North of Scotland - National Delivery Plan –  

Quarter 4 

 Service Area - Neurology 
NHS Board - NHS Tayside 
	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Speech and Language Therapy (no official funding for neurology as yet – but work carried out in local agreement for “generic” use of AHP time across specialist services) Additional time from therapist employed in adult SLT services has been required to meet need.

Care has been delivered to 5 children with long term complex needs, a further two with acquired brain injury who transferred to community services early in their care, and 7 neonates in SCBU. Diagnosis include: hypoxic brain damage, infection, Prader Willi Syndrome, congenital myotonic dystrophy, CVA and dystonia. Children with complex needs often require daily input, and may include work with clinical support workers as well as trained staff. 

(These numbers exclude children with diagnosis which include cleft palate.)

Attendance at Special Infant Clinic.

Occupational Therapy:. Currently making links with MDT on the childrens ward, setting up referral system, investigating training opportunities regarding the role of OT etc. Also making links with Adult Services OT who previously picked up these referrals. Has carried out some joint sessions with Adult OT and beginning to pick up own caseload. This post has provided a dedicated OT for children within neurology which did not exist before and was reliant on the Adult service having capacity to pick the referrals up but which were not a priority on their caseload.

Paediatrician “with an interest in neurology” has allowed secondary level to be back-filled to enable paediatric neurology support to other areas of northern Scotland.  New clinics established in Elgin, Orkney and Shetland, supplemented by telemedicine clinical support.

Quality improvements in epilepsy nurse support + further development of teenage epilepsy service.

Specialist Nursing –Development of teenage epilepsy service and introduction to metabolic service, clinical presence within the team , networking across Scotland, named nurse with specific client group not previously had this service before




NHS Board - NHS Grampian
	Summary of impact NDP investment has had
Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc


	Following the appointment of the post holder she has undertaken the following _ 
Established links with the local neurology team and communicated with the north of Scotland AHP’s of her post / role outline.

Attended the specialist clinic that happens 6 monthly at RACH and inputted as appropriate. 

Liaised and attended a meeting with the specialist neuromuscular physiotherapy team for Scotland, thus establishing links with the MCN

Visited Robyn House / CHAS to get an overview of the support network there and open up dialogue with them.

Done web searches / reading on the various conditions that come under this umbrella.

Registered for a specialist neuromuscular course in London where the latest research and management will be presented.

Whilst there is limited evidence of increased patient contact, this will be addressed in the next return.


NHS Board - NHS Highland
	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Increased input for the epilepsy service has made a significant difference to service delivery as a whole. There has been increased provision around multi agency working and teaching to staff out with NHS Highland. Links with the schools, nurseries and respite centres has certainly strengthened; which in turn provides a more structured service for those requiring our assistance.  There has been a noticeable positive impact on the children, giving increased confidence to both families and carers while children are being cared for away from home.  Nurse led clinics commenced in January 2010. These are follow-up clinics, after initial assessment with either the hospital or community paediatrician.  One of the nurses is currently undertaking the Independent and Supplementary Nurse Prescribing course, to support increased patient numbers at clinic.  In order to effectively manage the large geographical area, the caseload has been split into locations and the increase in nursing staff allows us to support this. It also reduces the travel time and is less disruptive for patients and families. 

Having our clinics helps us to see around 6 children per day – allowing 1 hour for each.  We are also actively involved in telephone consultations and they function in a similar way to the clinics, where a letter is dictated after every consultation, verifying decisions made.  Time consuming areas involve typing up letters and sending out clinic letters as we currently have minimal secretarial support; however this is being addressed.  

We have also started to run a pilot for hand held patient records over 6 month period.  Our database shows that we have around 6 new referrals on a monthly basis which are referred from paediatricians in the hospital or from GP’s.  By working in a structured geographical way, we are able to have contact with these patients within the week of referral. Our active caseload is 300 children, with the expected mix of complexity.  We are now able to offer more treatment (eg: Ketogenic diet and Vagal Nerve stimulator) to children in highland, as the increase in staffing has allowed more time to support the children and families with education.  Practicalities of blood taking and monitoring at home (within a close proximity) has become possible.  Close contact with the Children’s ward and the acute medical staff is continuing to evolve. 

Overall

· Reduced referral times & length of hospital stays

· Reduced chance of post discharge complications

· Diversion of appointments away from paediatricians

· Reduced hospital admissions & outpatient appointments

· Seamless link between acute & community services

Continuity of care from hospital to home environment




Service Area -Gastroenterology 
NHS Board - NHS Tayside 

	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Dietetics Since commencing duties the Dietitian attends 5 gastro clinics per month (previously 2). This includes 3 gastro clinics in Ninewells, and an additional monthly gastro clinic has been established in PRI in conjunction with the consultant, thus widening the service we are providing. A new monthly Coeliac clinic has also been established in Ninewells, to enable appropriate follow up of all paediatric Coeliac patients, as recommended in the NICE guidelines, (previous to the NDP funding this was not possible). The additional hours have enabled the Dietitian to provide much needed support to patients, both in outpatients and inpatients, as many of our gastro patients, particularly the Crohns patients, who attend the ward need regular and intensive support when relapsed.

The additional hours have also allowed for home visits to be carried out for many of our enterally fed patients and for building a better rapport with patients and carers. It has also allowed time for developing and updating much needed resources to improve patient care.




NHS Board - NHS Grampian
	Summary of impact NDP investment has had

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc


	Following the appointment of the psychology position, the post holder now attending GI clinics, for those with the most complex presentations, which so far have numbered 9 in total.  She has also attended 5 GI multi-disciplinary meetings, informing from a psychological perspective medical discussions about children and families.  These would not have occurred before she joined NHS Grampian.  She has recently started taking on direct cases and this has resulted in 25 timely appointments for children struggling significantly with psychological problems related to GI conditions.

The impact of the nursing position has not been fully achieved to date due to the interim measures whilst it was appointed to. The full relisation of the impact will be seen in the next monitoring report.



NHS Board - NHS Highland
	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	It is now possible to have a paediatric dietician at every gastroenterology clinic. (previously sporadic and only in the mornings) This allows for faster access for patients/ parents and reinforces the dietician’s role as a key member of the MDT. There is no waiting list now and telephone calls are dealt with within 24 hours. The dietician has also had the opportunity to attend some training, allowing her to network with other specialist paediatric colleagues in Scotland. Further training has also been identified and funded for a 4 day programme in April. There is now cross cover available in the event of other dieticians’ absences, allowing for a more seamless paediatric dietetic service. All non clinical tasks are now carried out by an admin assistant and dietetic assistant, making a more efficient use of available resource. Good internal working between 4 paediatric dieticians now. Previously the service was very patchy with little time for personal development and CPD for staff. This has now been corrected.




Service Area –General Surgery 
NHS Board - NHS Grampian
	Summary of impact NDP investment has had

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc


	Mr Salloum has 2 clinics per week.  15 patients at each clinics.  He operates every Tuesday and also has occasional Friday lists.  
In addition  the appointment of an additional surgeon has allowed all four members of the surgical team to undertake regional duties in relation to providing clinics and surgery in the North of Scotland. Clinics and theatre sessions are now being provided in Inverness twice a month and we are developing this service and equipment needs with our Highland colleagues. 
The first clinic has been held in Shetland, with plans to undertake appropriate surgery there. Discussion are also underway with NHS Orkney regarding the development of an outreach clinic.



Service Area -Metabolic
NHS Board - NHS Tayside 

	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Dietetics Since commencing full duties, the dietitian continues to attend weekly metabolic clinics, including a monthly metabolic/neuro clinic and a dietician-led clinic (mainly PKU patients).  Also, in process of establishing metabolic clinic at Perth Royal Infirmary, in conjunction with consultant, biochemist and nurse. Now have two pregnant PKU young women, requiring considerable input twice weekly. Additional hours have enabled the dietitian to provide intensive support to patients as/when required, eg. Home visit to adult PKU following recent bereavement, Supermarket visit with PKU child to provide education on reading food labels. Organisation of local social event (low protein pizza and bowling night) to PKU families- establishes greater rapport with patients and their family. Regular attendance and involvement at IMD Scotland steering group meetings every three months. None of this would have been possible without the NDP funded additional hours. Increased dietician time allowed specialist input into in patient management of a complex paediatric metabolic teenager with prolonged admission (4months) to ICU then ward for rehabilitation – initially providing specialist input several times/week. Also specialist dietetic input has facilitated contribution to National Initiatives, via the Network, such as Crieff family day and production of educational materials and shared protocols

Specialist Nursing – combined post with metabolic  has resulted in the development of teenage epilepsy service and introduction to metabolic service, clinical presence within the team, networking across Scotland, named nurse with specific client group not previously had this service before. Dedicated nurse specialist already had significant positive input on metabolic patient group. Nurse has provided considerable support to 2 vulnerable young single pregnant women with PKU, assisting with blood tests, access to hospital and community services and liaison with maternity services. Provides a streamline service for this patient group with close liaison with outreach specialist consultant facilitating as a point of contact for MDT, providing a co-ordinated approach to in patient admissions, discharge planning and improved communication across the team.

Psychology – this sessional input has been combined with a part-time vacancy for a clinical psychologist in the CAMHS team and has allowed for the development of increased availability of psychological support to the general paediatric population.  This is currently delivered through out-patient clinics at the Centre for Child Health with future service developments planned to enable direct input to specialist children’s services.




Service Area -Metabolic
NHS Board - NHS Grampian
	Summary of impact NDP investment has had

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc


	Investment has resulted in 

Monthly dietetic led PKU clinic

Plans are being finalised  to provide an outreach clinic in Elgin, potential 2 per year.
Support for Inverness dietitians with metabolic issues

New postholder has completed accredited paediatric metabolic dietetic module

Outreach clinics held by Yorkhill consultants 2/year at present

Increased involvement with MCN activities.  KR/WMB contributed to Families day, Crieff Nov 09

KR involved on local neonatal screening group re implementation of MCADD screening




Service Area -Metabolic
NHS Board - NHS Highland
	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Due to an inability to recruit to the dietetic post we have taken the opportunity to redesign existing posts, making 2 dietitians full time in paediatrics, whereas previously they each had to cover adult work as well. We will have a new band 5 dietitian in place in April, to cover their adult work.  

The redesign has facilitated a dietetic assistant and secretary, employed using the NDP money, have freed up a signifcant amount of clinical capacity by removing non clinical tasks such as filing clinic letters from specialist clinicians. There is regular input of paediatric dietitians in clinics and we are now able to run group education sessions. This offers peer support to children and their families and minimises waiting times. An audit is planned to assess whether dietary compliance will increase as a result of this on going motivation from the group.

Specialist training has been identified for new paediatric dietitians and we have had time to arrange clinical supervision and site visits with colleagues in Grampian.


Service Area -Oncology
NHS Board - NHS Tayside 

	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Speech and language Therapy

No specific referrals for direct work from oncology in this period. Postholder has attended Head and Neck cancer, Dysphagia SIG 25.09.09, CATSCAN Conference, improving cancer care for teenagers in Scotland 16.12.09, work shadowing in Aberdeen children’s hospital. 

Attendance at Oncology case meetings and clinical case discussions and advice on specific cases. 

Occupational Therapy: Post holder still in induction phase. Currently making links with MDT on the childrens ward, setting up referral system, investigating training opportunities regarding the role of OT etc. Also making links with Adult Services OT who previously picked up these referrals. Has carried out some joint sessions with Adult OT and beginning to pick up own caseload. This post has provided a dedicated OT for children within neurology which did not exist before and was reliant on the Adult service having capacity to pick the referrals up but which were not a priority on their caseload.

Outreach nursing –Aim of post to provide clinical expertise within the oncology group with Chemotherapy  administration / blood products etc thus releasing the strain from the acute clinical staff and in patient activity, providing a seamless service to their client group

Health Psychologist –  this sessional input has been combined with a part-time vacancy for a clinical psychologist in the CAMHS team and has allowed for the development of increased availability of psychological support to the general paediatric population.  This is currently delivered through out-patient clinics at the Centre for Child Health with future service developments planned to enable direct input to specialist children’s services.  Additionally, in respect of paediatric oncology, there has been the opportunity to place a training grade psychologist with the team on a sessional basis for one year.  The current plan is to recruit to this substantive vacancy with the intention of there being no interruption to the clinical service provided.




NHS Board - NHS Grampian
	Summary of impact NDP investment has had

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc


	Oncology Nurse – Postholder has been support the oncolcgy team, work is underway to develop a range of nurs lead intitaives which will enhance the oncology service. 

Psychology - .  The postholder is now attending weekly multi-disciplinary meetings, informing from a psychological perspective medical discussions about children currently receiving treatments.  She also attends a range of oncology clinics including those for long-term survivors.  These would not have occurred before she joined NHS Grampian.  She has recently started taking on direct cases and this has resulted in 72 timely appointments for children (and/or parents) struggling significantly with psychological problems related to the immediate effects of cancer and its treatments, and the longer-term effects of surviving serious life-threatening illness (this includes consultations with staff in the oncology team and ward staff dealing with these families.

Pharmacist – the appointment to this post has allowed, the existing senior person in the time free time to undertake further duties regarding the oncology service. The senior Pharmacist now has the time to lead the CATSCAN group on paediatric pharmacy, an undertaking which she could not have done before as a single-handed practitioner. The postholder undertook Good Clinical Practice Training on the 18th of March, essential training before she can provide service input re clinical trials and practice.The postholder attends ward rounds, which was not always possible for pharmacy to attend before. 




NHS Board - NHS Highland
	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Clinical - all patients on treatment who would have been assessed weekly at clinic, now being seen at clinic fortnightly with clinical assessment, bloods and line flushing taking place in the home environment alternate weeks. Nurse specialist also a non-medical prescriber and therefore can initiate treatment without the delay and inconvenience of having to involve a GP/attend hospital. Less travel, hospital attendance and time off school for children. Home visit also found to be improving relationship with nurse professional so allowing exploration of issues for every family member for which there is no time, conducive environment at clinic (financial, psychosocial, emotional). Has been particularly beneficial in allowing smooth transition to palliative care, especially with regard to communication with primary care teams.

Specialist advice via telephone now available 5 days per week, so covering in absence of part-time consultants.

Now able to offer the opportunity for the gradual approach from adult oncologists/haematologists to include paediatric nurse specialist as part of the team in order to provide a service to older teenagers (16-19yrs). This has been beneficial when children are still in school, has improved the knowledge and understanding of these patients through using communication skills more appropriate to this age group, and provides support to parents who are often placed in a position of increased responsibility for the health of their child yet don’t always have the information directed to them.

Staff education – now regular rolling programmes for FY2s/GP trainees/nurses on managing acute oncology admissions, toxicities, central lines and safe handling of cytotoxics (mandatory). 

Service development – member of various network / policy groups looking at management of central lines, peer review of SIGN guidelines, shared care guidelines for oncology through CATSCAN and paediatric palliative care (in line with Living and Dying Well)

Governance – involved in audit of chemotherapy service, subgroup examining standards of care for children and young people, cytotoxic user group in connection with extravasation management, toxicity and safe handling of cytotoxics




Service Area -Rheumatology
NHS Board - NHS Tayside 

	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Physiotherapy

· 6 new patient contacts and 34 return contacts plus: several joint home visits with occupational therapy colleagues; school visits and attendance at meetings; hydrotherapy sessions.

· 2 of these new patient contacts involving two newly diagnosed children of ages 18 months and 2 years.  Both of these youngsters and their parents have benefitted from joint physio appointments for hydrotherapy which has saved on time and enabled the parents to benefit from joint education and support from myself and each other.

· 3 muti-disciplinary clinics attended during this period with 24 patients having been seen.  Patients benefit from prompt referral to physio as a result of clinic and advice given during clinic.  Patients referred can be seen as soon as the same week they were seen in clinic.

· Overall benefit of post is that rheumatology patients have direct access to physiotherapy (ie. self-referral through parents) and that cases usually remain open whereas before these patients would have been discharged following an episode of intervention and then would have required re-referral.

· Particular benefits can be seen from prompt access to physio following intra-articular injections which is crucial to maintain benefits of injections over the long-term.

Occupational Therapy: Post holder currently making links with MDT and in particular physiotherapist, attending clinics, setting up referral system, investigating training opportunities regarding the role of OT etc. Also making links with Adult Services OT who previously picked up these referrals as well as having visited rheumatology specialist OT based in Edinburgh. Has carried out some joint sessions and beginning to pick up own caseload. This post has provided a dedicated OT for children within rheumatology which did not exist before and was reliant on the Adult service having capacity to pick the referrals up but which were not a priority on their caseload or the children sitting on a community paediatric waiting list with inappropriate delays before being assessed.

Consultant / Nurse Specialist: 

Weekly virtual clinical consultations with specialist – previously exceptionally limited  

Monthly Paeds Rhem Clinics (previously 2 monthly)    

4x local clinic per year with visiting consultant paeds rheumatologist – previously no specialist available locally   

All clinics MDT with nurse specialist / physio / OT

Routine sharing of information MDT

Improved liaison with specialist centre and access to specialist intervention – scanning / therapies

Initial progress towards agreed protocols

Continuing development of local database

Ongoing discussions re transition services




NHS Board - NHS Grampian
	Summary of impact NDP investment has had

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc


	Rheumatology Nurse –Postholderhas established a database of all patients as well as spending preparation time looking at establishing patient information and leaflets. She attends the Rheumatology Clinic which was a gap for specialist nursing before and is in the early stages of developing direct clinical input.

Occupational Therapist – Has attended clinics, started to pick up patients.  Developing resources for patients.  Visit planned (or taken place) to Edinburgh Service Networking with MDT.  Happy patients (certainly one previous complainant very happy).



NHS Board - NHS Highland
	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	This post is still in the early stages of development however , -it is anticipated that this will lead to the following service improvements:

· Improved access to physiotherapy, including introduction of an open/self referral system.

· Introduction of a physiotherapy Triage Service with fast track referrals to Rheumatology.

· Additional 8-12 patients seen per week (including additional Hydrotherapy sessions).

· Extra MDT OP clinics – approx. 3-4 per annum.

· Improved transition from children’s to adult Rheumatology services.

· Improved training and education for NHS Highland physiotherapists.

· Improved links/liaison with the Scottish paediatric and adolescent Rheumatology network.


Service Area –Respiratory 
NHS Board - NHS Tayside 

	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Consultant Respiratory paediatrician post replaced the academic posts running the CF and Respiratory service. The impact of the NDP investment (as there are no academics in post now, all work is considered additional) has supported twice monthly CF clinics in Ninewells, quarterly transition CF clinics in Ninewells, new monthly CF clinics in RACH, Aberdeen, new twice yearly CF clinics in Raigmore, improved weekly multidisciplinary CF ward rounds, new weekly multidisciplinary CF team meetings, new monthly multidisciplinary CF annual review meetings, new cross-cover arrangements for Aberdeen and Ninewells CF patients, weekly Ninewells Respiratory clinics, improved twice weekly Respiratory ward rounds for inpatient consultations, multidisciplinary respiratory team meetings and difficult asthma meetings, new style quarterly Ninewells neuromuscular/Respiratory clinics including outreach clinic, new monthly flexible bronchoscopy lists in RACH, Aberdeen, new twice yearly Complex Respiratory clinics in Raigmore, analysis and reporting of domiciliary oximetry studies (~200/year), development of inpatient Embletta sleep studies to save families travelling to Edinburgh or Glasgow, reporting of spirometry, body plethysmography, exercise testing and pH studies in the lung function laboratory, inpatient ventilator checks to save families travelling to Edinburgh or Glasgow, respiratory teaching in Raigmore following the clinic, support for training for the respiratory SpR in Ninewells. Clearer communications with new style letters for CF clinics, inpatient summaries, transition, annual review and transplant referrals. 

Dietetics – Dietician appointed to the post – currently on ML till July 2011, but limited cover to CF clinics etc, being provided form department resource to maintain previous level of service. Once dietician returns form ML will be possible to provide full service to these children




NHS Board - NHS Grampian
	Summary of impact NDP investment has had

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc


	Following has been achieved - 
Liaised with the local respiratory teams - both adults and paediatrics to establish communication links and information sharing. 

Attended Cystic Fibrosis clinics on a regular basis – fortnightly to support this specialist service (pre appointment someone would try and attend it but usually resulted in only monthly attendance) and offered ‘follow ups’ as an out-patient as appropriate (6 patients been seen to date out with clinic times – this is 100% more than pre appointment).

Liaised and attended 2 meetings with the specialist Scottish wide CF team, thus establishing links for the development of the MCN and standardisation of care. 

In-service day (for June) to update and review staff competencies in respiratory management.

0.15 hours dietetics Y2




NHS Board - NHS Highland 
	Summary of impact NDP investment has had for this service area/ Achieved outcomes

Please include summary of additional clinics provided, increased numbers of children seen, examples of improved practice etc

	Dietician Post holder has greatly improved access to patients and staff within the MDT. Patients have had required reviews, which were previously overdue. All CF clinics are now attended by a dietician and she is linked into the Scottish paediatric dietetic network. She has been able to have additional training and support from colleagues in Aberdeen and cross cover for paediatric dietetic leave is now available, allowing for a more seamless service. Additional general clinics are now established so there is no waiting list now and telephone calls are dealt with within 24 hours. Dieticians have also had the opportunity to attend some training, allowing greater network and learning with other specialist paediatric colleagues in Scotland. Further training has also been identified and funded for a 4 day programme in April. There is now cross cover available in the event of other dieticians’ absences, allowing for a more seamless paediatric dietetic service. All non clinical tasks are now carried out by an admin assistant and dietetic assistant, making a more efficient use of available resource. Good internal working between 4 paediatric dieticians now. Previously the service was very patchy with little time for personal development and CPD for staff. This has now been corrected.
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