representatives.


		1.1.7		3		NEW STANDARD: Commissioners and service managers meet at least 6 monthly.

		QUALITY ASSURANCE, RESEARCH AND SERVICE DEVELOPMENT

		1.2		The memory service demonstrates that there is a commitment to ongoing quality improvement and research

		1.2.1		2		A range of local and multi-centre clinical audits is conducted which include the use of evidence based treatments, as a minimum.

		1.2.1.1 		3		NEW STANDARD: The team, people with dementia and carers are involved in identifying priority audit topics in line with national and local priorities and patient feedback.

		1.2.1.2		2		NEW STANDARD: When staff members undertake audits they;
• Agree and implement action plans in response to audit reports;
• Disseminate information (audit findings, action plan);
• Complete the audit cycle.


		1.2.3		2		The memory service conducts audit and/or service evaluation on adherence to guidelines around consent and assessing capacity, at least once every two years

		1.2.4		2		Local GPs and referrers are surveyed about their experiences of using the service, at least once every two years

		1.2.5		1		People with dementia and their carers are given the opportunity to feed back about their experiences of using the service, and their feedback is used to improve the service.
Guidance: This might include patient and carer surveys or focus groups


		1.2.6		2		The service provides people with dementia and their carers with information about opportunities to participate in local, national and international research, such as National Institute for Health Research (NIHR) portfolio studies or equivalent local bodies

		1.2.7		2		The service ensures that all people with dementia and their carers are offered the opportunity to register their interest in participating in research

		1.2.8		2		NEW STANDARD: There are systems in place to monitor waiting times and ensure adherence to local and national waiting times standards.
Guidance: There is accurate and accessible information for everyone on waiting times from referral to assessment and from assessment to treatment.  


		1.2.9		3		NEW STANDARD: The team reviews its progress against its own plan/strategy, which includes objectives and deadlines in line with the organisation’s strategy

		1.2.10		2		NEW STANDARD: Front-line staff members are involved in key decisions about the service provided

		1.2.11		2		NEW STANDARD: Managers ensure that policies, procedures and guidelines are formatted, disseminated and stored in ways that front-line staff members find accessible and easy to use.

		1.2.12		2		NEW STANDARD: Key information generated from service evaluations and key measure summary reports (e.g. reports on waiting times) are disseminated in a form that is accessible to all

		1.2.13		2		Key clinical/service measures and reports are shared between the team and the organisation’s board, e.g. findings from serious incident investigations and examples of innovative practice.

		1.2.14		2		NEW STANDARD: There has been a review of the staff members and skill mix of the team within the past 12 months. This is to identify any gaps in the team and to develop a balanced workforce which meets the needs of the service.

		COMPLAINTS AND UNTOWARD INCIDENTS

		1.3		All complaints and untoward incidents are dealt with in accordance with appropriate Trust rules and guidelines

		1.3.1		1		Systems are in place to enable staff members to quickly and effectively report incidents and managers encourage staff members to do this.

		1.3.2		2		People with memory problems/dementia are given verbal and written information on:
• Their rights regarding consent to care and treatment;
• How to access advocacy services;
• How to access a second opinion;
• How to access interpreting services;
• How to raise concerns, complaints and compliments;
• How to access their own health records.


		1.3.3		1		Lessons learned from incidents are shared with the team and disseminated to the wider organisation.

		1.3.4		1		NEW STANDARD: Staff members share information about any serious untoward incidents involving a service user with the person with dementia and their carer, in line with the Duty of Candour agreement.

		1.3.5		1		NEW STANDARD: Staff members, people with dementia and carers who are affected by a serious incident are offered a debrief and post incident support. 

		SUPPORTING VULNERABLE PEOPLE

		1.4		The memory service has systems and procedures to ensure the safety of vulnerable adults, in accordance with appropriate Trust rules and guidelines and relevant statutory guidance



		1.4.1		1		Staff members follow inter-agency protocols for the safeguarding of vulnerable adults, and children. This includes escalating concerns if an inadequate response is received to a safeguarding referral.

		1.4.2		1		NEW STANDARD: Staff members and people with dementia feel confident to contribute to and safely challenge decisions.
Guidance: This includes decisions about care, treatment and how the service operates.


		1.4.3		1		NEW STANDARD: Staff members feel able to raise any concerns they may have about standards of care.

		TOTAL						0

		SECTION 2: RESOURCES AVAILABLE TO SUPPORT ASSESSMENT AND DIAGNOSIS

		ACCESSIBILITY OF THE SERVICE

		2.1		The memory service is accessible to people with memory problems and their carers

		2.1.1		3		Everyone is able to access the service using public transport or transport provided by the service.



		2.1.3		2		The assessment takes place at a time and in an environment that is acceptable to all parties 

		2.1.4		2		The service has the capacity to make home assessments if necessary

		2.1.5		1		The service has access to interpreters and the patient’s relatives are not used in this role unless there are exceptional circumstances.
Guidance: Exceptional circumstances might include crisis situations where it is not possible to get an interpreter at short notice.


		2.1.5.1		2		NEW STANDARD: The service uses interpreters who are sufficiently knowledgeable to provide a full and accurate translation.

		2.1.6		2		The service has access to a variety of assessment tools to meet the needs of the people using the service
Guidance: consider needs associated with language, learning disability, sensory impairment, etc.


		STAFFING FOR THE MEMORY SERVICE

		2.2		There are sufficient numbers of appropriately skilled and qualified staff 

		The following professionals have dedicated sessional time to contribute to the processes of assessment and diagnosis of memory problems/dementia:

		2.2.1		1		A medical practitioner and a multidisciplinary team consisting of at least two other professions

		2.2.2		2		A mental health nurse

		2.2.3		2		A clinical psychologist or neuropsychologist 

		2.2.4		2		An occupational therapist

		2.3		2		The service has access to adequate administrative support
Guidance: ascertain whether the level of available support meets current demand


		2.3.1		2		NEW STANDARD: The service has a designated staff member dedicated to carer support (carer lead).

		2.3.2		2		NEW STANDARD: People with dementia or carer representatives are involved in interviewing potential staff members during the recruitment process.

		2.3.3		1		NEW STANDARD: The service adheres to agreed minimum staffing levels that comply with national standards, e.g. College Centre for Quality Improvement specialist standards or those of other professional bodies. 

		2.3.4		1		NEW STANDARD: The service has a mechanism for responding to low staffing levels, including:
• A method for the team to report concerns about staffing levels;
• Access to additional staff members;
• An agreed contingency plan, such as the minor and temporary reduction of non-essential services.


		2.3.5		2		There is a named lead for people with young on-set dementia 

		2.4		The memory service has access to or can refer to the following professionals for advice/support during the processes of assessing and diagnosing people with memory problems/dementia:
Guidance: access to can include the speciality of the medical lead


		2.4.1		2		A speech and language therapist

		2.4.2		2		A dietician 

		2.4.3		2		A physiotherapist

		2.4.4		2		A social worker

		2.4.5		2		A geriatrician

		2.4.6		2		A neurologist

		2.4.7		2		An old age psychiatrist

		FUNCTIONING OF THE MEMORY SERVICE TEAM

		2.5		Memory service staff work effectively as a multidisciplinary team

		2.5.1		1		There is a named designated service lead who has adequate dedicated sessional time to carry out the tasks associated with the role  
Guidance: ascertain whether the number of sessions meets current demand
		Partially met

		2.5.2		1		The team has a timetabled meeting at least once a week to discuss allocation of referrals, current assessments and reviews.
Guidance: Referrals that are urgent or that do not require discussion can be allocated before the meeting.


		2.5.3		2		The team attends business meetings that are held at least monthly.

		2.5.4		2		There are robust systems of communication in place that support staff to work efficiently and effectively as a multidisciplinary team 
Guidance: this might include IT systems, communication books, bulletin boards, email, up-to-date contact numbers, formal systems for relaying messages


		2.5.4.1		2		NEW STANDARD: Staff members work well together, acknowledging and appreciating each other’s efforts, contributions and compromises.  

		2.5.5		1		There are written documents that specify professional, organisational and line management responsibilities.



		2.5.7		2		The memory service prioritises continuity of care 
Guidance: e.g. by ensuring that a core and consistent team work in the service every week and by providing access to a care co-ordinator (e.g. lead professional, key worker, dementia advisor, care navigator, case manager) 


		2.5.8
		2		The team has protected time for team-building and discussing service development at least once a year.

		2.5.9		2		NEW STANDARD: Staff members have access to reflective practice groups. 

		2.5.10		1		NEW STANDARD: The service actively supports staff health and well-being.
Guidance: For example, providing access to support services, monitoring staff sickness and burnout, assessing and improving morale, monitoring turnover, reviewing feedback from exit reports and taking action where needed. 


		2.5.10.1		1		NEW STANDARD: Staff members are able to take breaks during their shift that comply with the European Working Time Directive. 

		STAFF SUPERVISION AND SUPPORT MECHANISMS

		2.6		Staff receive regular appraisal and supervision and know how to gain additional advice and support when they need it

		2.6.1		1		All staff members receive an annual appraisal and personal development planning (or equivalent).
Guidance: This contains clear objectives and identifies development needs


		2.6.2		2		Staff know how to obtain additional advice and support when they need it 

		2.6.3		1		All clinical staff members receive clinical supervision at least monthly, or as otherwise specified by their professional body.   
Guidance: Supervision should be profession-specific as per professional guidelines and provided by someone with appropriate clinical experience and qualifications.


		2.6.4		2		All staff members receive monthly line management supervision.

		2.6.5		2		NEW STANDARD: Staff members in training and newly qualified staff members are offered weekly supervision. 

		2.6.6		2		NEW STANDARD: The quality and frequency of clinical supervision is monitored quarterly by the clinical director (or equivalent).

		2.6.7		2		NEW STANDARD: All supervisors have received specific training to provide supervision. This training is refreshed in line with local guidance. 

		2.6.8		2		NEW STANDARD: Outcome data is used as part of service management and development, staff supervision and caseload feedback. 
Guidance: This should be undertaken every 6 months as a minimum


		2.6.9		2		There are systems in place to monitor and manage caseload size size for each member of staff

		STAFF TRAINING AND DEVELOPMENT

		2.7		Staff working within the memory service are well-trained for their jobs, and their continuing professional development is facilitated

		2.7.1		2		Staff members have access to study facilities (including books and journals on site or online) and time to support relevant research and academic activity.

		2.7.2		2		The training and development budgets enable all staff to meet requirements for their continuing professional development and the Knowledge and Skills Framework, or equivalent local personal development/educational standards programme

		2.7.3		2		There are arrangements for staff cover to allow staff to attend training

		2.7.4		2		NEW STANDARD: Staff members can access leadership and management training appropriate to their role and specialty.

		2.7.5		1		NEW STANDARD: New staff members, including agency staff, receive an induction based on an agreed list of core competencies.
Guidance: This should include arrangements for shadowing colleagues on the team; jointly working with a more experienced colleague; being observed and receiving enhanced supervision until core competencies have been assessed as met.  


		2.7.5.1		1		NEW STANDARD: Staff members receive an induction programme specific to the service, which covers:

• The purpose of the service;
• The team’s clinical approach;
• The roles and responsibilities of staff members;
• The importance of family and carers;
• Care pathways with other services.

Guidance: This induction should be over and above the mandatory Trust or organisation-wide induction programme.

		2.7.6		1		NEW STANDARD: All newly qualified staff members are allocated a preceptor to oversee their transition into the service. 
Guidance: This should be offered to recently graduated students, those returning to practice, those entering a new specialism and overseas-prepared practitioners who have satisfied the requirements of, and are registered with, their regulatory body. 
See http://www.rcn.org.uk/__data/assets/pdf_file/0010/307756/ Preceptorship_framework.pdf for more practical advice.  


		2.7.7		2		NEW STANDARD: All new staff members are allocated a mentor to oversee their transition into the service.

		2.7.8		1		NEW STANDARD: Clinical staff members have received formal training to perform as a competent practitioner, or, if still in training, are practising under the supervision of a senior qualified clinician. 

		2.7.9		2		NEW STANDARD: People with dementia, carers and staff members are involved in devising and delivering training face-to-face. 

		2.7.10		3		NEW STANDARD: Shared in-house multi-disciplinary team training, education and practice development activities occur in the service at least every 3 months.

		2.7.11		2		NEW STANDARD: Staff members have an understanding of group dynamics and of what makes a therapeutic environment. 

		2.7.12		3		NEW STANDARD: The organisation’s leaders provide opportunities for positive relationships to develop between everyone.
Guidance: This could include service users and staff members using shared facilities at the team base .


		2.8		Staff members receive training consistent with their role, which is recorded in their personal development plan and is refreshed in accordance with local guidelines. This training includes: 

		2.8.1		1		Dementia knowledge 
Guidance: e.g. the natural history of the different types of dementia, the main signs and symptoms, the progression and prognosis, and the consequences for the person with dementia and his or her carer and family


		2.8.1.1		2		Administrative staff have received training in dementia 

		2.8.2		1		Risk assessment and risk management . This includes, but is not limited to, training on: 
• Safeguarding vulnerable adults and children;
• Assessing and managing suicide risk and self-harm;
• Prevention and management of aggression and violence.


		2.8.3		1		Applying the principles of person-centred care

		2.8.4		1		Recognising and communicating with patients with special needs, e.g. cognitive impairment or learning disabilities;

		2.8.5		1		Statutory and mandatory training;
Guidance: Includes equality and diversity, information governance


		2.8.6		2		Pharmacological treatment of dementia
Guidance: this would include the administration of medication and monitoring of side effects


		2.8.7		2		Non-pharmacological interventions
Guidance: e.g. evidence-based psychological therapies such as Cognitive Stimulation Therapy, Cognitive Behaviour Therapy, functional and behaviour analysis based interventions


		2.8.8		2		The roles of the different health and social care professionals, staff and agencies involved in the delivery of care to people with dementia 

		2.8.9		1		The use of legal frameworks, such as the Mental Health Act (or equivalent) and the Mental Capacity Act (or equivalent)

		2.8.10		2		Undertaking nutritional screening using a validated nutritional risk assessment tool

		2.8.11		1		NEW STANDARD: Physical health assessment
Guidance: This could include training in understanding physical health problems, physical observations and when to refer the service user for specialist input.


		2.8.12		2		NEW STANDARD: Clinical outcome measures

		2.8.13		2		NEW STANDARD: Carer awareness, family inclusive practice and social systems, including carers' rights in relation to confidentiality.

		2.8.14		2		The use of cognitive assessments, with focus on consistency and the application of national guidance Guidance: This training is refreshed annually 

		2.8.15		2		Training from other professionals involved in the work of the memory service , e.g. neurologists, social workers

		JOINT WORKING

		2.9		The memory service works closely with other professionals, agencies and providers to support the processes of assessment and diagnosis

		2.9.1		1		The team follows a joint working protocol/care pathway with primary health care teams.
Guidance: This includes the team informing the patient’s GP of any significant changes in the patient’s mental health or medication, or of their referral to other teams. It also includes teams following shared prescribing protocols with the GP.


		2.9.2		1		The patient’s consent to the sharing of clinical information outside the team is recorded. If this is not obtained the reasons for this are recorded.

		2.9.3		3		The assessing professional can easily access notes (past and current)about the service user from primary and secondary care.

		2.9.5		1		NEW STANDARD: There are arrangements in place to ensure that service users can access help, from mental health services, 24 hours a day, 7 days a week.
Guidance:  Joint protocols are agreed, for example, with commissioners, primary healthcare services, emergency medical departments, social services.


		2.9.6		1		NEW STANDARD: The team follows a joint working protocol/care pathway with the Home Treatment/Crisis Resolution Team in services that have access to one.
Guidance: This includes joint care reviews and jointly organising admissions to hospital for service users in crisis.


		2.9.7		1		NEW STANDARD: The team follows an agreed protocol with local police, which ensures effective liaison on incidents of criminal activity/harassment/violence.

		2.9.8		2		There are systems in place to monitor referrals made to other services/centres 

		LIAISON

		2.10		The memory service offers a range of supports to promote early identification and referral into the service

		2.10.2		2		The service provides advice to other professionals and staff whose responsibilities include providing care and treatment of people with memory problems/dementia
Guidance: e.g. GPs; residential care, nursing homes and sheltered housing; domiciliary care; day care; hospital care, including inpatient services


		2.10.3		2		The service provides training to other professionals and staff whose responsibilities include providing care and treatment of people with memory problems/dementia
Guidance: e.g. GPs; residential care, nursing homes and sheltered housing; domiciliary care; day care; hospital care, including inpatient services

		2.10.4		2		The service provides outreach, e.g. by way of joint visits/reviews, to other professionals and staff whose responsibilities include providing care and treatment of people with memory problems/dementia
Guidance: e.g. GPs; residential care, nursing homes and sheltered housing; domiciliary care; day care; hospital care, including inpatient services 


		2.10.5		2		The memory service has links with local home care and social care services

		2.10.6		1		NEW STANDARD: The team understands and follows an agreed protocol for the management of an acute physical health emergency.
Guidance: This includes guidance about when to call 999 and when to contact the duty doctor.


		2.10.7		1		NEW STANDARD: There is an identified duty doctor available at all times. They are able to attend the team base within 1 hour .  

		2.10.8		3		The memory service provides eduction on the prevention of dementia within the local communicty 

		THE CLINIC ENVIRONMENT (WHERE APPLICABLE)

		2.11		Any clinic run by the memory service is accommodated in an environment that is appropriate to the needs of people with memory problems/dementia

		2.11.1		1		All rooms are kept clean.
Guidance: All staff members are encouraged to help with this.


		2.11.2		2		The environment is suitable for people with different types of dementia and their carers 
Guidance: e.g. firm seating at the right height, handrails, good lighting, large signs, accessible for people with physical disabilities, etc.


		2.11.3		1		There is easy access to suitable toilet facilities

		2.11.4		1		Clinical rooms are private and conversations cannot be easily over-heard.

		2.11.6		2		NEW STANDARD: The service entrance and key clinical areas are clearly signposted.

		2.11.7		1		NEW STANDARD: If teams see service users at their team base, the entrances and exits are visibly monitored and/or access is restricted.

		2.11.8		1		NEW STANDARD: The environment complies with current legislation on disabled access.
Guidance: Relevant assistive technology equipment, such as hoists and handrails, are provided to meet individual needs and to maximise independence.


		2.11.9		1		NEW STANDARD: An audit of environmental risk is conducted annually and a risk management strategy is agreed.

		2.11.10		1		NEW STANDARD: Furniture is arranged so that doors, in rooms where consultations take place, are not obstructed.

		2.11.11		3		NEW STANDARD: The team is able to access IT resources to enable them to make contemporaneous records at meetings.

		2.11.12		1		NEW STANDARD: There is an alarm system in place (e.g. panic buttons) and this is easily accessible.

		2.11.13		1		NEW STANDARD: A collective response to alarm calls and fire drills is agreed before incidents occur. This is rehearsed at least 6 monthly.

		2.12		Any clinic run by the memory service provides the necessary facilities and resources for staff to effectively carry out their duties

		2.12.1		2		A spacious room is available for the memory service team to meet to discuss findings and make plans

		2.12.2		1		All patient information is kept in accordance with current legislation.
Guidance: Staff members ensure that no confidential data is visible beyond the team by locking cabinets and offices, using swipe cards and having password protected computer access.


		2.12.3		1		NEW STANDARD: Staff members follow a lone working policy and feel safe when conducting home visits.

		2.12.4		2		Staff members have access to a dedicated staff room.

		2.12.5		2		NEW STANDARD: There are sufficient IT resources (e.g. computer terminals) to provide all practitioners with easy access to key information, e.g. information about services/conditions/ treatment, patient records, clinical outcome and service performance measurements.

		2.12.6		1		NEW STANDARD: Emergency medical resuscitation equipment (crash bag), as required by Trust/organisation guidelines, is available at the team’s base within 3 minutes.

		2.12.7		1		NEW STANDARD: The crash bag is maintained and checked weekly, and after each use .

		SECTION 3: ASSESSMENT AND DIAGNOSIS

		REFERRAL AND ACCESS TO THE MEMORY SERVICE

		3.1		The memory service provides timely access to assessment and diagnosis

		3.1.1		1		Clear information is made available, in paper and/or electronic format, to people with dementia, carers and healthcare practitioners on: 
• A simple description of the service and its purpose;
• Clear referral criteria;
• How to make a referral, including self-referral if the service allows;
• Clear clinical pathways describing access and discharge;
• Main interventions and treatments available;
• Contact details for the service, including emergency and out of hours details.


		3.1.1.1		1		NEW STANDARD: A clinical member of staff is available to discuss emergency referrals during working hours.

		3.1.1.2		2		NEW STANDARD: Where referrals are made through a single point of access, e.g. triage, these are passed on to the memory service within one working day.

		3.1.1.3		1		NEW STANDARD: Outcomes of referrals are fed back to the referrer, patient and carer (with the patient’s consent). If a referral is not accepted, the team advises the referrer, patient and carer on alternative options.

		3.1.2		2		Initial contact is made with all people who are newly referred within three weeks of referral

		3.1.2.1		2		NEW STANDARD: The team provides patients with information about expected waiting times for assessment and treatment. 
Guidance: Patients on a waiting list are provided with updates of any changes to their appointment, as well as details of how they can access further support while waiting.


		3.1.2.2		1		NEW STANDARD: For planned assessments the team sends letters in advance to service users that include:
• The name and designation of the professional they will see;
• An explanation of the assessment process;
• Information on who can accompany them;
• How to contact the team if they have any queries, require support (e.g. an interpreter), need to change the appointment or have difficulty in getting there.


		3.1.3		2		The assessment process begins no later than six weeks of referral

		3.1.3.1		2		The diagnosis is given within 12 weeks of referral, unless any further specialist assessment or investigations are requred. Guidance : Investigations such blood tests and brain scans would be considered routine rather than specialist .

		3.1.4
		1		The team follows up patients who have not attended an appointment/assessment or who are difficult to engage.

		3.1.4.1		1		NEW STANDARD: If a patient does not attend for assessment, the team contacts the referrer. 
Guidance: If the patient is likely to be considered a risk to themselves or others, the team should contact the referrer immediately to discuss a risk action plan.


		3.1.4.2		2		NEW STANDARD: Data on missed appointments are reviewed at least annually. This is done at a service level to identify where engagement difficulties may exist. 
Guidance: This should include monitoring a patient’s failure to attend the initial appointment after referral and early disengagement from the service.


		3.1.5		3		There is a website for the memory service
Guidance: This could contain information about what to expect during appointments, relevant health advice and factsheets, contact numbers and a map, etc.
				http://www.oxfordhealth.nhs.uk/service_description/memory-services/

		DIGNITY, CONSENT AND CAPACITY, AND CONFIDENTIALITY

		3.2		The memory service is designed and managed so that the respect and dignity of people with memory problems/dementia and their carers is preserved

		3.2.1		1		Patients are treated with compassion, dignity and respect.
Guidance: This includes respect of a patient’s race, age, sex, gender reassignment, marital status, sexual orientation, maternity, disability and social background.


		3.2.2		1		Staff ensure that patients and their carers understand what is being done in the assessment process, and why				http://www.oxfordhealth.nhs.uk/service_description/memory-services/

		3.2.2.1		2		NEW STANDARD: Patients feel listened to and understood in consultations with staff members.

		3.2.3		1		NEW STANDARD: Staff members are easily identifiable (for example, by wearing appropriate identification).

		3.2.4		1		NEW STANDARD: Staff members address patients using the name and title they prefer.

		3.3		Staff follow clear procedures for gaining consent and ensure that people with memory problems/dementia are well-informed of their rights regarding consent
Guidance: this must include adhering to guidance outlined in the Mental Capacity Act 2005, the Adults with Incapacity (Scotland) Act 2000, or equivalent



		3.3.2		1		There are policies/guidelines around gaining consent 
Guidance: this should include a list of topics for which written consent is required


		3.3.3		1		Capacity assessments are performed in accordance with current legislation.  

		3.3.3.1		1		NEW STANDARD: When patients lack capacity to consent to interventions, decisions are made in their best interests.

		3.3.4		1		When talking to patients and carers, health professionals communicate clearly, avoiding the use of jargon so that people understand them.

		3.3.5		1		Patients’ preferences are taken into account during the selection of medication, therapies and activities, and are acted upon as far as possible.

		3.3.7		1		There are systems in place to ensure that the service takes account of any advance directive/decision that the person has made

		3.4		Personal information is kept confidential unless this is detrimental to the person’s care

		3.4.0.1		1		NEW STANDARD: Confidentiality and its limits are explained to the patient and carer at the first assessment, both verbally and in writing. 
Guidance: For carers this includes confidentiality in relation to third party information


		3.4.1		1		People who are assessed for the possibility of dementia are asked if they wish to know the diagnosis 

		3.4.2		1		People who are assessed for the possibility of dementia are asked with whom the outcome should be shared 

		3.4.4		1		NEW STANDARD: The team follows a protocol for responding to carers when the person with dementia does not consent to their involvement. 

		THE PROCESSES OF ASSESSMENT AND DIAGNOSIS

		3.5		The memory service ensures that a diagnosis of dementia is made only after a comprehensive and holistic assessment of the person’s needs by appropriate professionals, either within the service or elsewhere. This includes:  

		3.5.1		1		Basic dementia screen and blood tests 

Guidance: this might include:
• erythrocyte sedimentation rate (ESR) or C-reactive protein
• routine haematology, full blood count
• biochemistry tests (including urea and electrolytes, calcium, glucose, and renal and liver function)
• thyroid function tests
• serum vitamin B12 and folate levels
• simple urinalysis (available on referral)
• lipid profile/cholesterol
• syphilis serology and HIV

		3.5.2		1		History taking

		3.5.3		1		A physical health review takes place as part of the initial assessment. The review includes but is not limited to: 
• Details of past medical history;
• Current physical health medication, including side effects and compliance with medication regime;
• Lifestyle factors e.g. sleeping patterns, diet, smoking, exercise, sexual activity, drug and alcohol use.


		3.5.3.1		1		Where concerns about a patient’s physical health are identified, the team arranges or signposts the patient to further assessment, investigations and management from primary or secondary healthcare services.

		3.5.3.2		1		NEW STANDARD: For patients who have not successfully reached their physical health targets after 3 months of following lifestyle advice, the team discusses a pharmacological intervention and recommends it to them. This is documented in the service user’s notes.
Guidance: This is done in collaboration with the GP and according to NICE guidelines. For example a patient with hyperlipidaemia could be prescribed a statin.


		3.5.4		1		Patients have a comprehensive assessment which includes their:
• Mental health and medication;
• Psychosocial needs;
• Strengths and weaknesses.






		3.5.5		1		A cognitive assessment and mental state examination
Guidance: this might include:
• examination of attention and concentration, orientation, short- and long-term memory, praxis, language and executive function
• formal cognitive testing using a standardised instrument


		3.5.6		1		The assessment includes an interview with someone who knows the service user well, where available

		3.5.7		1		A check of vision, hearing and mobility

		3.5.10		1		Patients have a risk assessment that is shared with relevant agencies (with consideration of confidentiality) and includes a comprehensive assessment of:
• Risk to self;
• Risk to others;
• Risk from others.


		3.5.10.1		2		An evaluation of the person's living situation and any associated risks 

		3.5.10.2		1		NEW STANDARD: The team discusses the purpose and outcome of the risk assessment with each patient and a management plan is formulated jointly.

		3.5.10.3		1		NEW STANDARD: Risk assessments and management plans are updated according to clinical need or at a minimum frequency that complies with national standards, e.g. College Centre for Quality Improvement specialist standards or those of other professional bodies.

		3.5.11		1		All patients have a documented diagnosis made using internationally recognised standards and criteria (i.e. DSM-IV, ICD-10 or NINCDS-ADRDA)

		3.5.13		1		The service has access to in-depth neuropsychological assessment as required (e.g. for early onset dementia, complex or unusual presentations)

		3.5.14		1		NEW STANDARD: All assessments are documented, signed/validated (electronic records) and dated by the assessing practitioner. 

		3.5.15		1		NEW STANDARD: The patient and the team can obtain a second opinion if there is doubt, uncertainty or disagreement about the diagnosis or treatment.

		3.5.16		2		An assessment of the person's social support .

		3.5.17		2		Carers are offered individual time with staff members to discuss concerns, family history and their own needs.

		3.6		The outcome of the assessment is communicated to all relevant parties in a timely manner

		3.6.1		2		The team sends a letter detailing the outcomes of the assessment to the referrer, the GP and other relevant services within a week of the assessment. Guidance: the letter includes a summary of advice given to the person, driving status and the need pt inform the DVLA if necessary and any need for GP review of the person's physical risk factors ( eg. risk of stroke, high blood pressure, diabetes, smoking, medication .

		3.6.2		1		Patients are asked if they and their carers wish to have copies of letters about their health and treatment.

		3.6.4		1		the patient and their carer ( with patient consent) are offered a copy of the care paln and the opportunity to review this

		3.6.5		2		Where diagnosis is not disclosed, a clear record of the reasons is made

		3.6.6		1		People who drive are informed of the necessity to report the diagnosis to the DVLA (or equivalent vehicle licensing authority)

		3.6.7		2		A local written protocol is available to assist memory service staff in informing people about managing issues around driving
Guidance: A protocol could include identification of driving status, giving information about informing the DVLA (or equivalent) and insurance companies, and what staff responsibilities are when a person is non-compliant or continues to drive without informing the DVLA (or equivalent)


		THE PROCESSES OF ASSESSMENT AND DIAGNOSIS: SPECIFIC CONDITIONS

		3.7		Additional tests and investigations are carried out in accordance with individual and clinical need, including:

		3.7.1		1		The service has timely access to brain imaging in the assessment of people with suspected dementia to exclude cerebral pathologies and to help establish the subtype diagnosis

		3.7.2		2		Electrocardiogram

		3.7.5		2		Specialist advice is taken when interpreting investigations/ assessments/scans in people with learning disabilities 

		SUPPORT FOR PATIENTS AND THEIR CARERS

		3.8		The memory service is able to offer appropriate support, advice and information to people with memory problems/dementia and their carers at the time of assessment and diagnosis, as needed

		3.8.1		2		People with suspected dementia and their carers are given pre-diagnostic counselling.  Guidance:  this includes a discussion about the possibility of diagnosis of dementia 

		3.8.2		1		Information is communicated sensitively 

		3.8.3		2		Information is communicated without unnecessary delay

		3.8.4		2		When communicating important information to people, staff are able to dedicate adequate time

		3.8.5		1		People with dementia are offered a face to face post diagnostic meeting 

		3.8.6		1		People with dementia / Mild cognitive impairment and their carers are able to access post-diagnostic support individally or in a group
Guidance: This might include education , treatment , support groups or one to one support. The quality of support provided should be evaluated regularly. 

		3.8.6.1		2		The team provides information, signposting and encouragement to people with dementia to access local organisations for peer support and social engagement such as:
• Voluntary organisations;
• Community centres;
• Local religious/cultural groups;
• Peer support networks;
Recovery colleges.


		3.8.6.2		2		NEW STANDARD: Carers have access to a carer support network or group. This could be provided by the service or the team could signpost carers to an existing network.
Guidance: This could be a group/network which meets face-to-face or communicates electronically.


		3.8.7		The service routinely provides people and their carers with a variety of  information appropriate to their needs

		3.8.7.1		1		People with dementia and carers are offered written and verbal information about dementia
Guidance: Verbal information could be provided in a 1:1 meeting with a staff member or in a psycho-education group.




		3.8.7.3		2		Where appropriate to their needs, people with dementia and carers are given written information about options for care and treatment, including coping methods and strategies

		3.8.7.5		2		Where appropriate to their needs, people with dementia and carers are given written information about, and signposted to, sources of financial and legal advice, and advocacy

		3.8.7.6		2		Where appropriate to their needs, people with dementia and carers are given written information about medico-legal issues, including driving

		3.8.7.7		2		Where appropriate to their needs, people with dementia and carers are given written information about local and national information sources, including libraries, voluntary organisations and websites.

		3.8.7.8		2		Where appropriate to their needs, people with dementia and carers are given written information about improving general health, living positively and maximising quality of life after diagnosis
Guidance: This could include using mental exercise, physical activity, dietary advice alongside drug therapy, maintaining activities, lifestyle management, social engagement, religious and spiritual needs

		3.8.7.9		2		Where appropriate to their needs, people with dementia and carers are given written information about any pharmacological, non-pharmacological or psychosocial interventions that the person and/or their carer has been offered 

		3.8.7.11		2		The team provides each carer with a carer’s information pack.
Guidance: This includes the names and contact details of key staff members in the service. It also includes other local sources of advice and support such as local carers' groups, carers' workshops and relevant charities.


		3.8.7.12		3		Where appropriate to their needs, people with dementia and carers are given written information on how t create adocument about their own preferences and habits , eg a dementia passport , Alzheimer's ociety This is Me document 

		3.8.8		1		Information, which is accessible and easy to understand, is provided to people with dementia and carers.
Guidance: Information can be provided in languages other than English and in formats that are easy to use for people with sight/hearing/cognitive difficulties or learning disabilities. For example; audio and video materials, using symbols and pictures, using plain English, communication passports and signers. Information is culturally relevant.


		3.8.9		2		The service has access to specialist post-diagnostic counselling provided by an appropriately qualified professional for people with specific needs
Guidance: e.g. genetic and rarer disorders, and severe adjustment reactions to the diagnosis


		3.8.10		1		Any advice given is recorded in the notes

		SECTION 4: ONGOING CARE MANAGEMENT AND FOLLOW UP

		CARE MANAGEMENT

		4.1		The memory service ensures that each person with memory problems/dementia has a care plan

		4.1.1		1		Every patient has a written care plan, reflecting their individual needs.
Guidance: This clearly outlines: 
• Agreed intervention strategies for physical and mental health;
• Measurable goals and outcomes;
• Strategies for self-management;
• Any advance directives or stated wishes that the service user has made;
• Crisis and contingency plans;
• Review dates and discharge framework.

		4.1.2		1		NEW STANDARD: The practitioner develops the care plan collaboratively with the patient and their carer (with service user consent).

		4.1.3		1		NEW STANDARD: The team reviews and updates care plans according to clinical need or at a minimum frequency that complies with College Centre for Quality Improvement specialist standards.

		4.1.4		1		NEW STANDARD: Managers and practitioners have agreed minimum frequencies of clinical review meetings that comply with national standards, e.g. College Centre for Quality Improvement specialist standards or those of other professional bodies. 

		4.1.5		1		NEW STANDARD: Carers are involved in discussions about the patient’s care, treatment and discharge planning.

		4.2		Professionals working within the memory service ensure that the person (and their carer, where appropriate) is able to access a range of post-diagnostic supports and interventions

		4.2.1		1		The service provides or can signpost/refer on to services that will offer assessment and intervention for people who develop non-cognitive symptoms 
Guidance: e.g. mood disorders, psychotic symptoms and behaviour that challenges

		4.2.2		1		The service provides or can signpost/refer on to services that will offer information, advice and support to assess and manage pharmacological treatment

		4.2.4		2		The service provides or can signpost/refer on to services that will offer information, advice and support with communication problems

		4.2.5		1		The team gives targeted lifestyle advice to service users. This includes: 
• Smoking cessation advice;
• Healthy eating advice;
• Physical exercise advice.


		4.2.6		2		The service provides or can signpost/refer on to services that will offer information, advice and support on dietary interventions to help the person adapt dietary intake to help achieve full nutritional requirements

		4.2.9		1		The team supports service users to access organisations which offer:
• Housing support;
• Support with finances, benefits and debt management;
• Social services.


		4.2.11		2		The service provides or can signpost/refer on to Dementia Advisor and support services for patients and carers (including Admiral Nurses, dementia navigators, or other specialist practitioners)

		4.2.12		2		The service provides or can signpost/refer on to a range of respite/short break services

		4.2.13		1		Carers are advised on how to access a statutory carers' assessment, provided by an appropriate agency. 
Guidance: This advice is offered at the time of the patient’s initial assessment, or at the first opportunity.


		4.2.14		3		The service is able to refer to genetic counselling for patients and their unaffected relatives ( where there is likley to be a genetic cause for their dementia 

		4.2.17		2		People with dementia/ suspected dementia and their carers are given a point of contact for future enquiries 

		6.5.2		2		The service provides or can signpost/refer on to specialist services for rare or young on-set and/or complex care needs (e.g. regional/tertiary neurology/neuropsychiatry services)

		FOLLOW UP

		4.3		The memory service ensures that each person with memory problems/dementia is followed up

		4.3.1		1		The service provides follow up based on clinical need (or refers people on to appropriate agencies/services for follow-up) taking into account local protocols and the preferences of patients and their carers

		DISCHARGE PLANNING AND TRANSFER OF CARE

		4.4		The memory service ensures that people with dementia and their carers are involved in planning their discharge from the service, and transfer of care

		4.4.1		2		NEW STANDARD: Discharge or onward care planning is discussed at the first and every subsequent care plan review.

		4.4.2		1		NEW STANDARD: Patients and their carers (with patient consent) are involved in decisions about discharge plans.
Guidance: This could be through a formal discharge meeting.


		4.4.3		1		NEW STANDARD: A letter setting out a clear discharge plan is sent to the patient and all relevant parties within 10 days of discharge. The plan includes details of:
• On-going care in the community/aftercare arrangements;
• Crisis and contingency arrangements including details of who to contact;
• Medication;
• Details of when, where and who will follow them up.


		4.4.4		1		NEW STANDARD: When patients are transferred between community services there is a handover which ensures that the new team have an up to date care plan and risk assessment.

		4.4.5		3		NEW STANDARD: When patients are transferred between community services there is a meeting in which members of the two teams meet with the patient and carer to discuss transfer of care.

		SECTION 5: PHARMACOLOGICAL INTERVENTIONS

		PHARMACOLOGICAL INTERVENTIONS

		5.1		The memory service provides equal and timely access to antidementia medication in accordance with individual needs

		5.1.3		1		NEW STANDARD: When medication is prescribed, specific treatment targets are set for the patient, the risks and benefits are reviewed, a timescale for response is set and patient consent is recorded.

		5.1.4		1		NEW STANDARD: Patients and their carers (with patient consent) are helped to understand the functions, expected outcomes, limitations and side effects of their medications and to self-manage as far as possible.

		5.1.5		1		NEW STANDARD: Patients have their medications reviewed at a frequency according to the evidence base and clinical need. Medication reviews include an assessment of therapeutic response, safety, side effects and adherence to medication regime.
Guidance: Side effect monitoring tools can be used to support reviews. Long-term medication is reviewed by the prescribing clinician at least once a year as a minimum.


		5.1.6		1		When people with dementia experience side effects from their medication, this is engaged with and there is a clear plan in place for managing this.

		5.2		Antipsychotics are only prescribed as a last resort, after a thorough assessment of risk factors, and their use is reviewed regularly

		5.2.1		1		People with dementia who develop psychotic symptoms or behaviour that challenges, are only offered antipsychotic medication when the severity and associated risks are high and when other options have been considered and excluded 

		5.2.2		1		Where antipsychotic medication is given, this prescription is recorded and a single, named individual is responsible for undertaking a review



		5.2.2.1		1		Patients who are prescribed mood stabilisers or antipsychotics are reviewed at the start of treatment (baseline), at 3 months and then annually unless a physical health abnormality arises. The clinician monitors the following information about the patient:
• A personal/family history (at baseline and annual review);
• Lifestyle review (at every review); 
• Weight (at every review);
• Waist circumference (at baseline and annual review);
• Blood pressure (at every review); 
• Fasting plasma glucose/ HbA1c (glycated haemoglobin) (at every review); 
• Lipid profile (at every review).



		5.2.3		1		The safe use of high risk medication is audited, at least annually and at a service level. 
Guidance: This includes medications such as lithium, high dose antipsychotic drugs, antipsychotics in combination, benzodiazepines.


		PSYCHOSOCIAL INTERVENTIONS

		6.1		The service provides timely access to psychosocial interventoons, based on the needs and preferences of the person with demntia and where apporpriate , their carer

		6.1.1		1		People with dementia are offered evidence based pharmacological and psychological interventions and any exceptions are documented in the case notes. 
Guidance: The number, type and frequency of psychological interventions offered are informed by the evidence base.


		6.1.2		2		Psychosocial interventions and post diagnostic support  are available regardless of dementia sub type and age. 
Guidance: An audit should be carried out of the diagnoses of eople offered/participated in psycholsocial interventions and support groups.

		6.1.3		3		An audit of the capacity to provide psychosocial interventions and the uptake of psychosocical interventions offered is carried out every 2 years

		SECTION 6: PSYCHOSOCIAL INTERVENTIONS

		6.2		The service provides timely access to psychosocial interventions for cognitive  aspects of dementia

		6.2.1		1		People with dementia have access to a local programme of age appropriate group cognitive stimulation therapy (CST) 
Guidance: i.e. engagement in a range of activities and discussions aimed at general enhancement of cognitive and social functioning


		6.2.1.1		3		People with dementia have access to individual cognitive stimulation therapy (iCST)

		6.2.2		2		People who have participated in group cognitive stimulation therapy have access to an age appropriate maintenance CST programme

		6.2.3		3		People with dementia have access to cognitive rehabilitation. 
Guidance: i.e. an individualised approach where personally relevant goals are identified and the therapist works with the patient and his/her family to devise strategies to address these. The emphasis is on improving performance in everyday life rather than on cognitive tests, building on the patient’s strengths and developing ways of compensating for impairments


		6.2.4		3		People with dementia and their carers have access to a group reminescence programme

		6.3		The service provides access to psychosocial interventions for emotional aspects of dementia

		6.3.1		2		People with dementia have access to interventions delivered bu appropriately trained professionals, to address their emotional needs
Guidance: e.g.
• Life story work
• Cognitive behaviour therapy


		6.4		The service provides access to psychosocial interventions for occupational and functional aspects of dementia

		6.4.1		2		People with dementia have access to occupational therapy

		6.4.2		2		The memory service has access to advice and support on assistive technology and telecare solutions designed to assist people with activities of daily living

		6.5		The service provides or can signpost/refer people and their carers on to interventions for more complex needs, if required 

		6.5.1		1		People with dementia and their carers have access to tailored psychosocial interventions for behaviour that challenges
Guidance: e.g. Functional Analysis-based intervention as part of a multi-component psychosocial interventio, delivered by appropriately trained staff


		6.6		The service provides timely access to psychosocial interventions for carers of people with dementia

		6.6.1		2		Carers of people with dementia are offered an assessment, and intervention/s if appropriate, for their emotional, psychological and social needs, provided by appropriately qualified professionals
Guidance: e.g.
• Family interventions
• Cognitive behaviour therapy
• Counselling


		6.7		People with dementia and their carers are made aware of other non-pharmacological interventions that they may wish to consider

		6.7.1		3		People with dementia have access to art/creative therapies.


		6.7.2		2		The team signposts younger people with dementia to structured activities such as work, education and volunterring

		6.8		Staff delivering psychosocial interventions are appropriately trained and supervised 

		6.8.1		1		All staff members who deliver therapies and activities are appropriately trained and supervised

		6.9		The service monitors people’s responses to interventions

		6.9.1		1		Clinical outcome measurement data is collected at two time points (initial assessment and discharge) as a minimum, and at clinical reviews where possible.

		6.9.2		2		Clinical outcome monitoring includes reviewing patient progress against service user-defined goals in collaboration with the patient. 



http://www.oxfordhealth.nhs.uk/service_description/memory-services/http://www.oxfordhealth.nhs.uk/service_description/memory-services/
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[bookmark: _GoBack]Important changes from 1 August 2016 affecting ALL interpreting services





This includes: 





· ‘Face-to-Face’ Language Interpreting


· Telephone Language Interpreting


· BSL Interpreting Service for Deaf Service Users





Please read on





Face to Face Language Interpreting





From 1st August 2016, Face-to-Face language interpreting services will be provided by Language Empire.  





All existing bookings made with the previous provider (Prestige Network) 


before 31st July 2016 will be fulfilled by Prestige. 





All new bookings from 1 August 2016 should be made with language empire 





(Please provide as much notice as possible to secure a booking.)





You can make a booking ON-LINE or by TELEPHONE.


[image: Booking on-line

Go to: www.language-empire.net

In order to access the on-line booking facility, you will need to ‘log in’ to the website with:
• ACCOUNT NUMBER (OXF38247) 
• YOUR USERNAME and 
• PASSWORD

Please follow the instructions detailed in the Online Booking Guide: 

]
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[image: Booking by telephone

To make a Face-to-Face Interpreter booking, call any one of the numbers below giving the:
• ACCOUNT NUMBER (OXF38247)
• YOUR USERNAME and 
• PASSWORD 

By phone: 0330 2020 270 
                  0808 1601 786  
                  0845 370 2002

]





























The usernames and passwords have been sent to the PA’s and Team Managers in your respective Directorates to be cascaded.  


If you don’t have this information, please contact:





Ian Horwood              PA for Adult Directorate                   01865 902759


Susan Marriott          PA for Children’s & Families           01865 902424


Nic Waters                 PA for Older People                          01865 903954





Telephone Language Interpreting


                                                       


To access the telephone interpreting service, call the phone number below, press 1 and quote your existing Language Line Access Code:





By phone:                 0845 603 7915





BSL Interpreting Service for Deaf Service Users





To access the deaf interpreting service (Deaf Direct), call the phone number below, press 3 and quote your existing Language Line Access Code:





By phone:                 0845 603 7915





Contacts for Queries or New Access Codes





If you have any queries please contact the following people:





Mo Patel                                 Equality & Diversity Lead                             0786 9397389


Vicky Tompkins                     Finance Account Management                    01865 902698


Nicola Leavesley                   Contract Manager                                         01865 902759
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Booking on-line  Go to: www.language-empire.net  In order to access the on-line booking facility, you will need to ‘log in’ to the website with: ACCOUNT NUMBER (OXF38247)  YOUR USERNAME and  PASSWORD  Please follow the instructions detailed in the Online Booking Guide:   
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Booking by telephone  To make a Face-to-Face Interpreter booking, call any one of the numbers below giving the: ACCOUNT NUMBER (OXF38247) YOUR USERNAME and  PASSWORD   By phone: 0330 2020 270                    0808 1601 786                     0845 370 2002  
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Preparation for peer review
• Formal MSNAP Peer Reviewer training

• One staff member per team

• Attendance at external peer reviews
• Sharing of ideas as to how to meet standards
• Better understanding of accreditation processes

• ‘Mock peer reviews’
• Early recruitment of sufficient patients and carers
• Involvement of third sector partners



Outcomes
• All six memory clinics accredited by January 2016, three 

receiving ‘excellent’ rating
• Improvements embedded at service and individual 

clinician level
• Positive change in policies and procedures
• Patient and carer experience

• Improved feedback from service users
• Improvements in physical environment
• Increased opportunity for research involvement

• Improved multi-disciplinary and inter-agency working
• More efficient use of resources e.g. nurse assessment in 

GP surgeries, administrative 







On-going development & innovation
• Maintain momentum generated by MSNAP

• Regular review against changing standards via 
quarterly meetings / awaydays Trust wide

• Development of Dementia Nurse Specialist
• Further partnership working with commissioners, 

patients, voluntary sector & other providers (e.g. 
CDC) 

• New Standard Operating Procedure
• New webpage to promote services
• Video leaflet

http://www.oxfordhealth.nhs.uk/service_description/memory-services/




Health and Wellbeing Interventions;
taking a psychological perspective 

in Buckinghamshire Healthcare 
NHS Trust

Karon Hart
Assistant Director HR ( Operations and Wellbeing)
karon.hart@buckshealthcare.nhs.uk



What do we mean by wellbeing?

64
“Growing the Health & Wellbeing agenda: From First Steps to Full Potential”, CIPD Policy Report: January 2016

Wellbeing pyramid



Business Benefits
The most common benefits of investing in NHS staff health 
and wellbeing are:
Reduced sickness absence and “presenteeism”
Increased standards of patient care and advocacy
Increased retention of staff and their skills 
Improved staff morale and positive culture
Improved reputation as a ‘good employer’ 
Positive impact on recruitment
Setting an example for other industries and employers to follow



The NHS National Agenda
• Wellbeing is an integral part of good business functioning
“NHS staff have some of the most critical  but demanding jobs 

in the country. 
When it comes to supporting the health of our own workforce, 

frankly the NHS needs to put its own house in order.”
Simon Stevens, NHS England Chief Executive, 2 September 2015

• April 2016 – CQUIN for Health and Wellbeing



Focused need to tackle stress & 
mental health:
Seen a rise in stress and mental health related absence for 6 

consecutive years. (CIPD 2015 absence management survey)

Health and Safety Executive estimated 9.9 million days lost to 
stress, depression or anxiety. (HSE 2014/15)

‘Perhaps 2016 will be the year HR cracks it …. With more 
mental health initiatives catered for in organisational wellbeing 

packages…. Tailored support for line managers…. (and) 
employees to access appropriate help’ 

( People Management, Jan 2016)



Understanding Stress
Building Resilience

Workshops
Sickness Absence 

Workshops
Occupational 

Health referrals

Executive level support

Return to work interviews

Resilience group 
work and team 
interventionsHealth Summits

Case Conferences

HR / Occupational Health liaison

Encompasses implementing all these elements:

Fast track to 
Physiotherapy 

Fast track to 
Counselling 

Fast track 
Specialist 
referrals 

Realistic and 
informed 
actions

Quick 
response/ 

timely 
interventions Wellness 

Recovery Action 
Plan

1: 1 Resilience

Robust 
data 

collection



Why do we really need to do this in 
the NHS?
• Roles that involve caring for and helping people 

often mean neglect of our personal needs.
• There is a need to empower staff to look after their 

own health and wellbeing.
• If we enable staff to take a ‘self-care’ approach –

patient care will in turn benefit because;
 Healthier staff deliver better care
 Staff become natural advocates for Healthier lifestyles 
 Reducing staff sickness inturn reduces cancellations/ wait times for patients 

and pressure on staff



The CARE values approach
• Collaborate – with both internal and external 

stakeholders at a local and national level
• Aspire – to provide a forward looking service that 

remains close the needs of BHT and also fits the 
national agenda

• Respect – that everyone is unique in their health and 
support needs and developing a wider range of 
initiatives will ensure these needs are met

• Enable – staff and patients to upscale their ‘Self care’ 
potential through support and encouragement.



The future plans….

• To ensure the NHS as an employer sets a national example in the support it offers it's 
own staff to stay healthy

• To facilitate pro-active interventions to support staff and patient wellbeing – improving 
their health outcomes

• To implement and embed CQUIN initiatives

• To enable the STP prevention agenda targets to be reached

• To support the holistic development of BHT as:

‘A Great place to work’



Thank you 



Fostering an innovation culture in 
Buckinghamshire Healthcare

What do we need to do to build an innovation culture within the Trust?

• What can we do as clinicians and staff?

• What can the Trust do to facilitate this?

• What support can we gain from external partners?




	Slide Number 1
	Agenda
	Slide Number 3
	Oxford AHSN
	ComRes independent stakeholder survey
	Highlight�PPIEE
	Highlight Workforce Health and wellbeing
	Highlight Sustainability
	Highlight Dementia Clinical Network�
	Highlight �Data sharing across the region
	Innovation�Wide range of clinical areas and technologies examples
	Adoption example�Intermittent Pneumatic Compression Sleeves
	Adoption example �Intra-Operative Fluid Management (IOFM)
	Examples of innovation – latest projects to improve patient safety
	Impact
	Slide Number 17
	Examples of Diagnostic Projects
	Examples of projects the trusts are involved with:
	Future
	Buckinghamshire Life Sciences Innovation Centre
	Buckinghamshire Life Sciences Partnership
	Objectives
	Aim
	Offer to industry
	Bucks innovation initiatives
	Bucks innovation initiatives
	Slide Number 28
	Buckinghamshire Life Sciences Innovation Centre
	Facilities
	Next steps
	Fostering an innovation culture in Buckinghamshire Healthcare
	Stroke prevention in AF: Spreading best practice and innovation
	The burden of atrial fibrillation
	NOACs and Warfarin
	Buckinghamshire NOAC Service
	Spreading innovation�
	Slide Number 38
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Slide Number 42
	Slide Number 43
	Slide Number 45
	Slide Number 46
	Slide Number 47
	Buckinghamshire MSNAP Accreditation
	Introduction to MSNAP
	MSNAP Standards
	Motivators for gaining accreditation
	Collaboration and leadership
	Engagement with key stakeholders
	AHSN links
	Quality improvement cycle
	Preparation for peer review
	Outcomes
	Slide Number 58
	Slide Number 59
	On-going development & innovation
	Slide Number 62
	Slide Number 63
	What do we mean by wellbeing?
	Business Benefits
	�The NHS National Agenda�
	Focused need to tackle stress & mental health:
	Slide Number 68
	Why do we really need to do this in the NHS?
	The CARE values approach
	The future plans….
	Slide Number 72
	Fostering an innovation culture in Buckinghamshire Healthcare
	Slide Number 74

