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Performance management and
the use of information

Clinical performance indicators
should be used as a vehicle for per-
formance improvement. If they are
accurate enough, they can be used
as a reliable proxy to determine both
the quality and outcomes of clinical
care. In the NHS, however, currently
captured data tend to be focused on
waiting times and financial issues
rather than measures of quality’.

The Commission for Health
Improvement (CHI) reported that
‘the information the boards see tends
to be about waiting times and finan-
cial performance figures’ and that
‘there is insufficient value placed on
information by senior staff’”. Informa-
tion is crucial to identify how well
services and teams perform. Informa-
tion technology (IT) should be used
to capture relevant and accurate clin-
ical information that will help clinical
teams understand how well they are
doing and identify opportunities for
improvement. Current IT systems do
not produce relevant information at
the press of a button, so organisations
need to find ways to ensure that
qualitative and quantitative data
(e.g. claims, complaints, incidents,
complications, clinical indicators,
health and safety issues) are gathered,
analysed and made available to the
relevant services. This information
will become increasingly important
both for the early identification of
problems’ and to inform consultant
and team appraisal and revalidation
portfolios. Currently available data
are not enough and the NHS needs
to find meaningful and measurable
clinical and patients’ outcomes to
develop a more comprehensive
and patient-centred performance
management process. The avail-
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ability of such information is going
to be increasingly important, both to
improve patients’ experiences and to
make the revalidation process more
meaningful.

The Healthcare Commission has
stated its intent to move towards
common assessment for both the
NHS and the private sector. Maybe
the NHS could learn from the private
sector, where ‘good quality clinical
information is the currency of its
business and is comprehensively cap-
tured at the point of patient care by
clinically knowledgeable staff’*.

In future issues we would like
to cover the experience of primary
and secondary care organisations
in performance management and
how the process has helped improve
service delivery and patient care.
Clinical governance processes have
now been in place for many years
but what effect have they had on the
patient experience! While CHI has
assessed and rated a large number of
health-care organisations, it has dealt
mainly with structure and process.
The Bulletin would like to hear from
organisations that have used these to
improve the outcomes of care. There
must be a lot of examples, so we are
looking forward to receiving your
contributions.
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M A process for monitoring the
performance of GPs should be
supportive of them.

M Procedures should be described in
a clear and understandable working
document.

M Flowcharts enable the process to be
mapped in detail and fully under-
stood.

M Performance management for
GPs should be supported by the
primary care trust’s clinical govern-
ance framework.

B The process should ultimately
link with GP appraisal and revali-
dation.

Background

As part of the NHS programme

for Shifting the Balance of Power"*
responsibilities for managing the per-
formance of GPs have been devolved
from health authorities to primary
care trusts (PCTs) (fully so since
April 2003). To begin the transition
process, Rushcliffe PCT established
a General Medical Practitioner Per-
formance Review Group in July 2001,
which adapted procedures previously
used by the local health authority.

In spring 2002, the National Clin-
ical Assessment Authority (NCAA)
published a guidance handbook’ on
structures, processes and support
systems for the management of GP
performance. This highlighted the
need for PCTs to develop new proce-
dures for monitoring the performance
of GPs, and formed the basis of the
work described here.

Key principles

It is important that any process for
monitoring the performance of GPs
is seen to be supportive of them and
helps them to improve their prac-
tice, rather than being in some

way punitive. Key principles which
were applied in the development of
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the local procedures were that the
process should be:

B described in a clear and under-
standable working document;

B transparent, fair, objective and
effective;

B designed to monitor and improve
performance and protect the
public;

B proactive as well as reactive;

B designed to identify issues before
they become problems;

B supportive of GPs — for example
with the provision of education,
training and remediation;

B part of and supported by the clin-
ical governance framework of the

PCT.

Understanding the process

The first step in developing the pro-
cedures was to map and understand
in detail the process recommended
by the NCAA, including an under-
standing of the key organisational
structures and responsibilities
involved. The structures discussed
below ensured that responsibility for
decision making remained with the
PCT and was separated from assess-
ment and support.

Performance Decision-making
Group (PDG)

The PDG is a confidential subgroup
of the PCT board. (The existing Per-
formance Review Group in Rushcliffe
adopted the NCAA nomenclature
and became the PDG.) The Group
monitors the performance-related
information and is responsible for all
decisions taken in response.

Performance Advisory Group
(PAG)

The PAG provides advice and
access to specialist support for local
assessment and remediation for
under-performing GPs, on behalf
of the PDG. It is able to draw on a
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broad range of expertise and experi-
ence from across the district. The
structures and membership for the
local PAG are still under review but
it is likely that it will be a deanery-
based resource.

National Clinical Assessment
Authority (NCAA)

The NCAA will provide advice at
any stage in the performance review
of a GP, and will receive referrals
from the PDG for formal assessment
where, for example:

M local systems are not considered
appropriate;

M local procedures have not resulted
in a satisfactory outcome;

M a comprehensive, global assess-
ment is required.

Although NCAA assessment forms
part of the local, supportive process,
referral to the NCAA would never be
the first option for handling concerns.

Mapping the process

In order to understand the GP per-
formance management process fully,
a detailed process flowchart was pro-
duced after wide consultation with
key people (e.g. local GP represent-
atives, PDG members, an NCAA
advisor, the GP tutor and deanery
representatives). The flowchart, a
sample extract of which is shown

in Figure 1, identifies key areas of
responsibility, activity and process
flow between the PDG, PAG, NCAA
and ‘other’ (i.e. referral out of the
local GP performance monitoring
and support process into other sepa-
rate but parallel processes, such as
disciplinary procedures). The flow-
chart provides a detailed description
of the stages recommended in the
NCAA handbook and provides a
useful working document for quick
reference, to enable the PDG to
follow the appropriate procedures

Vol. 5, No. 1
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District-wide NCAA
Performance Advisory
Group (PAG)

A
NO-
PDG representative has
discussion with PAG liaison
NO > officer regarding informal
meeting with GP

Other Primary care trust
Performance Decision-
making Group (PDG)
Stage 1
Performance review
Members gather all available evidence
Proactive: indicators, routine data,
monitoring, reports, clinical governance
Reactive: concerns, complaints, incident
reporting, whistle-blowing, self-referral
by GP
Stage 2 ¢
Is there a problem
requiring further
action?
YES
Potential or actual
Referral to, < YES serious harm
for example: or fraud?
Local
suspension Stage 3:A
process
GMC Informal interview between PDG
representative and GP to gather
- further information
Disciplinary
Committee
CFSO h 4
Collate and review al/
Police available information
Occupational
health
Consider
further Is there a problem
action on an requiring further
individual action?
basis
NO
Close
case

YES

Stage 3:B

Review a/l available information

Continued on page 2

Figure 1. Sample extract from the process flowchart: the process flow between the various groups and agencies involved in the review
of GP performance. The vertical columns indicate areas of responsibility. The shaded areas at stages 1 and 2 represent ongoing, rou-

tine monitoring that takes place as part of local clinical governance arrangements.

for monitoring GP performance and

implementing remedial action. stood.

Written procedures

The draft procedures were
presented to general practice teams
at a multi-practice, multi-professional

that the process would be under-

and board for approval, adoption and
implementation in April 2003. The

same model has also been adopted by
the other three PCTs in Nottingham.

After the process had been mapped,
detailed procedures were written for
each process stage; these were cross-
referenced to the flowchart to ensure

May 2004

quality improvement forum in
January 2003, for comment and fine-
tuning before submission to the PCT
Professional Executive Committee

Clinical Governance Bulletin

Performance indicators

Vol. 5, No. 1

No set of currently available indica-
tors can provide a comprehensive



assessment of general practice care
and no indicators in use elsewhere,
or proposed for use with these pro-
cedures, have been validated as
‘diagnostic’ of under-performance.
Certainly no single performance
indicator, from routinely available
data sources, is specific or sensitive
enough to label a GP or practice as
‘under-performing’. The term ‘indi-
cator’ is important and the indicators
are used as a guide to understanding
possible reasons for under-performance
rather than as targets.

A range of performance indica-
tors are used to identify differences
between practices. A pattern of devi-
ation from local norms on a number
of these should trigger exploration
and provide a starting point for dia-
logue between the practice and those
responsible for clinical governance.
Some of these indicators include:

B prescribing data — including
controlled drugs and drugs of
dependence;

I access to services;

B complaints;

M childhood immunisation activity;

M participation and performance in
the clinical governance agenda.

The clinical governance pro-
gramme is well developed within
our PCT and for over four years has
provided a broad selection of com-
parative data between practices.

An evolving process

The process for monitoring GP per-
formance is supported by the PCT
clinical governance framework,
which promotes and facilitates sys-
tematic and continuous quality
improvement in service delivery,
within a culture of team working,
sharing and learning".

The process continues to evolve
and is currently undergoing review
to strengthen links with GP appraisal
and revalidation. The local processes
of both GP appraisal and perform-
ance monitoring are designed to
be supportive and to help improve
quality. Having clear links between
the two should help to ensure all
aspects of GP performance and
development are considered in GP
appraisals (which are signed off by
the PCT for GP revalidation) and
enable GPs to make use of the sup-
port and resources available for their
professional development.

Patient appraisal of a service:
a pragmatic approach

Since their implementation, the
procedures have proved to be helpful.
They will be subject to regular
review, so that lessons can be learned
from cases as they are processed. The
procedures also have the potential
to be adapted to apply to other
contractor practitioners, for example
dentists, to achieve a consistent
approach to the monitoring of the
performance of providers of health-
care services for the PCT.
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M Patients’ views of clinical teams
can inform the assessment of a
multidisciplinary team and can con-
tribute to revalidation.

B The questionnaires available for this
purpose proved too complex. We
therefore developed and validated a
simpler, five-theme questionnaire.

M Patient satisfaction with a particular
service or multidisciplinary team
is best assessed with a personally
administered questionnaire.

M Positive feedback must be used
constructively to change practice.

Background

As part of the introduction of the
consultant appraisal/revalidation pro-
cess, the Guy’s and St Thomas’ Trust
undertook research into the optimum
means of achieving 360-degree
appraisal of doctors. This has been
based on questionnaires derived from
the pioneering work of Ramsey in the
USA". Initial pilots using a 10-theme
questionnaire and complex scoring
system were found to be inappropriate
for the British scenario’. Doctors did
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not like handing surveys on them-
selves to patients, and the postal
return averaged 50% but varied from
2% to 80%. There was a problem
with language and also lack of clarity
as to who was completing the ques-
tionnaire. Patients felt the instrument
was too long and they found the
scoring system cumbersome.
Consequently, we produced a sim-
pler, five-theme questionnaire with a
four-point scoring system (poor, fair,
good, very good) (see Table 1). This
was validated in a large directorate’.
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Table 1. Results from the patient questionnaire (n = 25)

Theme

1 Respect
2 Personal perspective

3 Clarity and simplicity

4 Involvement in treatment
decisions

5 Communication

Statement to rate

Mean rating®

The team treats you with respect and 3.9
consideration

They encourage you to tell your story and ask 3.8
questions

They use words that you can understand 3.8
The team discuss treatment options with you 3.7
and your family

The team continues to keep you fully 3.9

informed throughout your illness and
treatment

“Patients rated all items 1 = poor, 2 = fair, 3 = good or 4 = very good.

To correct the problems highlighted
above, we interviewed patients after
their outpatient consultation. This
arrangement meant that language
was not a problem as interpreters
were available, and we could be cer-
tain that it was the patient who was
providing the answers.

We therefore decided to test
whether the new questionnaire
would facilitate the incorporation of
patients’ views in the assessment of a
multidisciplinary team, as required by
new national cancer guidelines and
cancer networks.

Respect
251

20

]

0 T T T |
Poor Fair Good Very good

Figure 1. Distribution of patient scores
for theme 1, ‘“The team treats you with
respect and consideration” (n = 25).

Personal perspective

257

201

o R e N B ‘

Methods

Twenty-five consecutive patients
(from two clinics) treated at the
GKT Cancer Centre for upper gastro-
intestinal cancer were approached in
the surgical or oncology outpatient
department by a nurse specialist and
asked to complete the questionnaire
and hand it back before they left. The
nurse specialist was present to help if
required.

Patients were asked to give their
views based on their experience
of the whole patient pathway and

Clarity and simplicity
257

207
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Poor Fair Good Very good

Figure 3. Distribution of patient scores
for theme 3, “They use words that you
can understand” (n = 25).

Involvement in treatment decisions

multidisciplinary team. Those sur-
veyed included individuals receiving
both palliative and curative treat-
ment, with any combination of
chemoradiation, surgery, stenting and
therapeutic endoscopy. The question-
naire is shown in Table 1.

Results

All patients and their families were
happy to complete the questionnaire
and found the questions and scoring
system easy to understand. Figures
1-5 show the results for each theme.
The mean scores are reported in
Table 1.

Free text comments from patients
were invited on the questionnaire.
The only complaints received related
to a perceived lack of ward staff, who
were thought to be working under
pressure. The comments were sup-
portive, not critical of individuals.

The results were discussed at
the multidisciplinary team meeting
and action was taken to try to make
improvements, particularly in com-
munication and especially in the first
outpatient consultation, when more
time was needed to allow patients to
express themselves.

Communication
257

20

Poor Fair Good Very good

Figure 2. Distribution of patient scores
for theme 2, ‘“They encourage you to tell
your story and ask questions’ (n = 25).
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|

Poor Fair Good  Very good

Figure 4. Distribution of patient scores
for theme 4, ‘“The team discuss treat-
ment options with you and your family’
(n=25).
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Very good

0 | [

Poor Fair Good

Figure 5. Distribution of patient scores
for theme 5, “The team continues to keep
you fully informed throughout your ill-
ness and treatment’ (n = 25).



Discussion

We feel the questionnaire provides

a simple, pragmatic solution to the
assessment of patient satisfaction.

It was well received by patients,

and avoided ‘over-surveying’. Even
though the results appear to be
excellent, they should not breed com-
placency, but rather should be used
constructively to improve practice
and the patient journey.
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M Patients are willing to commit to
major surgery even though they are
unable to recall specific associated
complications.

B Pre-admission clinics for lower-limb
arthroplasty run by experienced
nurse practitioners have a modest
beneficial effect on patients’ recall
of information on the possible
complications and expected bene-
fits.

B Patient recall of information related
to possible complications and
expected benefits is likely to be
multifactorial.

Background

Increasingly, nurses are performing
duties that were traditionally carried

out by junior doctors. This has been
mainly due to a reduction in working
hours for junior doctors as a result of
the European Working Time Direc-
tive (EWTD). Pre-assessment of
patients for scheduled joint replace-
ment surgery is one such area.

Approximately 45,000 total hip
replacements (THRs) and 35,000
total knee replacements (TKRs) are
undertaken within the NHS in Eng-
land and Wales annually. These are
commonly performed operations for
pain and disability resulting from hip
and knee joint disease. The benefit to
patients’ quality of life, in terms of a
pain-free, independent lifestyle, and
their cost-effectiveness for private
and public health-care systems have
been well recognised.
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Pre-assessment clinics have been
recommended by the British Ortho-
paedic Association (BOA)'. These
involve physiotherapists, occupa-
tional therapists and nursing staff in
patient education and the planning
of rehabilitation. The aim of this
study was to compare the effect of
experienced nurse practitioners with
that of pre-registration house officers
(PRHOs) in patient education at
pre-assessment clinics, vis-a-vis their
recall of information on the possible
complications and expected benefits.

Methods

In the outpatient clinic, patients
were evaluated for joint replacement
surgery and listed for the same,
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Table 1. The patient questionnaire

Question asked

Patient’s preparedness to give written consent
Have you received sufficient information?

Have you had the opportunity to get further information?

Have you obtained additional information?

List sources of further information.

Are you sufficiently well informed to sign written consent?

Patient’s understanding of associated complications

Are you aware of any complication associated with replacement surgery?

List any complications you are aware of.

Patient’s expectations of likely benefit from hip or knee replacement

What do you expect the benefits of replacement surgery will be?

following counselling regarding the
benefits and disadvantages of surgery,
including the potential complications.
Patients were admitted for surgery
several months after being listed in
the outpatient clinic. Two weeks
before admission for surgery they
underwent their pre-assessment.
Before their admission, all patients
were seen in a pre-admission clinic
for the recording of their history,
clinical examination and preoperative
tests, conducted either by a PRHO or
by an experienced nurse practitioner.
The PRHOs were junior doctors
with minimal understanding of
either THR or TKR, whereas the

experienced nurse practitioner was
able to spend considerable time with
each individual patient to explain
the basic technical details, associated
complications and expected benefits.
The nurse practitioner was also able
to answer patients’ specific queries in
the run-up to admission for surgery.
Seventy-nine patients admitted for
either THR or TKR were asked to fill
in an anonymous questionnaire on
their understanding of the procedures
for which they had been admitted
(Table 1). Gender and age were also
documented. Questionnaires were
completed after admission to the
hospital but before the patients gave

Possible response

Yes/No
Yes/No
Yes/No
Free text

Yes/No

Yes/No

Free text

Free text

their written consent to the opera-
tion.

Differences between groups were
tested for statistical significance (P >
0.05) using the chi-squared test.

Results

The first 43 patients were seen by
PRHOs (mean age 70.0 years, range
36-89) and the remaining 36 by the
nurse practitioner (mean age 70.4
years, range 49-85). All patients were
fully able to understand and respond
to the questions asked. Six patients
did not give their age but were still
included in the analysis. There were

Table 2. Assessment of patient education after pre-assessment clinics run by a nurse practitioner or pre-registration house officer
(PRHO): numbers (%) of patients endorsing questionnaire items*

Nurse practitioner group (n = 36)

Patient’s preparedness to give written consent

Sufficient information received 35 (97.2)
Other opportunities available 20 (55.6)
Other sources listed 14 (38.9)
Ready to sign written consent 36 (100.0)
Patient’s understanding of associated complications
Aware of complications 25 (69.4)
Able to name one 20 (55.6)
dislocation 4 (11.1)
deep-vein thrombosis or pulmonary embolism 7 (19.4)
infection 10 (27.8)
loosening 0 (0.0
limb length discrepancy 0 (0.0
pain relief 7 (19.4)
Patient’s expectations of benefit
Pain relief/more mobility 8 (22.2)
More mobility 19 (52.8)
Better quality of life 0 (0.0
None 2 (5.6)
*See Table 1.
*P < 0.05.
May 2004 Clinical Governance Bulletin Vol. 5, No. 1

PRHO group (n = 43)

39 (90.7)
37 (86.0)*
14 (32.6)
41 (95.3)

30 (69.8)
19 (44.2)*
4 (9.3)
11 (25.6)
12 (27.9)
1 (2.3)
1 (2.3)
7 (16.3)

18 (41.9)
16 (37.2)
2 (4.7
0 (0.0)



43 women and 36 men. Fifty-one
had been admitted for THR and the
remaining 28 for TKR.

All but two patients (both from
the PRHO group) felt ready to sign
the form giving their written consent
for surgery (Table 2). Thirty-five
of the patients seen by the nurse
practitioner felt that the amount
of information received up to and
including the pre-admission had been
sufficient, compared with 39 of those
seen by a PRHO. This difference was
not statistically significant. Twenty
patients in the nurse practitioner
group and 37 in the PRHO sought edu-
cational opportunities in addition to
their hospital visits, to obtain further
information on the proposed surgery,
and this difference was statistically sig-
nificant. Fourteen in each group had
actually made use of these resources.

Nearly 70% of patients in each
group (25 in the nurse practitioner
group and 30 in the PRHO group)
were aware that there were recog-
nised complications associated with
the operation for which they had
been admitted (Table 2). Of these, 20
(80%) in the nurse practitioner group
and 19 (63%) in the PRHO group
were able to list at least one of the
major complications of arthroplasty, a
statistically significant difference.

The benefits of arthroplasty as
perceived by patients are summarised
in Table 2. No statistically significant
differences were noted between the
two groups in this respect.

Discussion

Increasingly, nurse practitioners are
replacing junior doctors in duties
previously considered to be the pre-
serve of medical graduates. Nurse
practitioners have the opportunity
to build on experience and a bank
of knowledge over time. This trans-
lates into benefits for patients and
has been observed in other medical
specialties™’. Our study specifically
compared the two personnel groups
to assess the potential benefits of
nurse practitioners providing the edu-
cation of arthroplasty patients, in
terms of their awareness of the possible
complications and expected benefits.
Our findings show that there was
only a modest improvement, if any,
in patient recall of major associated
complications. Over two-thirds of
each group knew that there were
potential complications but only 56%
in the nurse practitioner group and

44% in the PRHO group were able to
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recall at least one. The proportions
in each group able to recall complica-
tions of deep-vein thrombosis or
pulmonary embolism, dislocation

and infection were not statistically
different. Only one patient in the
entire sample was able to recall the
most common complication requiring
revision surgery, namely aseptic
loosening.

The primary aim of joint replace-
ment is to relieve pain. Improved
mobility and a better overall quality
of life are considered an added bonus
of successful surgery. The proportions
of patients in the two groups who
appreciated the primary aims of sur-
gery were not statistically different.

Different strategies have been
reported in the published literature
for improving patients’ recall of
surgery. These have had varied
results. For example, Langdon et al.
used printed literature to improve
patients’ recall from 38% to 48%".
Using a similar strategy, Turner and
Williams reported no significant
improvement’. The overall opinion
of the value of printed or audiovisual
material for preoperative patient
education appears to be one of
scepticism. Many authors report no
improvement in patient recall but
concede that it constitutes an impor-
tant article of proof of the attempt
to educate patients about the risks
and benefits of surgery before written
consent is obtained.

Conclusion

Our study shows that patients
admitted for lower-limb arthro-

plasty appear to be willing to provide
written consent in spite of being
unable to recall associated compli-
cations discussed in detail during
pre-admission clinics.

Modest improvement in patient
recall of the possible complica-
tions and expected benefits from
arthroplasty accrued from the
pre-admission being conducted by
an experienced nurse practitioner
compared with the traditional PRHO
‘clerking’. Importantly, however, this
supports the opinion of many authors
that assessment and management by
nurses, adequately trained to take on
the responsibilities of junior doctors,
is not to the detriment of patient
care.
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Demystifying infusion confusion

Chris Quinn

Formerly Project Manager; Infusion Device Project, National Patient Safety Agency, 4-8 Maple Street, London W1T 5HD

B Over half of all reported incidents
involving infusion devices are not
related to the device itself.

B Infusion devices are associated with
a higher incidence of user error
than any other type of device.

B Remedial action should therefore be
focused on the end user and man-
agement issues.

B A ‘learning competency’ framework
for these devices is under develop-
ment. The framework should lead
to an accredited, nationally applic-
able qualification.

Background

Infusion devices are used extensively
across NHS acute and commu-

nity settings by nurses, medical staff
and specific patient groups. They
accurately deliver prescribed intra-
venous drugs and solutions over a
set time. Increasing numbers of inci-
dents involving infusion devices are
being reported to the Medicines and
Healthcare Products Regulatory
Agency (MHRA, after the merger of
the Medical Devices Agency and the
Medicines Control Agency in April
2003). Over 6770 incident reports
involving either infusion or transfu-
sion were collected between 1990
and 2000; the outcomes of these inci-
dents ranged from uncomplicated
blood loss to patient death.

The National Patient Safety
Agency (NPSA) sponsored a project
to establish the root causes of inci-
dents involving infusion devices
and to find means to prevent their
recurrence, and this article reports
that work. An expert reference group
was established to provide guidance
to the project, which began in May
2002. This group had representation
from a range of organisations and
national agencies.

Four stages of review were incor-
porated into the project:

M a review of the literature and
national data to see whether there
were any existing solutions;

M the identification and develop-
ment of solutions;
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B the testing and evaluation of
developed solutions in pilot sites;

B roll-out to the wider NHS.

Review of the literature and
national data

The literature review found little evi-
dence of the existence of solutions,
but suggested the following for con-
sideration when developing them.

B A human factors approach to
design is recommended.

B ‘Usability’ was more important
than ‘functionality’.

B Purchasers should drive industry,
not the other way around.

B End users should be involved at
the earliest stage of the develop-
ment of infusion devices.

B The role of the patient in intra-
venous therapy (IVT) should be
reviewed.

B Any issues or concerns raised
during the training of people in the
use of infusion devices should be
forwarded to the manufacturers.

Review of the MHRA’s data on
adverse incidents over the period

1990-2000 showed that:

B There was an increasing annual
trend in the numbers of reported
incidents involving infusion
devices.

B Of the 1495 investigations carried
out, 53% showed that the cause
was not related to the infusion
device (the cause was not estab-
lished — see below).

B Nineteen per cent of incidents
could be attributed to user error.
This is almost treble the figure for
all other types of device (7%).

The MHRA data collected did not
establish the root cause of an incident
if there was not a problem with the
infusion device. As more than half of
the adverse incidents reported were
not established as a device fault, this
suggests that solutions should focus
on the end user and on management
issues.
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The patient perspective

The NPSA researched patient
experiences with infusion devices.
Twenty-five in-depth interviews were
carried out with patients recruited
from a range of national organi-
sations. A number of issues were

highlighted:

M Few participants were given any
choice about using a pump.

W Most participants wanted to be
well informed about all aspects of
their treatment but were not.

W Few participants had been specifi-
cally informed about pump safety
issues (such as the alarms or the
need to avoid the use of a mobile
phone in the vicinity of the device
while it is being used).

Solutions development

The project team found that uncon-
trolled purchasing and management
of infusion devices, in the absence of
competency-based training, had con-
tributed to the cause of the infusion
device incidents. Solutions would
need to address standardisation,
evaluation, centralisation and staff
training if patient safety was to be
improved. Four solutions were devel-
oped:

M a checklist for decision making in
relation to the purchase of infusion
devices, to promote standardisa-
tion;

M a usability evaluation question-
naire, to facilitate the sharing of
evaluation information;

M the development of a business case
for centralisation;

M e-learning to help trusts to train
staff in the use of infusion devices.

Solutions testing and
evaluation

To evaluate the effectiveness of the
proposed solutions, two key baseline
assessments were designed. These
were used in six pilot sites across Eng-

land and Wales. The first established



existing practice in purchasing and
decision making. The second assess-
ment focused on data such as stock
numbers, range of devices used, the
costs of both the devices and the
associated consumables, patient inci-
dent data and maintenance data.
Both assessments would provide the
scope for local action.

The solutions were evaluated
against these initial baseline
assessments six months after
implementation (November 2003).
The findings from the pilot sites were
remarkable:

B the average number of infusion
devices per pilot site was 1065;

B the average range of stock per pilot
site (i.e. different types of device in
stock) was 31 (range 13-48);

B the average device utilisation was
35% (i.e. 65% of stock was idle for
most of the time);

B the average cost of an infusion
device was £1518;

B the average total stock cost was
£1.6 million.

The only notable variation in
this regard between the pilot sites
concerned the size of stock, which
tended to reflect the size of the pilot

site. The figures indicated that £1
million of stock (690 devices) was
idle for most of the time. The pro-
posed solutions have been shown to
improve quality yet at the same time
reduce the costs. The website given
under ‘Further information’ provides
more information on the economic
appraisal.

In the baseline assessments, 321
incidents were reported in all sites:

B between 12 and 196 incidents
were reported at each site;

W 96 (30%) concerned over-infusion
episodes;

W 21 (7%) concerned under-infusion
episodes;

M 59 (18%) involved user error;

W 12 (4%) involved failure of the
device;

B 10 (3%) involved patients tam-
pering with the device.

It is noteworthy that the MHRA
receives only around 700 reports
concerning incidents with infusion
devices annually and yet the six pilot
sites recorded almost half of this
figure. There are 189 acute trusts
in England and Wales, and so it is
clear that there is substantial under-
reporting nationally.
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Roll-out to the wider NHS

Overall, the evaluation of the solu-
tions was extremely positive and
clearly helped the pilot sites to focus
on their key local issues. The solu-
tions were due to be rolled out to the
wider NHS in March 2004 and will
be promoted through a NPSA ‘safer
practice’ standard.

Ongoing work: e-learning in
the use of infusion devices

The NPSA is working closely with
the NHSu (the corporate university
for the NHS — see www.nhsu.nhs.
uk) to develop an e-learning solution.
The NHSu will fund this develop-
ment and is looking to deliver it by
late autumn 2004.

The e-learning will promote a
national competency framework of
learning and will cover the knowl-
edge, skills and assessment (‘blended
learning’) associated with the use of
infusion devices. This learning will be
accredited through the City & Guilds
examination board, and so the quali-
fication will sit within the national
qualifications framework. Because
the training will follow national
standards, the qualification will be
transferable, which will make the
training more efficient. The training
itself will be designed to be flexible
and to recognise the existing skills of
trainees.

Further information

For further information on solutions
or other information on infusion
devices visit www.pasa.nhs.uk
infusiondeviced. This one-stop
website is hosted by the NHS
Purchasing and Supply Agency but
has links to all key areas.
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Connections and common ground - clinical
governance and learning disabilities
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B Quality of services is a key feature
embedded in clinical governance
and learning disability strategies.

B Learning disability Partnership
Boards have a crucial role in deliv-
ering clinically governed services.

B There are opportunities for shared
learning between mainstream and
specialist learning disability services
when the users of these services are
involved.

The NHS Plan (2000)" set a clear
vision for the future and created an
agenda for health and social care
services. Central to the Plan is the
drive to modernise welfare provi-
sion to ensure that people in receipt
of services have the best care. Clin-
ical governance offers a framework
for ensuring accountability arrange-
ments are in place for connecting and
coordinating different elements of
service quality. Concurrent with this,
and at the heart of policy on learning
disability services, is the 2001 white
paper Valuing People’, which is based
on key principles of rights, inde-
pendence, choice and inclusion, and
emphasises improvement to enable
people with learning disabilities to
lead fulfilling lives.

Little has been written to date
that explicitly connects clinical
governance and learning disability
services. This article highlights some
of the key connections and common
ground, and identifies challenges
for people working within health
economies in roles that influence the
experience of people with learning
disabilities when they use services.
As a starting point, we focus on the
central theme of ‘quality’ and then
explore the involvement of service
users.

Quality

areas in which it was expected that
learning disability services and other
providers would deliver their services
differently. These areas included:

B accessing mainstream health ser-
vices;

H improving employment opportuni-
ties;

B supporting people to have more
choice and control over their lives.

[t is essential that other providers
in the ‘mainstream’ NHS — including
acute hospitals, primary care trusts,
and maternity, mental health and
children’s services — deliver effec-
tive services to people with learning
disabilities. The intention, as stated
in Valuing People, is that the general
health-care needs of people who have
a learning disability will be met in
the same way as for the rest of the
population.

Partnership Boards

There is also a responsibility levelled
at all Partnership Boards (see Box

1) to deliver new and modernised
services within a clear quality
framework. Clinical governance

Quality is a key driver throughout all
government initiatives and is clearly
reflected in both the clinical gov-
ernance agenda and Valuing People.
Valuing People identified a range of
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Box 1. What are
Partnership Boards?

‘Learning Disability Partnership
Boards are structures designed to
bring together public, voluntary,
independent and the wider local
community in order to imple-
ment Valuing People at the local
level.””

Partnership Boards are non-
statutory in nature and as such
their success relies upon estab-
lishing and maintaining robust
and powerful partnerships
between stakeholders that work
towards achieving the vision of
Valuing People.
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frameworks should outline how

an organisation will deliver safe,
effective care that focuses upon the
needs of people who use the service.
Common ground underpinning both
of these frameworks is:

H continuous quality improvement;
M measuring and managing quality;
W user satisfaction;
W value for money.

Fundamental to this is the need
to place people who have a learning
disability at the centre not just of
services but of their lives. Partnership
Boards offer a forum for different
organisations to work through these
complex issues and the opportunity
to join up governance from different
services and organisations.

A challenge for primary care,
hospital and mental health trusts
governing learning disability services
will be to use Partnership Boards
effectively, to ensure clinical govern-
ance frameworks include and are
meaningful to people who have a
learning disability.

Involvement of people using
services

A further challenge will be for

the different governing organisa-
tions to join up in a cohesive and
straightforward way so that shared
governance arrangements enhance
the accountability of services,
rather than opening up potentially
competing and confusing lines of
accountability. It is important to
involve people who are using the
services in such arrangements.

The involvement of service users
and carers within mainstream hos-
pitals and in the context of clinical
governance includes patient repre-
sentation through patient advice and
liaison services (PALS), patient and
public involvement forums, ‘expert
patients’ and patients’ juries. A chal-
lenge to many people reading this
article will be how to ensure each of
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Box 2. Questions for
those in trust governance
leadership roles

e How does your clinical govern-
ance framework address the
needs of people who have a
learning disability?

To what extent does your

clinical governance framework

integrate with the governance
arrangements of other organisa-
tions governing local learning
disability services and the work-
force?

What partnership arrangements

with the learning disability Part-

nership Board are in place and
how do they work in practice?

‘What opportunities have been

identified to consult effec-

tively with people who have a

learning disability?

e How effective is your trust at
working with other agencies to
achieve positive outcomes for
people who have a learning dis-

ability?

these services is both inclusive and
responsive to the needs of people
who have a learning disability. This
should include not only involvement
in their own care delivery but also
involvement at the level of the unit,
department and whole organisation,
as well as involvement in planning
and strategy.

Experience suggests that people
who have a learning disability are
rarely included in key NHS consul-
tation processes; the recent national
consultation exercise Fair for All, Per-
sonal to You is an exception to this®.
It could be argued that hospital staff
should consult with people who have
a learning disability. For example,
including people with learning dis-
abilities in consultation about a new
hospital building would be likely to
highlight ways to make the building
more accessible that would also
benefit other patient groups.

A number of hospitals have
adopted guidelines developed by
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learning disabilities services to make
information more accessible. This
has led, for example, to appointment
letters being sent out that are more
easily understood, to the advantage
of many other patient and carer
groups. Hospital and community staff
should consult with local learning
disability services about opportuni-
ties to involve people with learning
disabilities. In a local primary care
trust, for example, the PALS manager
regularly consults with an established
user involvement group, which is
supported by local authority staff, on
issues of importance for the primary
care trust.

Within learning disability services
a number of additional ways exist in
which people who have a learning
disability and their carers can be
involved in decisions about plan-
ning and strategy. These include
Partnership Boards, service users’
‘parliaments’, regional and national
forums, the national taskforce, as
well as local self-advocacy groups
and involvement groups. All of these
exemplify significant partnerships
between those who use the services
and those who develop and deliver

them. They are the ground-level
manifestation of joined-up thinking.
Box 2 lists some key questions for
those in trust governance leadership
roles. Conversations that explore
these questions — and the develop-
ment of systems and structures that
support solutions — will be another
step towards a more equitable society,
with choice for all to ensure high-
quality care is delivered in the most
effective and efficient way possible.
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