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Aims
To improve patient care by reducing unexpected serious incidents and cardiac arrests by 25% in the out of hour’s period at Morriston Hospital within 2 years.
Background
The concept of Hospital at Night (H@N) as a new model of working in hospitals during the out of hour’s period was introduced in 2004 in the UK. This change was driven by a combination of - 
· The European Working Time Directive.
· Significant numbers of clinical incidents occurring out of hours.
· A realisation that providing healthcare to patients between the hours of 9am and 5pm, Monday to Friday only accounted for just 25% of the week.. 
Because of these issues, in many hospitals across the UK, a new model of working involving a multidisciplinary whole system approach was introduced. Improvement of patient safety was the primary aim.
Where robust systems were implemented, the following improvements were recognised as outlined in a Department of Health report (2005) – 
· Decreased length of patient stay
· Reduced critical incidents
· Reduction in unexpected cardiac arrests
· Improved support and training for junior doctors
· Cost savings

In 2008, a H@N model was attempted to be introduced at Morriston Hospital, but had limited success. This was because there was a lack of support from some clinicians, together with an inability of senior managers to introduce the changes. 
 In 2017, because of ongoing issues with the care provided to patients in the out of hour’s period, I was asked by senior management to re-visit the H@N model.  


Project
This quality improvement project involves addressing many facets, including – 
1. Setting up a project team
Because of the scale of the project together with its multi-disciplinary nature, it is recognised that a project team will be required to tackle the multiple issues.  
2. Identification of key stakeholders
Identification of all key stakeholders will be required.
3. Creating a compelling need for change.
Over the last several years there has been a growing understanding by both clinicians and managers at Morriston Hospital that at times care is suboptimal in the out of hour’s period. 
This has been re-enforced by many factors including patient and carers complaints, incidents involving delays in the review, investigation and management of patients, and informal feedback from both nurses and doctors. In addition, the Public Services Ombudsman for Wales (2016) highlighted multiple issues and themes relating to the poor delivery pf patient care in the out of hour’s period.
It is hoped, that by using these factors a compelling need for change will be made. 
4. Creating a compelling vision and model for change.
The preferred model which is proposed by senior management involves the provision of out of hour’s medical cover by a centralised multidisciplinary team in which all specialties are involved and who have the full range of skills and competencies to meet the out of hour’s needs of patients. In addition, multispecialty handovers, extended nursing roles, bleep filtering and task allocation through central co-ordination plus ensuring routine work is not carried over into the out of hours period is deemed to be an integral part of the proposed model.
5. Redesigning out of hours nursing workforce and practices.
The nursing workforce requires redesigning in order to improve the standard of care provided to patients during the out of hour’s period. This will involve evaluating and changing roles, competencies and staff numbers. 


6. Redesigning out of hours medical workforces and practices.
In alignment with changes to the nursing workforce and practices, a similar approach will  be undertaken with junior doctors.
7. Developing a robust electronic handover system.
A system will be implemented in order to move from a paper-based handover to an electronic one.
8. Developing an integrated I.T. and data management system.
A robust communication and escalation process is required to support the H@N team. Digital platforms will be actively explored. 
9. Developing outcome measures.
In order to assess the impact of the proposed changes, outcome measures will need identifying. Possible outcomes include – 
· Length of patient stay.
· Number critical incidents and cardiac arrests in the out of hour’s period.
· Medical and nursing feedback 
Outcome data will be presented to the senior management team together with all other stakeholders.

Value conflicts/ethical considerations
Certain value conflicts will be raised during the course of this project. These will include issues around working conditions of both nursing staff and junior doctors. A formal consultation process will be undertaken. 
This work is a quality improvement project. As per Healthcare Quality Improvement Partnership guidance (2017), it does not require formal ethical approval. However, ethical oversight and consideration is required, as the proposed changes will impact on patient care. Ethical oversight will therefore be applied throughout the project. Both the medical director and Head of Patient safety at Morriston Hospital will be kept informed of this work. 
[bookmark: ref1]
Leading Service Improvement – Project Report
Improving patient care by introducing a Hospital at Night System at Morriston Hospital.
University of Wales Trinity St David
September 2018


Student name:	PaulTemblett
Student number:	1709419
Module code:	DSAW7058. Assessment component 2, Learning Outcomes 1, 2 and 5. 
JACS code:		N215
Word count:	4,835















Table of Contents

1. Introduction and background	7
2. Aims	8
3. Methodology	8
1. Setting up a project team	9
2. Identification 3key stakeholders	9
3. Creating a compelling need for change.	9
1. Kubler-Ross 5 Stage Change Model/Curve	10
2. Change quadrants model.	11
4. Creating a compelling vision and model for change.	12
5. Redesigning out of hours nursing workforce and practices.	13
6. Redesigning out of hours medical workforces and practices.	14
7. Developing a robust electronic handover system.	14
8. Developing an integrated I.T. and data management system.	14
9. Developing outcome measures.	14
4. Value conflicts/ethical considerations	15
5. Outcomes	15
A compelling need for change	15
A compelling vision and model for change.	15
Redesign of nursing workforce and practices.	15
Redesign of medical workforces and practices.	16
Electronic handover system.	17
An integrated I.T. and data management system involving communication devices.	17
   Outcome measures	17
6. Discussion including lessons learned and constraints	18
7. Conclusions	25
8. Acknowledgements	25
9. References	26
10. Appendix	27



[bookmark: _Toc524534338]1. Introduction and background
The concept of Hospital at Night (H@N) was borne in 2003. The vision was one of junior doctors working at night alongside senior nurses as part of a multidisciplinary team (MDT).  The membership of the team, it was suggested should be defined by the needs and numbers of patients. This new model of working would therefore do away with the traditional model of junior working patterns, whereby each separate team would only care for their specific specialty patients. This model would also remove professional boundaries between team members and would instead be based on competencies. This the model claimed, would allow resources to be used safely and effectively whilst also ensuring that appropriate and timely care would be provided thereby improving patient safety.
This change was largely driven by a combination of - 
· The European Working Time Directive.
· Significant numbers of clinical incidents occurring out of hours.
· A realisation that providing healthcare to patients between the hours of 09.00 and 17.00, Monday to Friday only accounted for just 25% of the week. 
Because of these issues, from 2004 onwards, in many hospitals across the UK, this new model of working was introduced. 
Where robust systems were implemented, the following improvements were recognised as outlined in a Department of Health report (2005);
· Decreased length of patient stay
· Reduced critical incidents
· Reduction in unexpected cardiac arrests
· Improved support and training for junior doctors
· Cost savings

However, a report published by the Royal College of Physicians (2012) described wide variations in staffing and practices in the out of hour’s period across the UK. Supervision of junior doctors, a lack of senior presence and poor handovers were also widespread and notable findings. The report concluded that these issues were leading to higher patient mortality, poorer outcomes and longer lengths of hospital stay. Indeed, the report revealed that eight years after the introduction of the H@N model, and despite many hospitals nominally having a H@N team, there was still  much to be done.
In 2008, a H@N model was attempted to be introduced at Morriston hospital. Despite widespread clinical support, it had very limited success. This was because there was a lack of support from some senior surgeons who undermined the proposed changes, together with an inability of senior managers to introduce the agreed changes. 
In 2017, because of ongoing issues with the care provided to patients in the out of hour’s period, I was asked by senior management to re-visit the H@N model at Morriston Hospital.  
Of note, the out of “hour’s period” is defined as any time that falls outside the working week of Monday to Friday between the hours of 09.00 and 17.00. Bank holidays are also included. 
[bookmark: _Toc524534339]2. Aims
To improve patient care by eliminating unexpected serious incidents and cardiac arrests by 25% out of hour’s at Morriston Hospital within 2 years.
Of note, the term Hospital at Night has not been used for this quality improvement project. Instead, it was considered that the term Hospiatl24 would be more appropriate. This was because; the term H@N has been around for over a decade, and as mentioned above as a model it has had mixed success. In addition, the model that this project describes clearly does not only include nighttime, as evenings, mornings, weekends and bank holidays are all included. In fact, in many aspects the aim of the work is to create equitable standards of care 24/7, hence the name Hospiatl24. 
[bookmark: _Toc524534340]3. Methodology
This quality improvement project involved addressing many interlinking aspects. Following a scoping exercise, it became apparent that the project, in order to be achievable needing dividing in to distinct phases and times scales as outlined in the table 1 overleaf.




Table 1: Project phases, components and timescales
	Phase
	Project component
	Timescale

	Phase 1
	1. Setting up a project team
2. Identification of key stakeholders
3. Creating a compelling need for change
4. Creating a compelling vision and model for change
5. Developing a robust electronic handover system
6. Developing outcome measures
	Year 1

	Phase 2
	1. Redesigning out of hours nursing workforce and practices
2. Redesigning out of hours nursing workforce and practices
3. Collecting outcome measures data

	Years 1+2

	Phase 3
	1. Developing an integrated I.T. and data management    system involving communication devices.

	Years 1 to 3



Each separate component is described below.
[bookmark: _Toc524534341]1. Setting up a project team
Because of the scale of the project together with its multi-disciplinary nature, it was immediately recognised that a team would be needed to tackle the work. Therefore, a head of nursing plus a junior doctor representative were recruited.
[bookmark: _Toc524534342]2. Identification of key stakeholders
The identification of all key stakeholders was an important start of the project. Identification of these arose as a result of informal discussions with the senior management team. They included the finance department, the human resources (HR) department, junior and senior doctors, nursing staff, management and the information technology (I.T.) department.
[bookmark: _Toc524534343]3. Creating a compelling need for change.
In order to progress with this project, it was felt that a compelling need for change would need to be discussed, developed, and agreed by all stakeholders. This was deemed essential in order for the proposed  changes in service design and delivery.
This was achieved by holding a series of meetings with stakeholders. During these meetings it became apparent that over the last several years there had been a growing understanding by both clinicians and managers at Morriston Hospital that at times care is suboptimal in the out of hours period. 
This has been re-enforced by many factors including patient and carers complaints, incidents involving delays in the review, investigation and management of patients, and informal feedback from both nurses and doctors. In addition, the Public Services Ombudsman for Wales (2016) highlighted multiple issues and themes relating to the poor delivery of patient care in the out of hour’s period. These themes included -
· Inadequate consultant cover and supervision
· Delays in medical review
· Lack of consultant review
· Lack of senior supervision for junior medical staff
· Both nurses and doctors being unaware of or reluctant to use escalation procedures to contact consultants or specialist services for support
· Poor communication
· Gross inconsistencies in handover quality
During these meetings and conversations, two models of improvement/change were used.
[bookmark: _Toc524534344]1. Kubler-Ross 5 Stage Change Model/Curve (1969)
This model although initially used to describe the grieving process is also used to understand the process of introducing organisational change. An example of the curve is illustrated in figure 1.


Figure 1: An example of the Kubler-Ross Curve  
[image: Image result for elisabeth kubler-ross change curve in management]
The initial components of this curve were clearly portrayed by some clinicians and managers to varying degrees during these meetings. However, as the change curve clearly describes and if properly managed, over time, acceptance and commitment can follow.
In addition, as identified by Kubler Ross it also became apparent that negativity often occurs, rationalisation requires time and that peoples timescales are different. In truth it was fascinating to observe where individual stakeholders were on this curve and how they and the group managed to progress along it. 
[bookmark: _Toc524534345]2. Change quadrants model.
In order for me to understand both the culture of Morriston Hospital as an organisation together with the nature of the proposed changes, I used the change quadrants model developed by Have et al (2003). This model describes a framework to evaluate the culture of an organisation during a process  of change. Knowing the culture of an organisation helps define the best approach when  introducing change.  
A warm organisation is defined as an organisation which tends to work with shared norms and values, whereas a cold organisation relies on a command and control approach based on rules and regulations. A cold change, the model describes, relates to a clearly defined problem or issue and a warm change is internally driven by the workforce and is built by individual’s ambitions and trust.
Accordingly, my evaluation using this model considered that Morriston Hospital is a mostly a cold organisation, whilst the proposed changes were neither very warm nor cold. Figure 2 shows the change quadrant model with my assessment of Morriston Hospital demonstrated as a black line.

Figure 2: Change Quadrants Model

[image: C:\Users\PAUL\Pictures\Change_quadrant_article 2.png]
Based on this assessment and in order to increase effectiveness, a combination of four strategies were used to varying degrees. These included – 
· Transformation: This technique was used because the issues allowed a change in the direction of commitment.
· Intervention: This was used because clear, identifiable problems were present
· Innovation: This was used to a lesser extent, although it was recognised that opportunities would arise which would allow a change in the focus of commitment. However, in a cold organisation, Have et al (2003) state that there is a risk that this strategy may prove difficult.
· Implementation: Again, this technique was less used, although some systems and procedures needed redesigning. This has proven to be challenging in the cold organisational climate of Morriston Hospital. 
Interestingly, this model also describes a cold change as being easier to plan and execute than a warm one. Therefore, one future strategy could be to “cool down” the changes required.
[bookmark: _Toc524534346]4. Creating a compelling vision and model for change.
Following discussions with Morriston Hospital’s senior management team, a consensus was achieved regarding the type of model, which would be attempted to be introduced. There were several options ranging from a model and service only involving the specialities of general medicine and surgery through to a service model using all speciality teams as part of the MDT. Despite the fact that the second option would be more challenging to achieve and involve many more clinical stakeholders, it was agreed during these discussions that the second, more ambitious model should be the ultimate aim, as it was understood that the scale of the benefits to patient care would be larger.
As predicted, during further meetings with key stakeholders it was  apparent that this model would be very challenging to introduce. Multiple concerns were raised by clinicians. These included concerns over junior doctor skill mix, a deleterious effect on their specific speciality recruitment and retention, creating unhappiness and worse working patterns for some junior doctors and a general lack of understanding of the benefits of the proposal. Because of this, a combination of leadership styles and theories were used to try to achieve an understanding and consensus. 
Goleman (2000) introduced six leadership styles, which are used in management. Of these, the main leadership styles used by myself during this project included a combination of visionary, affiliative and participative. Other leadership styles such as directive, pacesetting and coaching were also utilised but much less often.The reasons why these styles were particularly used are as follows – 
Visionary. From the outset, this style was utilised as it fitted perfectly with the aims of the work i.e. providing a vision and long-term direction. In order to maintain engagement, an assurance was also given that this direction and vision was in the long-term interests of patients, staff and Morriston Hospital as a whole. 
Affiliative. Again, from the outset my aim was to create harmony and avoid conflict. This required a significant amount of building of trust in order to strengthen relationships both with stakeholders and with those who would subsequently deliver the proposed changes. 

Participative. Again a style used from the outset and involved the development of commitment by all involved by a process of developing consensus. Of note, as I found out, this style is particularly time consuming as it involves multiple meetings and discussions.

The other three leadership styles described by Goleman were hardly, if at all used during this phase of the project. They included -
Directive.  This style which involves telling people what to do and which expects immediate compliance clearly was not appropriate during this phase. As the project evolves in to a delivery phase, which involves more straightforward tasks, however, this style may prove useful.
Pacesetting. This style has been little used so far simply because it does not align itself with the initial goals. However as the project evolves and is being delivered in the context of patient care, this style of accomplishing tasks to a high standard will probably be important.
Coaching. Again, this style has not been utilised very much so far. It does however link nicely with the long-term development of both nursing and medical staff and which has started to be addressed especially amongst the nursing workforce.
[bookmark: _Toc524534347]
5. Redesigning out of hours nursing workforce and practices.
The nursing workforce needed redesigning. There were several issues. These included - 
1. Management of the night nurse practitioner (NNP) team.
The team had not been led or managed well for several years and there had been a lack of oversight, vision and direction.
2. Numbers of nurses. 
The existing team only cared for medical patients. If the team were to cover other specialities, then expansion would be required.

3. Roles. 
At the start of the project, the NNP’s were in charge of bed management at night as well as acting as nurses. Clearly, this was not ideal.

4. Competencies. 
Because of the issues identified above, the competencies of the individual team members varied greatly.

5. Linking with the daytime Outreach service.
The Critical Care department has funded a nursing Outreach service for the past 8 years. This is a daytime service and covers the whole of the Morriston site. However, it became apparent that there is a gap in time between the Outreach and NNP’s teams starting and finishing their shifts. To compound the issue, there is no handover mechanism between the two nursing teams.

[bookmark: _Toc524534348]6. Redesigning out of hours medical workforces and practices.
In alignment with changes to the nursing workforce and practices, the medical workforce also required evaluation and re-designing.
[bookmark: _Toc524534349]7. Developing a robust electronic handover system.
The previous handover system utilised a paper based handover system. This system has several major limitations including confidentiality and accuracy of information. It was agreed that an electronic system would be more robust and reliable.  
[bookmark: _Toc524534350]8. Developing an integrated I.T. and data management system 
It was recognised that a robust communication and escalation process was required to support the Hospital24 team. 
[bookmark: _Toc524534351]9. Developing outcome measures.
In order to assess the impact of these changes outcome measures were identified and included – 
· Length of patient stay.
· Number critical incidents in the out of hour’s period.
· Numbers of unexpected cardiac arrests.
· Medical and nursing feedback 

[bookmark: _Toc524534352]4. Value conflicts/ethical considerations
Certain value conflicts were raised during the course of this project. These included issues around working conditions of nursing staff and junior doctors. The former involved a change in working practice for NNP’s. This was resolved by formally consulting all staff involved. The latter included a perceived threat to junior doctors working practices. This was managed by working with H.R., consulting and discussing with the senior management team and engaging with, consulting and discussing with junior doctors. 
This work is a quality improvement project. As per Healthcare Quality Improvement Partnership guidance (2017), it does not require formal ethical approval. However, ethical oversight and consideration is required, as the proposed changes will impact on patient care. Ethical oversight has therefore been applied throughout this project. Both the medical director and Head of Patient safety at Morriston Hospital have been informed of this work. 
[bookmark: _Toc524534353]5. Outcomes
[bookmark: _Toc524534354]A compelling need for change.
Using change models together with the broader leadership skills outlined above enabled a compelling need for change to be made and agreed.
[bookmark: _Toc524534355]A compelling vision and model for change.
After extensive discussions and numerous meetings the model which was agreed upon involves the provision of out of hours medical cover by a centralised MDT in which all specialties are involved and who have the full range of skills and competencies to meet the out of hour’s needs of patients. In addition, multispecialty handovers, extended nursing roles, bleep filtering and task allocation through central co-ordination plus ensuring routine work is not carried over into the out of hours period was deemed to be an integral part of the model.
[bookmark: _Toc524534356]Redesign of nursing workforce and practices.
There was recognition and acknowledgement that the NNP team had not been managed effectively and that this needed improving. It was decided to split the role of bed management from the NNP’s. A formal consultation process was used, followed by re-deployment of staff.
Individual competencies were assessed and gaps in knowledge and training were addressed in order to bring the team up to a unified standard. Alongside this, in order to support the prescribing and administration of medications, patient group directions (PGD’s) were re-written and agreed.
The numbers of nurses also needed increasing. In order to cover all specialties and patients on the Morriston site it was agreed that seven extra Band 3 nurses were required. This was costed and a business case has been submitted to senior managers.
The structure and function of the daytime Outreach service was also evaluated and discussed with senior nurses. Many issues were identified including; poor leadership and management of the team, poor retention of nursing staff leading to multiple rota gaps, an inability to release the staff to train, the actual working hours plus the lack of handover with NNP’s. 
Unfortunately, the senior nursing management team in charge of the Outreach service has not been able to address these issues. In fact, the situation has worsened in terms of staffing with ongoing resignations in the Outreach team.
[bookmark: _Toc524534357]Redesign of medical workforces and practices.
Meetings were held with H.R. representatives to gather data on junior doctor workforce patterns. This baseline data was deemed essential in order to inform the development of a future robust workforce model. This data also provided useful insights in to medical cover in the out of hour’s period and had not been captured or evaluated by senior managers and clinicians at Morriston Hospital for several years. (See Appendix 1 for medical workforce data)
[bookmark: _Toc524534358]Electronic handover system.
The I.T. department are developing a system using SharePoint to move from a paper-based handover to an electronic one.
[bookmark: _Toc524534359]An integrated I.T. and data management system involving communication devices.
Digital platforms are actively being explored. Meetings have been held to discuss options and a site visit to observe the Nottingham University Hospital digital platform has taken place. A further visit involving senior managers is planned and a business case is being written with the intention that ABMUHB will be a future trial site.
[bookmark: _Toc524534360]Outcome measures.
Because an exact implementation date is yet to be agreed, the following statistical process control (SPC) charts show baseline data only. As mentioned in the aims of the project it is the intention that serious incidents and cardiac arrest rates will fall by at least 25%. Length of patient stay should also decrease. Figure 3 shows an SPC chart with the mean and upper/lower control limits for the baseline average length of stay (LOS) for all patients at Morriston Hospital between April 2017 and August 2018. 
Figure 3: Baseline length of patient stay. 	

Figure 4 shows the percentage of cardiac arrest calls that occurred in the out of hour’s period between April 2017 and August 2018. It is worth noting that up to 80% of cardiac arrests occur in the out of hour’s period which supports the value and importance of the this project.
Figure 4: Baseline percentage of cardiac arrest calls in the out of hour’s period.

[bookmark: _Toc524534361]
6. Discussion including lessons learned and constraints
During the past year, a large amount of work has been undertaken in order to lay the foundations for the changes required for Hospital24 to be introduced. It has not been straightforward and much work remains as outlined in phases 2 and 3.
Several major constraints have been made evident during this work. They include; time from a personal perspective, finance, cross boundary working with a large number of stakeholders, I.T. input, as well as the organisational culture of ABMUHB.
In an attempt to describe and discuss these constraints, together with the lessons which I have learned, I will attempt to relate them to the “Seven Habits of Highly Effective People” described by Covey (1989).


Habit 1. Be Proactive
On an individual level, being proactive is concerned with taking initiative and control of our actions and responses to events and stimuli. It is obviously the converse of being reactive, whereby individuals are controlled by emotions and circumstances. The same definitions can be applied at an organisational level. 
a. Pro-activity on a personal level.
At the very start of this project, in retrospect, I should have been more proactive in defining and negotiating the time and resources required to proceed with this project with senior managers. Instead, however, I agreed to take on the project without any identifiable time to do it and without any agreed resources or finances. As a result, this has led to not only frustration on my part, but also constraints in the delivery of the objectives.
b. Pro-activity on an organisational level. 
The NHS like many public sector services is driven by seemingly crisis after crisis. National targets and top down driven initiatives are all too prevalent. As a result, most NHS managers are forced into a reactive pattern of management and leadership. Because of this the NHS including ABMUHB constantly struggles to capture the enormous creativity and resourcefulness of its workforce, instead concentrating on “putting out fires” in a purely reactionary way. 
Actively, pursing Habit 1 in the future, both on a personal and organisational level would undoubtedly help this quality improvement project.
Habit 2. Begin with the end in mind
This habit relates to personal leadership and is about creating a vision or a destination with a set of clear values in mind. One technique that aids this habit is to create a mission statement. This can be done on a personal and organisational level and is based on an explicit set of shared values, which help define the direction of travel together with roles and goals. If done at an organisational level it needs to be driven from the bottom up and requires empathy, patience and time.
When relating to this project, the explicit use of this habit would have been useful from the outset. Despite this, however, a degree of success has been achieved in developing a vision and model as outlined above. In going forward, a more concerted effort, both personally and on an organisational level would probably be of use.
Habit 3. First thing first
Figure 5 depicts a time management matrix, in which effective leaders function mostly  in quadrant two. Using this model, it is clear that much of my work in the past year has drifted between quadrant’s 1, 2 and 3. This is because of my role as clinical director of a large Intensive Care Unit, together with multiple other competing roles and the time constraints highlighted above. 
I have resigned from my other management duties and I am currently  negotiating time for me to undertake phases 2 and 3 of the project. The intention is to manage and lead from quadrant two as much as possible in the future.
Figure 5: Time management matrix
[image: Image result for 4 quadrant change model challenge]
Habit 4. Think win/win
When trying to agree a way forward with stakeholders, this habit describes the objective of seeking a win/win scenario as being the most optimal outcome. This occurs when all parties achieve their goal and both have a successful outcome. As figure 6 overleaf shows, it takes both courage and consideration to achieve. If these are lacking, other outcomes such as lose/win etc. may occur.



Figure 6: Win/win model
[image: Image result for covey win win quadrant pictures]
During initial meetings with clinicians and managers, it was apparent that achieving a win/win scenario would be challenging. Financial constraints, lack of resources and the traditional mind-set of doctors working in silos were all significant issues from the outset. Lack of time was also a major constraint with stakeholders as it became clear that in order to develop a vision and model for change in order to achieve a win/win scenario, multiple meetings would be required to gain trust and work through the various issues and concerns.
Despite these constraints, a win/win scenario I believe has tentatively been agreed. I use the word tentatively, because I am worried that some stakeholders, especially clinicians and senior managers are still not truly fully engaged.
Habit 5. Understand before being understood.
In essence, this relates to the skill of empathic listening and is essential when trying to discuss and introduce change. During the multiple meetings with stakeholders over the past year, I have attempted to follow this habit; however, it clearly takes time, effort and discipline to do properly. 


Habit 6. Synergise.
The concept of synergy in relationships and teams relates to the idea that the sum of 1+1 can be greater than 2. The process of synergy builds on habits 1-5. As a result, a relationship or team is stimulated and unified in to achieving significant results. 
Many people including myself have limited experience of this habit. I have previously experienced it in two forms. Firstly in team sports and secondly when there is a work place crisis. During both it was remarkable, how, when everyone’s focus and direction were the same that so much could be achieved.
Unfortunately, it would appear that in many organisations, including the NHS, there is very little synergy on day-to-day basis. Trying to develop and use this habit during the next phase of this project would be ideal but I suspect challenging.
Habit 7. Sharpen the saw
This habit relates to renewal at an individual or organisational level and is one that has huge significance with myself. Basically, it is based on looking after your physical, spiritual, emotional/social and mental aspects of your life. If applied to an organisation, the four domains would include; finance, recognition/development of talent, human relations and organisational integrity.
This process of self-renewal whether it be for individual or organisational effectiveness requires a balanced approach across all four domains. Neglecting one or more domains will ensure that renewal and overall progress will not occur.
Unfortunately, during this project, my “saw” literally became very blunt and due to burnout, I required an extended period of sick leave. Working through the issues that led to this situation has been exceedingly insightful. A high level of commitment, an inability to say no, too much time spent in Quadrant 1 of the time management matrix and a general lack of proactive control over responses to stimuli meant that my health suffered. This was also compounded by the culture of ABMUHB, as outlined below. A predominant organisational focus on finance has led to the other three renewal domains being neglected.
[bookmark: _Toc524534362]It is widely accepted that the understanding of an organisations climate and culture is essential when attempting to introduce change. This is because the culture and climate of an organisation such as the NHS, has been shown repeatedly to be very important in the delivery of patient care. In fact, a poor culture in an organisation has been shown to lead to worse patient outcomes. 
[bookmark: _Toc524534363]In an evaluation of outcomes from intensive care, Knaus (1986), found that differences in outcomes between hospitals were related more to the interaction and coordination of each hospital's staff than to the administrative structure, amount of specialized treatment used, or the hospital's teaching status. 
[bookmark: _Toc524534364]The Kings Fund (2014) published the results of a survey, which looked at the culture and leadership within the NHS. Six characteristics were found to be fundamental to a healthy culture. Of note, the report described that “the mmajority believe the quality of leadership is poor or very poor.”
In order to fully understand and appreciate the organisational issues which caused constraints and affected myself and the project through Habit 7 - self-renewal, I have outlined in the table  overleaf the six characteristics described by the Kings Fund together with my assessment of  the prevailing characteristics of ABMUHB.















Table 2: Kings Fund characteristics plus assessment of ABMUHB characteristics
	Kings Fund Characteristic
	Kings Fund Description
	ABMUHB

	1. Inspiring vision and values

	A clear vision and mission statement about high quality, compassionate care provides a directional path for staff. 
Leaders communicate an inspiring, forward-looking and ambitious vision. 
	The HB has developed a specific set of values, but does not follow them even at senior management level.


Poor communication and lack of  vision/direction.


	2. Goals and performance
	Goals must be set at every level from the board to frontline staff. Goals should be shaped by patient input.
	Staff are often overwhelmed by their workload and are unclear about the goals they are working towards. 

	3. Support and compassion
	All leaders and staff must treat their colleagues with respect, care and compassion. 
	HB values are not consistently adhered to and there is a systemic culture of bullying.

	4. Learning and innovation
	All staff focusing on continual learning and improvement of patient care. 

All staff should encourage, welcome and explore feedback and treat complaints and errors as opportunities for learning across the system rather than as a prompt for blame. 
	Large groups of staff in repeated staff surveys report being overwhelmed with work. There is a lack of time and resources.

The HB does not consistently learn from near misses, adverse incidents and patient complaints. The time and resource devoted to the above is inadequate and poorly coordinated

	5. Effective team working
	Leadership that ensures effective team and inter-teamwork (both within and across organisational boundaries)
	Pockets of good team working. Lack of vision, scarce resources and a fixation on finance over quality hinders progress.  ABMUB hospitals work in isolation, with their respective managers not communicating with each other, nor working as a team. 

	6. Collective leadership 
	Leadership should be collective, supportive, enabling, empowering and distributed rather than located in a few individuals at the top of organisations. 
	Pockets of collective leadership, but as staff surveys have repeatedly shown, the work force largely feels disengaged, unsupported and disempowered.


From the comparative table, it can be seen that ABMUHB has many serious challenges. These have recently resulted in the resignation of the chief executive plus replacement of the whole executive team as well as being placed in “targeted intervention” by Welsh Government. I think this realisation explains why introducing significant change in ABMUHB is exceedingly challenging at the moment. 
Nevertheless, there are pockets of good practice plus many talented individuals throughout ABMUHB. This has meant that significant progress has been made during this project and that although very challenging and slow, the organisation as a whole is capable of change. 
[bookmark: _Toc524534365]7. Conclusions
The work on this project during the last year, together with all that I have learned during the journey with Academi Wales has been  a revelation in terms of learning the tools of effective leadership and management. This is both from a personal and organisational level.
This quality improvement project has been a fascinating but very challenging piece of work. The benefits to both patients and the organisation are likely to be substantial if phases 2 and 3 of the project are successful. There is clearly a significant amount of work to be done and in order for this to be achieved, the challenges and constraints will have to be overcome. On a personal level, I feel much more capable and confident in leading and managing. Let the journey continue….
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10. Appendix 1: Medical workforce data.
	Specialty
	Grade 
	Weekday
Evening
	Nos
	Weekday
Night
	R/NR
	Weekend
day
	Weekend 
Night

	Medicine
	F1
CT
CT ward cover
Twilight
CDU cover
ST3+
	‘till 22.00
‘till 22.00
‘till 22.00
16.00-00.00
‘till 22.00
‘till 22.00
	1
1
1
1
1
2
	
21.30-09.30



21.30-09.30
	
2



1
	
	CT
CT
CT
CT
ST3
	09.00-17.00
09.00-22.00
16.00-00.00
09.00-22.00
09.00–22.00
	As per week days

	Specialties combined
	CT – Cardiology
CT 
	‘till 22.00
‘till 22.00
	2
1
	21.30-9.30
	1
	
	CT
CT
	9.00-21.00
9.00-22.00
	As per week days

	Neurology
	ST3+
	‘till 19.00
	1
	NR
	
	1
	As per weekdays

	Cardiology
	ST3+
	‘till 21.00
	1
	20.30-09.00
	1
	
	As per weekdays

	Surgery
	F1
F1
F1 – Mon -Thurs
F2/CT
F2/CT

ST3+
	‘till 20.30
‘till 00.00
‘till 00.00
‘till 20.30
‘till 0.00

‘till 20.30
‘till 22.00
	1
1
1
1
1

1
1
	20.00-08.30


20.00-8.30


20.00-8.30
	1


1


1
	
	F1
F1
F1
F1
F2
F2
ST3
	00.800–20.30
10.00-18.00
16.00-00.00
08.00-16.30
16.00-00.00
08.00-20.30
08.00-20.30
	20.00-08.30




20.00-08.30
20.00-08.30

	MaxFax 
	DCT/FP2
Theatre days – Mon, Wed, Thurs
	‘till 20.30
‘til 20.30


‘till 21.00
	1
1


1
	20.00-8.30



NR
	1
	



1
	As per weekdays

	ENT
	FP2/CT/GPST
ST3+
	‘till 20.30
‘till 18.30
	1
1
	20.00-8.30
NR
	1
	
1
	As per weekdays

	Vascular
	St3+
	‘till 22.00
	1
	NR
	
	1
	As per weekdays

	B+P
	1ST on
ST
	‘till 20.30
‘till 21.00
	2
1
	20.00-08.30
NR
	1
	
1
	As per weekdays

	Urology
	ST5+
	‘till 22.00
	1
	NR
	
	1
	As per weekdays + 08.00-13.00 Sundays

	Cardiac
	1st on
ST3+
Theatre week days
	‘till 21.00
‘till 20.30
‘till 20.00
	1
1
2-3
	20.30-9.00
19.45-8.15
	1
1
	
	As per weekdays

	T+0
	FP/CT/JCF
ST3+/SCF
	‘till 20.30
‘till 20.30
	1
1
	20.00-8.30
19.45-8.30
	1
1
	
	As per weekdays

	ITU
	1st on
2nd on
3rd on
	‘till 20.30
‘till 20.30
‘till 20.30
	1
1
1
	20.00-8.30
20.00-8.30
20.00-8.30
	1
1
1
	
	As per weekdays



Average LOS All Specialities	
Data	April	May	June	July	Aug	Sept	Oct	Nov	Dec	Jan	Feb	March	April	May	June	July	August	4.17	4	4.07	4.3600000000000003	3.97	3.78	4.0199999999999996	4.04	4.12	4.2699999999999996	4.2699999999999996	4.37	4.25	3.83	4.1100000000000003	4.24	3.9	UCL	4.17	4	4.07	4.3600000000000003	3.97	3.78	4.0199999999999996	4.04	4.12	4.2699999999999996	4.2699999999999996	4.37	4.25	3.83	4.1100000000000003	4.24	3.9	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	4.6012051470588231	Mean	4.17	4	4.07	4.3600000000000003	3.97	3.78	4.0199999999999996	4.04	4.12	4.2699999999999996	4.2699999999999996	4.37	4.25	3.83	4.1100000000000003	4.24	3.9	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	4.104117647058823	LCL	4.17	4	4.07	4.3600000000000003	3.97	3.78	4.0199999999999996	4.04	4.12	4.2699999999999996	4.2699999999999996	4.37	4.25	3.83	4.1100000000000003	4.24	3.9	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	3.6070301470588229	Mean_Label	
4.17	4	4.07	4.3600000000000003	3.97	3.78	4.0199999999999996	4.04	4.12	4.2699999999999996	4.2699999999999996	4.37	4.25	3.83	4.1100000000000003	4.24	3.9	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	4.0999999999999996	UCL_Label	
4.17	4	4.07	4.3600000000000003	3.97	3.78	4.0199999999999996	4.04	4.12	4.2699999999999996	4.2699999999999996	4.37	4.25	3.83	4.1100000000000003	4.24	3.9	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	4.5999999999999996	LCL_Label	
4.17	4	4.07	4.3600000000000003	3.97	3.78	4.0199999999999996	4.04	4.12	4.2699999999999996	4.2699999999999996	4.37	4.25	3.83	4.1100000000000003	4.24	3.9	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	3.6	

Days	



% Cardiac arrest calls - out of hours	
Data	April	May	June	July	Aug	Sept	Oct	Nov	Dec	Jan	Feb	March	April	May	June	July	71	67	62	76	57	68	71	79	65	52	75	66	72	62	75	58	UCL	71	67	62	76	57	68	71	79	65	52	75	66	72	62	75	58	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	97.219333333333338	Mean	71	67	62	76	57	68	71	79	65	52	75	66	72	62	75	58	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	67.25	LCL	71	67	62	76	57	68	71	79	65	52	75	66	72	62	75	58	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	37.280666666666662	Mean_Label	
71	67	62	76	57	68	71	79	65	52	75	66	72	62	75	58	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	67.3	UCL_Label	
71	67	62	76	57	68	71	79	65	52	75	66	72	62	75	58	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	97.2	LCL_Label	
71	67	62	76	57	68	71	79	65	52	75	66	72	62	75	58	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	#N/A	37.299999999999997	

Percentage cardiac arrest calls	
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