Notes from South West Dignity Network Event – 13 November 2007

These are the group work notes from the Department of Health Dignity in Care Regional Network event held on 13/11/07 in Taunton, responding to 4 key themes on dignity in care. Over 70 health professionals and older people attended the event.

Question 1: Share the story of efforts in your locality to promote dignity in care. What have been the key success factors?

· Improve physical environment

· Do ‘Dignity Challenge

· Essence of care – core care plan and audit tool

· Direct challenge to media re fear of older people

· Used Liverpool care pathway for end of life scenarios 

· Stroud hospital – end life of care, strong leadership, good training, small community

· Dorset PCT – role play, workshops

· Community Hospital – workshops, staff: how to help, patients maintain dignity, role play using what is observed

· Older people mappers i.e.: watch and feedback
· Red tray system for protected mealtimes
· Leadership / modelling good behaviour

· Learning / sharing patients stories

· Name plates – identify what people wish to be called

· Hospitality training

· Essence of care applied to each community hospital. E of C leads

· Reduced bed numbers to generate additional space around beds

· Information folders contain meal / nutritional options – demonstrates compliance with S4BH

· Trust Privacy and Dignity group – observation audits (external and internal personnel involved)

· Training of staff including medics and involves mental health user’s views

· Longer curtains in the A & E and overlapping rails improves the look of the environment

· Offering meals in A & E at usual meal times

· Voluntary support to older people with drinks, company contacting relatives

· Dignity workshops – ½ day x 7

· Feedback from staff to inform next steps and how to evaluate impact on wards. Pre questions done, post to be undertaken

· Country wide dignity in care action plan for all agencies

· Individualised care plans – shared with client and their carer, openness, involvement, maintaining independence

· Workshops that engage other community providers to spread learning and good practice examples

· OOHs care team – response to community alarm that avoids being left in an undignified position at night

· Involving everyone at stakeholders

· Health and social care working together

· Trust – communication

· Up to date training

· Dignity issues written into contracts

· Whistle blowing policies

· Ward workshops look at high / low and identify areas for focus

· Audiology – reducing numbers of clinicians who find it difficult to lip read

· Promote simple message – ‘put yourself in someone else shoes’

· Involve user / PPIF – objectives neutral

· Volunteers to assist with meal times
· As far as possible focus suited to tentative meal times ‘ Dining companions’

· Quiet rooms available – not always told available

· Toilets – also internal curtains

· Family rooms

· Resource file – dignity

· Privacy card on curtains

· CSIP’s Let’s Respect box re OPMH
· Photos relating to life experience

· Links children with older people

· Protected drug rounds

· Volunteers feeding patients

· Ward hostesses

· Red lids on water jugs

· Level of staffing makes a difference

· Protected meal times, notified domestic staff, collecting trays, monitor nurses deliver food

· Yeovil District Hospital – protected meal times, PPI volunteers, red tray system

· Change in culture led by senior executives – expectation of staff to do things differently at middle, junior and management level

Question 2: What have been the biggest barriers to change, and how have you tried to overcome them?

· Teaching curriculum for all professional groups
· Where is the fit between academia and practical application in a care setting

· Some initiatives need resources, e.g.: curtains / double railing, creating more space between beds, training

· Lack of trust to express real feeling about care

· Culture of openness doesn’t always exist

· Mutual respect between staff and patient

· Person centred vs. task orientated – too many targets / boxes

· Long term dependent staff / user relationship – need “an outsider” to find out how older people feel

· More patient contact within training processes

· Encouraging ‘champions’ within staff group

· Encouraging all staff to challenge poor practice

· Encourage all staff at all levels to take on a leadership role (ownership) – raises standards / empowers staff

· Development of single sex words / facilities

· Provision of resource folders on wards (i.e.: clips for curtains with sign to say ‘personal care taking place’)

· Use of Essence of Care for staff training / development

· Building in an audit of dignity – based on Essence of Care

· No time to reflect – too busy ‘doing’

· Changes in nurse training – less ward based training

· Lack of information e.g.: PALS / Public Involvement Forum – unaware of support

· Rising number of patients with dementia and implications for general ward nursing care
· Some hospitals poor quality of food, this needs to be monitored

Questions 3: What are the best ways to involve frontline staff, older people & senior managers in work on dignity?

· Involve older peoples’ groups, like those in the South West Seniors Network, in dignity campaigns locally

· ‘Mystery shopper’ – observers’ notes

· Empower older patients to speak out (at an early stage before habits are extended)
· Older patients often wait to be asked / should be encouraged to make it a 2 way process

· Older people’s forum linking with PCT – needs in rural areas different to urban, run independently to the PCT

· Involving older people in ward audits rather than staff doing it

· Clarity on use of hospital gowns

· Use personal experiences and stories 

· Patient / visitors – encourage them speak to the staff and establish contact straight away

· Go back to my staff with ‘key points’ and get some feedback from them on the ideas – otherwise it stops here!

· We need ‘champions’ on boards, needs to be driven from the top…they must lead

· ‘Back to the floor’ experience for directors – they need to see / experience the realities. Chief executives should walk around monthly

· Must be open communication between patients and the boards – shouldn’t PALS/PPI do this?

· Get relevant ‘Help the aged’ organisations signed up to this and enable feedback to boards / management

· We must be ‘critical friends’ – prepared to give honest feedback to organisations, balanced with praise and recognition

· Time to talk / reflect on practice in team meeting; ongoing training

· Older people need to be given the confidence, permission to take roles, e.g.: advocacy and evaluators

· Essence of Care
· Patient satisfaction surveys
· Feedback from complaints

· Involve service users

· Audit patient experiences

· Results must be fed back to frontline staff
· Care system – PPI members go to meet with patients to learn / find out about their experiences in hospital, and feedback to the director of nursing

· Sign up from Trust Board  devoting time to this theme amongst Board members
· Display and promote information on dignity for staff
Question 4: What more external support for the dignity campaign would you like to see (eg from the SHA, CSIP, Department of Health)?

· PEATs / ‘Essence of care’ – existing national tools need to be bought together – we can be ‘over – audited’ and it’s time consuming
· Help to improve the environment – give people a decent, warm, pleasant place to stay / work
· Building / facility design needs to be thought through – ‘get it right’ (listen to the people who might be using the facility)
· Resourced e.g.: shared events and include voluntary sector providers
· Ethnic minorities – can we make an effort to include, also people with disabilities
· Share best practice, publicise it. Frame it positively
· Share practical tools and packs
· Dignity in care awards?
· Follow up reports on changes achieved
· Make it present and clear in all staff training – basic training
· Promote dignity as a theme in medical staff training / student training
· PCT to demand, through commissioning, evidence from all providers about their record re dignity 
· Some stability (less change in structure) so can direct more time to dignity and other patient centred issues
· More links / accountability to PPI and patient / forum / groups
· National approach i.e.: sharing good practice and making it a national target
· Encouraging the message to focus on one or two things and doing them well
· Education of/messages to young people – cultural changes, selfishness and communication
· Encourage mechanisms to capture genuine and helpful feedback to the services from the public
· Funding support to voluntary agencies who support health and social care initiatives – it’s not just travel costs needed, but organisational infrastructure e.g.: computers and additional insurance costs to be a volunteer
· Better balance in messages coming from programmes such as Panorama – offset the shocking messages with positive news
· Co-ordination of voluntary groups to enable older people to join
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