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Foreword        

 

 

 

 

Open any current national report or policy document on mental health and priority is 
given to addressing the physical health inequalities of people with severe mental 
illness by tackling the current epidemic of obesity, diabetes and cardiovascular 
diseases.  While precise understanding may be lacking it is clear that cardio 
metabolic risk accelerates from commencement of treatment.  Moreover this is 
compounded by often weak and poorly coordinated clinical practice, despite a 
plethora of guidance. 

Against this backdrop AQuA engaged Early Intervention in Psychosis services from 
five Specialist Mental Health Trusts in phase 1 of its innovative ‘Don’t Just Screen, 
Intervene’ programme.  Using improvement methodologies to tackle cardio metabolic 
risks at the earliest opportunity, the response from clinical staff to the project has 
been encouraging.  From initial concerns about another imposition on already hard-
pressed teams, the benefits were particularly welcomed by service users and their 
carers, reinforcing the efforts of the clinical teams and explaining how such striking 
improvements were achieved within a short timescale.  A promising foundation has 
been laid for phase 2. 

Foreword by Dr David Shiers MRCGP 
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About AQuA 
 
The Advancing Quality Alliance (AQuA) is a membership body which aims 
to improve the quality of healthcare. We are funded by our members who include: 
Foundation Trusts, Mental Health Trusts, Clinical Commissioning Groups, 
Commissioning Support Services and the North West Strategic Health Authority.  

AQuA has a unique opportunity to act as a catalyst for change across the North 
West of England and beyond. 

 

What does AQuA do? 
 
AQuA’s approach is to work with our members to promote and share knowledge of 
best practice to improve the quality of healthcare. We provide improvement training 
to our members to strengthen their organisations as well as intelligence and 
comparative information to stimulate innovation.  

AQuA will be using resources from their academy, analytics, partnerships and action 
to support the Improvement program. 
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What is the AQuA Six Step Improvement Model Guide?  

This guide explains how to use the AQuA Six Step Improvement Model in your 
organisation or department to structure your improvement efforts. For decades we 
have used defined problem solving structures to help us structure our thinking when 
treating patients. This is to ensure we don’t jump to conclusions or miss vital steps 
when diagnosing and treating our patients. In the same way, the AQuA Six Step 
Improvement Model, structures your improvement efforts to ensure you achieve the 
right solution, deliver benefits for your service users and carers and ensures your 
efforts are sustained.  
 
With a structured improvement approach you can ensure that the solutions you 
implement improve patient and carer experience, staff experience and increase 
efficiency.   
 

In addition to clear and simple guidance on how to use the AQuA Six Step 
Improvement Model this guide also features: 
 

 background information on the case for change 

 case studies  

 complimentary improvement tools to use when working through the model’s 
six steps. 
  

Who should use this guide? 
 
This guide has been designed to support you structure your improvement efforts and 
make your changes stick. It can be used by anyone embarking on improving their 
services. For example, if you:  
 

 are working with your team to plan improvements 

 wish to adopt a tried and tested approach to improvement when looking at 
your service 

 have tried and struggled with improvements with your team and want to use a 
more systematic approach. 

The guide can support teams and managers looking to: 
 

 improve service users and carers experience 

 improve staff experience 

 improve efficiency 

 build on existing improvement work and current initiatives. 
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How to use this guide 
 

The best way to use this guide is to read it through a few times – in your own time. 
There is a huge amount of valuable information that needs to be digested before you 
use the guidance with your team for example.  

 

Don’t jump to the tools…… 
 

The overall Six Step Improvement Model is more important to understand than any 
of the featured supporting tools. In the same way as just having a set of tools to fix a 
car engine does not necessarily mean you can fix it, just having some improvement 
tools does not mean you can improve services for the better. The Model provides 
you with the structure to use the multitude of tools appropriately and correctly.  

 

Lookout for the additional signposted resources 
 

Throughout the guide you are directed to additional information and resources which you 

may find of use. 

 

 
Policy, guidance & a background to the AQuA Six Step Improvement Model 

 Appendix 1 provides an overview of related key policy documents and guidance 

and background to the development of the AQuA Six Step Improvement Model. 
 

 
 

 
Improvement Templates and Support Tools 
Appendix 2 provides blank templates and support tools outlined within this 

document. 

 

 
 

 
AQuA Portal 
If a resource is only available through the AQuA portal you will see this symbol. 
Don’t forget that you will need to be logged in to access it. You will need to 
register using an NHS email address, access the link here and complete the   
required fields under the heading ‘New to the Portal’. 

 
 

 
Web Resources 
Where reference is made to a particular document or website the web link will be 

included. 

 

https://www.aquanw.nhs.uk/users/sign_in
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Section 1: The Case for Change 
 

 

The content of this section is based on the assumption that the focus of your 
improvement work will be to achieve the following aims: 

 To contribute to a reduction in the under 75 mortality rate in people with a severe 
mental illness. 

 To implement the cardio metabolic framework to improve the physical health of 
people with a severe mental illness. 

 To promote a more integrated approach to the physical health care of people with 
a SMI. 

 To develop improvement capacity and capability within participating clinical 
teams.    
 

 

 

Background 

 

 

For many people with severe mental illness, despite increased rates of diabetes, 
obesity and cardiovascular disease, their physical health needs have been largely 
ignored, leading to major health inequalities.  People with severe mental illness have 
not experienced the reductions in cardiovascular morbidity and mortality enjoyed by 
the rest of the population over the last two decades; indeed the mortality gap is still 
widening making it a clinical imperative to improve the systematic screening and 
management of cardiovascular disease of this population.    
 

Compared with the general population, those with severe mental illnesses like 
schizophrenia die on average 20.5 years earlier in men, and 16.4 years earlier in 
women 

Whilst a third of these premature deaths are due to suicide, two-thirds are due to 
the same sorts of physical illnesses that affect the general population 

Cardiovascular disease is the single biggest contributor to the premature death 
of people with severe mental illness, more common than suicide 

Over 10% of people taking antipsychotic medication develop type 2 diabetes (2-
3 times the rate for the general population) and can then expect 50% poorer 
survival rates than their non-psychiatric peers with diabetes alone 

About half of those experiencing a first episode of psychosis gain more than 7% 
of their initial body weight in the first year of treatment with antipsychotic 
medicines, depending on medication choice 



  

 

 

7 

 

 
To address health inequalities like this the government are committed to 
comprehensive health services which promote equally both physical and mental 
health (Health and Social Care Act 2012 Section 1.1a and 1.1b) and which 
specifically improve the physical health of this population: 

 

Fewer people with mental health problems will die prematurely, and more 
people with physical ill health will have better mental health. No (DH 3.26 2011) 

This objective is again emphasised in the new NHS Outcomes Framework Domain 
1: Preventing people from dying prematurely.  Just how this government priority for 
parity between mental and physical healthcare can be achieved has been the 
subject of an expert working group led by the Royal College of Psychiatrists which 
recently reported back to the Care Services Minister (Parity of Esteem, RC Psych, 
OP 88,(March 2013).  Particularly relevant to this AQUA project the report makes a 
specific recommendation for the adoption of the Lester UK Adaptation: Positive 
Cardio-Metabolic Health Resource (PCMH resource) Annex 1A RC Psych OP 
88anda proposed programme for its implementation, Annex 1B RC Psych OP 88. 

 

Introduction 
 

The greatest mistake in the treatment of diseases is that there are 
physicians for the body and physicians for the soul, although the two 
cannot be separated 
Plato circa 370 BC 

 

Mental and physical disorders frequently co-exist.  This is true for a wide variety of 

mental disorders, and often made worse by poor access to healthcare, 

discrimination, social isolation and financial and other hardship and its socio-

demographic impact. As a general rule people with severe mental illnesses like 

schizophrenia experience the most severe impacts compared to people with milder 

and les persistent mental disorders. They have a greater likelihood of developing 

most common physical illnesses which include cardiovascular disorders, metabolic 

disorders such as obesity and diabetes mellitus, infections, chronic obstructive 

pulmonary disease, and whilst not usually life threatening, distressing and socially 

isolating conditions such as sexual dysfunction, osteoporosis and dental caries.    

The case for improvement 
 

“The combination of lifestyle risk factors, higher rates of unnatural 
deaths and poorer physical healthcare contribute to this scandal of 
premature mortality that contravenes international conventions for 
the ‘right to health.’   
Thornicroft, G.   Brit J of Psychiatry (2011) 199, 441–442. 

 

http://www.legislation.gov.uk/ukpga/2012/7/section/1/enacted
https://www.aquanw.nhs.uk/content_items/7700
https://www.aquanw.nhs.uk/content_items/7700
https://www.aquanw.nhs.uk/content_items/7923
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The Schizophrenia Commission recently highlighted how decent physical healthcare 
is often lacking, compounded by poor prescribing of medications despite potentially 
serious side-effects.  This was echoed by the National which surveyed the case 
records of over 5000 people with a diagnosis of schizophrenia or schizo-affective 
disorder under the care of community mental health services across England and 
Wales. Only 29% had an adequate assessment of cardio-metabolic risk factors 
(Body Mass Index, smoking, blood pressure, blood glucose and lipids) and 43% had 
no record of even being weighed within the previous 12 months (National Audit of 
Schizophrenia report p88-91). 
 

What causes these premature cardiovascular deaths? 
People with severe mental illness have higher rates of modifiable CVD risk factors 
(see table1).   
 

 

Table 1: Prevalence of modifiable cardiovascular risk factors in people with severe 

mental illness and relative risk compared to general population.                                              

Adapted from De Hert et al (2011) 

 Prevalence Relative Risks 

Smoking 50-80% 2-3 

Obesity 45-55% 1.5-2 

Diabetes 10-15% 2-3 

Hypertension 19-58% 2-3 

Dyslipidaemia 25-69% ≤5 

Metabolic syndrome 37-63% 2-3 

 

Whilst clarity over the precise nature and relative contribution of genetics, 

demographic effects and adverse effects from antipsychotic medicines is lacking, 

what is evident is that adverse cardio-metabolic risks can appear within weeks of 

commencing treatment. Then lifestyle issues and social determinants convert 

vulnerability into ill-health and premature death. 

https://www.aquanw.nhs.uk/content_items/7772
https://www.aquanw.nhs.uk/content_items/7772
https://www.aquanw.nhs.uk/content_items/7924
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 Excluded

 Poverty

 Diet

 More sedentary

 Smoking

“Genes load the gun.

Lifestyle pulls the trigger”
Dr. Elliot Joslin

Social determinants?

 

 

Lifestyle issues:    Many experience stigma and social exclusion with detrimental 

effects on lifestyle. Lack of awareness of the importance of physical health combines 

with affordability of diet and leisure activities, difficulties with motivation, and adverse 

effects of medication (e.g. drowsiness, increased appetite): e.g. 

 Tobacco Use. 59% already smoke at the onset of psychosis, rising to 70% 

for those with established illness.  This contrasts with general population rates 

which have steadily fallen from 39% in 1980 to about 22% currently.   

 Diet and weight gain.  Weight can increase rapidly in the early treatment 

phase.  Diets, frequently low in fruit and vegetables and high in fat and sugar, 

combine with a tendency for antipsychotic medicines to increase weight, lack 

of physical activity and impaired motivation to change health behaviours.    

 Physical activity: people with severe mental illness are about half as likely to 

be physically active as the general population and fewer than 25% meet the 

public health recommended 150 min a week of at least moderate-intensity 

activity. Avoiding sedentary behaviour  is known to be particularly important in 

reducing cardiovascular risk. 

Antipsychotic medication: widespread use of second generation or atypical 

antipsychotics over the past 15 years took place in the hope that they would replace 

less effective and poorer tolerated older, first generation medicines.  It is increasingly 

clear this hope was misplaced.  The European First Episode Schizophrenia Trial 

(EUFEST) [10] is a high quality study examined weight gain in a treatment naive 

group of first episode patients; the percentage gaining more than 7% of body weight 

during the first year of treatment was 86% for Olanzapine, 65% for Quetiapine, 53% 

for Haloperidol and 37% for Ziprasidone. Moreover, citing the findings of this study, 

Nasrallah [11] commented “Neither old antipsychotics, such as haloperidol, nor 

metabolically “benign” atypicals, such as ziprasidone, are exceptions.”  Underlining 

the differential impact of antipsychotics on a treatment naive first episode population, 



  

 

 

10 

 

a recent systematic review found that weight gain may have been underestimated 3-

4-fold [12]:   

kg

Months 
12 240 4836 

Chronic RCT

Chronic RCT

10 

5 

20 

15 

12 kg

4 kg

3 kg

Alvarez-Jimenez et al; CNS Drugs, 2008

Antipsychotic-Induced Weight Gain in Chronic and First-Episode Psychotic 

Disorders:  a Systematic Critical Reappraisal

First Episode of

Psychosis

Figure: 1 

Risk of diabetes:  about 10-15% of people with schizophrenia develop diabetes. 

The 2-3 fold higher rates of diabetes are almost entirely accounted for by type 2 

diabetes. As many as 70% are undiagnosed, compared with 25% in the general 

population. A European study screening people with schizophrenia who were not 

known to have diabetes, discovered 10% had diabetes and 38% were at high risk of 

diabetes; this population’s average age was only 38 (Manu et al 2011) the authors 
commented: 

… treatment of a prediabetic state offers the chance of avoiding a disease that 
leads to multi-organ dysfunction, shortens life, and contributes greatly to the 

cost of medical care worldwide.  

 (Manu et al., 2011) 

Lipid abnormalities: Studies show lipid abnormalities are common, affect 25-69%, 

and may be linked to use of antipsychotics. Typical changes include raised low-

density lipoprotein (LDL) cholesterol and triglycerides and decreased high density 

lipoprotein (HDL) cholesterol.  Similarly hypertension is more common in this 

population although sometimes pharmacological effects of antipsychotics can 

mitigate blood pressure elevation.  

 

 

 

 

With thanks to Dr 

Mario Alvarez-Jimenez 

for permission to show 

this graph. 

 

http://www.ncbi.nlm.nih.gov/pubmed/22225552
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Don’t just screen, intervene: 
 

“Although there are additional challenges in the treatment of people 
with severe mental illness, doing the simple things well is likely to have 
a significant impact on cardiovascular disease in severe mental illness.” 
 

Professor Richard Holt PCCJ Practice Review 2012 
 

Effective cardio-metabolic screening is an absolute perquisite.  However screening 

by itself is not sufficient. The NAS showed that even when problems such as lipid 

disturbances or abnormal blood pressure were identified, treatment was by no 

means assured; e.g. only 22% of those identified with a lipid abnormality were 

offered a treatment.  As the Schizophrenia Commission highlight much of the failure 

to offer people with severe mental illness these measures reflects poorly integrated 

systems of healthcare and lack of agreed clinical responsibilities between primary 

and specialist practitioners.  Crucially the acquisition of cardiovascular risk occurs 

early in the course of severe mental illness. By the time this population reach their 

30-40s, many are established on a path towards future CVD, diabetes and 

premature death.  And if these risk factors can be identified early there are a number 

of established ways for these to be tackled 

 

 

The Lester UK adaptation Positive Cardio metabolic Health Resource (PCMHR) 

attempts to tackle these issues by systematically defining what should be measured, 

when and with what consequence if an abnormality is detected. The PCMH resource 

has two key messages 

 

1. Most of the actions described involve the implementation of routine 

practice for people identified as being at high risk of developing 

cardiovascular disease within the general population.   

2. An early intervention / prevention paradigm is essential to counteract early 

weight gain, rapid metabolic change and high rates of smoking in the early 

phase of psychosis.  See Table 2 

 

Part of the ambition of the AQUA project is to encourage innovative new service 

approaches.  Encouragingly, an early intervention body & mind service model has 

recently been introduced across New South Wales – providing an approach based 

on an agreed clinical algorithm1which promotes positive physical lifestyle whilst 

attending to key cardiovascular risks – notably weight gain, smoking, lipid and 

glucose abnormalities and hypertension (Curtis et al, 2012).   This programme has 

                                                           
1
Download Positive Cardio metabolic Health Algorithm from  New South Wales Training Programme website 

https://www.aquanw.nhs.uk/content_items/7926
https://www.aquanw.nhs.uk/content_items/5874
http://www.ncbi.nlm.nih.gov/pubmed/21470374
http://www.heti.nsw.gov.au/cmalgorithm
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stimulated much interest in the UK and has led to the development of the Lester UK 

adaptation Positive Cardio metabolic Health Resource (see below and for more 

general information click on the link), published in October 2013, and shortly to 

be accompanied by the HeAL statement (Healthy Active Lives) an international 

consensus on the key high level outcomes required to improve the cardio-metabolic 

health of this population.  
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Recommendation 4 of the Royal College of Psychiatrists report (RC Psych OP 88 

March 2013) specifically endorses the Lester UK Adaptation: PCMHR (Annex 1A 

RC Psych OP 88).  In annex 1B the proposed programme for PCMHR 

implementation refers to the core outcomes being developed in the draft HeAL 

statement.  This should be completed by May 2013 and please note its contents may 

therefore still be subject to further changes. 

The PCMH resource provides a simple framework for preventing the establishment 
of CVD and type 2 diabetes risks in patients with psychosis receiving antipsychotic 
medication, which supports collaborative practice across professional disciplines and 
service settings.  Its development was facilitated by the National Audit of 
Schizophrenia (led by the Royal College of Psychiatrists’ Centre for Quality 
Improvement) in partnership with the Royal College of General Practitioners’ Centre 
for Innovation and Research.  First inspired by a clinical algorithm from Australian 
colleagues (Curtis et al, 2012), this UK clinical resource represents a collaboration 
by the Royal Colleges of General Practitioners, of Psychiatrists, of Nursing, and of 
Physicians; also fully endorsed by Rethink Mental Illness and Diabetes UK.  

 

 What it covers / what it does not 

 
The PCMH resource targets people with severe mental illnesses taking 
antipsychotic medications.  However many of the concerns and messages would 
apply to people taking other sorts of psychiatric medications.   
The resource does not examine health concerns such as poor sexual and dental 
health, not because these are unimportant but to ensure a tight focus could be 
maintained on preventing cardiovascular diseases as the main cause of 
premature death  

 

 

 

Link to the Lester UK adaptation Positive Cardio metabolic Health 
Resource 
https://www.aquanw.nhs.uk/content_items/5874  

 

 

 

 

 

 

http://www.ncbi.nlm.nih.gov/pubmed/22221395
http://www.ncbi.nlm.nih.gov/pubmed/22221395
https://www.aquanw.nhs.uk/content_items/5874
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Key points when Applying the Lester UK Adaptation Positive Cardio metabolic 
Health Resource; 
 

 Who is at risk: a young population usually in their late teens / twenties well 
defined with a diagnosis of emerging psychosis who will be ‘known’ to specialist 
services 

  

 When to target prevention: the early critical phase of illness and in particular 
the immediate phase around antipsychotic initiation 
 

 Which are the key lifestyle issues: smoking, poor diet, lack of physical activity. 
 

 Which specific modifiable risks: primary care’s Quality and Outcomes 
Framework already encourages mental health monitoring of: BMI (MH12); blood 
pressure (MH13); total to HDL cholesterol ratio (MH14); Blood glucose 
(MH15).(but note that unhelpfullyMH 13 and MH 14 only currently apply to those 
over age of 40yrs) 
 

 How to prevent or delay the onset of diabetes and CVD: combination of 
increased physical activity, improved diet and weight loss; high quality 
antipsychotic prescribing; use of metformin (drug previously reserved for 
diabetes) in those at particularly high risk for developing diabetes. 

 

HeAL declaration and targets 

Around the world there are examples of best practice in improving the health of 

young people with serious mental health issues. The HeAL declaration brings 

together many voices, experts in the field and young people in making a clear 

statement about what needs to happen in ensuring equity of mental health and 

physical health in ensuring young people with a serious mental health issue 

experience healthy and full lives. 

http://www.nhsemployers.org/SiteCollectionDocuments/QOFguidanceGMScontract_2011_12_FL%2013042011.pdf
http://www.nhsemployers.org/SiteCollectionDocuments/QOFguidanceGMScontract_2011_12_FL%2013042011.pdf
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The impetus for the HeAL statement arose from an international working group 

iphYs(international physical health in youth stream), which evolved at the 

International Early Psychosis Association conference in Amsterdam (2010). It was 

consolidated at subsequent iphYs meetings in Sydney (2011, 2013) and San 

Francisco (2012) with groups consisting of clinicians, consumers, family members, 

and researcher’s from over 11 countries. 

 

Within the next five years any young person developing psychosis should 

expect their risks for future physical health complications (particularly obesity, 

premature cardiovascular disease and diabetes), when assessed two years 

after initial diagnosis, to be equivalent to their peers from a similar 

background who have not experienced psychosis: 

 

1. 90% of people experiencing a first episode of psychosis and their families or 
supporters are satisfied that they made treatment choices informed by an 
understanding of their risks for future obesity, cardiovascular disease and 
diabetes 

2. Within a month of starting treatment 90% of people experiencing a first episode of 
psychosis have a documented assessment which includes risks for future 
obesity, cardiovascular disease and diabetes: 

o body mass index or waist circumference; blood glucose and lipid profile, 
blood pressure, smoking status and relevant family history 

o results are shared between professionals involved in the care (e.g. primary 
and specialist practitioners) 

3. All people experiencing a first episode of psychosis can expect that where 
medicines are used to treat their psychosis, these are regularly reviewed 
according to recommended prescribing standards that minimize the development 
of the complications of obesity, cardiovascular disease and diabetes  

4. 75% of people experiencing a first episode of psychosis gain no more than 7% of 
their pre-illness weight two years after initiating antipsychotic medication 
treatment2 

5. 75% of people experiencing a first episode of psychosis maintain blood glucose, 
lipid profile and blood pressure within the normal range two years after initiating 
antipsychotic treatment 

6. Physical health inequalities diminish so that two years after the onset of 
psychosis 

                                                           
2
For those under the age of 16 years, weight change is more appropriately monitored from growth charts e.g. 

Body Mass Index for Age which incorporate a change in BMI Z-scores. 
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o 90% receive health promotion advice on healthy eating, tobacco and 
substance use, sexual health, dental care, and the benefits of avoiding 
physical inactivity 

o Fewer than 30% smoke tobacco 
o More than 50% engage in age-appropriate physical activity e.g. at least 

150 minutes per week of moderate intensity 
 

What we know about Physical health in the North West 
 

The North West population is just over 7 Million making it the third most populated 

region in England. Some of the most deprived council districts can be found in the 

region with Liverpool being the highest in England (ONS, 2012) some of the most 

deprived areas sit alongside some of the most affluent in both urban and rural 

settings. 

The North West has among the lowest life expectancies at birth in the UK. For the 
three-year period 2008 to 2010 the estimates for males were 77.0 years compared 
with 78.2 years for the UK and for females, 81.1 years compared with 82.3 years. 
Within the region, life expectancy at birth for males was lowest for Blackpool UA 
(73.6 years). The lowest female life expectancy was in Manchester at 79.1 years. 
The highest life expectancy at birth for both males and females was in Eden in 
Cumbria (80.1 and 83.9 years respectively). (Office National Statistics, 2012) 

Evidence in the Public Health outcomes framework data tool (April 2013) for 
mortality rates considered to be preventable only Cheshire East was lower than the 
national average and in terms of respiratory disease considered preventable only 6 
council districts had a similar level as the national average, with all other councils 
being below the national average. 

Mortality rates and mental health in England 

The recent publication of the National Mental Health Minimum Data Set highlights in 

a special feature (page 33) showing evidence in mortality rates of people with severe 

mental illness. Below is the evidence taken from the February 2013 publication 

which can be found at www.ic.nhs.uk 

The mortality rate for service users (19-75 yrs age) in MHMDS for 2010/11 was 
4,008 deaths per 100,000 service users compared to 1,122 deaths per 100,000 in 
the general population 
 
This shows that the MHMDS mortality rate is 3.6 times as high as the mortality rate 
in the general population.  
 

http://www.statistics.gov.uk/
http://www.statistics.gov.uk/
https://www.aquanw.nhs.uk/content_items/7927
http://www.ic.nhs.uk/
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The mortality rates show a similar pattern for gender with mortality rates of 3,892 per 
100,000 service users for males and 4,103 per 100,000 service users for females 
and consistently higher rates across all age groups.  
 
 Mortality rates were at least twice as high in the under 75 age group for lifestyle-
related diseases including:  

 Nearly four times the general population rate of deaths from diseases of the 
respiratory system (at 142.2 per 100,000 service users, compared with 37.3 
per 100,000 in the general population).  

 Just over four times the general population rate of deaths from diseases of 
the digestive system (at 126.1 per 100,000, compared with 28.5 per 100,000 
in the general population).  

 2.5 times the general population rate of deaths from diseases of the 
circulatory system (at 254.0 per 100,000 compared with 101.1 per 100,000 in 
the general population). These causes accounted for over 45.1% of deaths in 
this age group (8,555 out of 18,979 deaths for people aged under 75).  

 
Within these disease areas specific conditions accounted for a high proportion of 
deaths among service users (under the age of 75):  

 Diseases of the liver; at 7.6 per cent of deaths (1,434 in total).  

 Ischaemic heart disease; at 9.9 per cent of all deaths (1.879 in total).  

Smoking 

The North West had one of the highest percentages in Great Britain of people who 
smoked 20 or more cigarettes per day in 2009, 6 per cent of women and 8 per cent 
of men. (ONS-Social indicators, 2012) 

The evidence in phase 1 of the project identified around 30% of service users 
smoked within early intervention services, above the national average. When offered 
smoking cessation programmes the refusal rate was 80%, clearly identifying an 
issue services need to tackle. 

Weight 
 

Research by the North West Public Health Observatory,( Harrison et al, 2010) show 
that approximately half of the population of the North West are not of normal weight, 
with 34.1% recorded as overweight and a further 14.2% being obese. 
The North West shows the same growing trend and overall level of obesity as 
England as a whole, including similar levels of inequality across communities. 
Around one in four adults and one in six children in the North West are now obese 
and significantly more (1.7 times) adults living in the most deprived areas are obese 
(18.0%) than those living in more affluent areas (10.6%)(North West lifestyle survey, 
2008) 
 

http://www.statistics.gov.uk/hub/index.html
https://www.aquanw.nhs.uk/content_items/7928
https://www.aquanw.nhs.uk/content_items/8125
https://www.aquanw.nhs.uk/content_items/8125
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Cardio vascular 
 

The Office of National Statistics data for (2004-06) show that the directly 
standardised mortality rate (all ages) for acute myocardial infarction (heart attack) 
was 42.66 per 100,000 population in England and significantly higher at 53.09 per 
100,000 population in the North West. Across the North West region, the highest 
mortality rates were in Barrow-in-Furness, Salford, Knowsley, Manchester and 
Wigan and the lowest rates in Eden, Macclesfield, Congleton, Ribble Valley and 
Allerdale. The North West region also has some of the highest levels for stroke in 
England. 
 

 

Diabetes 
 

National QOF data provides information on the unadjusted prevalence of diabetes in 
England. The unadjusted prevalence was 3.7% across England and 3.8% in the 
North West of England. There are likely to be over154, 000 people living in the North 
West with diagnosed diabetes. Of these over 21,000 (14%) will have Type 1 
diabetes and just over133, 000 (86%) will have Type 2 diabetes. (Harwood et al 
2004)  
 

Welfare 
 

The North West as high levels of benefit claims at 9.5 % compared to 6.7% for 
England. (DWP, 2012) 
The number of benefit claimants show that across England 27.5 per 1,000 working 
age population Claim Incapacity Benefit or Severe Disablement Allowance because 
of mental or behavioural disorders, while the rate in the North West was 40.5 per 
1,000 significantly worse than the England average. 
 

In other areas the General Household survey (2011) highlights the North West of 

England has having the 2nd highest levels of alcohol consumption in the UK, High 

rates of long term limiting illness and below national average on having five fruit and 

vegetables per day. 

 

What we did and what we learnt in Phase 1 of the AQuA Don’t Just 
Screen Intervene Programme 

The AQUA project in its first phase has sought to address physical health screening 

and interventions by engaging five early intervention teams in an improvement 

process. The teams have worked through improvement planning utilising a PDSA 

approach covering a range of identified issues raised from the audit and focus 

groups with teams. 

http://www.statistics.gov.uk/
http://www.qof.ic.nhs.uk/
http://www.dwp.gov.uk/
http://www.statistics.gov.uk/
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The National Audit of Schizophrenia(2012) found that the level of screening 

nationally was between 49%-57% with only 29% of service users receiving a full 

cardio metabolic screen. This is echoed in the audit findings of phase 1of the project 

with only 1 in 2 receiving screening but only 10% receiving a full cardio metabolic 

screen. See fig (2) for phase 1 findings. At re-audit stage in May 2013 the teams had 

achieved a 63%-80% improvement in service users having a full cardio metabolic 

screen (see fig 3) 

 

 

 
Fig (2) Service users within phase 1 audit receiving cardio metabolic screening (Nov 2012). 
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https://www.aquanw.nhs.uk/content_items/6687
https://www.aquanw.nhs.uk/content_items/7930
https://www.aquanw.nhs.uk/content_items/8161
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Fig (3) Service users within phase 1 re-audit receiving cardio metabolic screening (May 2013) 

 

 

Evidence in phase one for screening completed at baseline reflected the national 

findings, (fig 2) and figure (3) the improvement in full cardio metabolic screening at 

re-audit. 

 

To find out local trusts findings on the National Audit of Schizophrenia physical 

health screening and monitoring you will need to contact your Service Improvement 

Team or Service Manager. 

 

Within primary care data is gathered on the physical health screening of service 

users on the Severe Mental Illness (SMI) register through the Quality Outcomes 

Framework (QOF). In the North West the 4 key indicators for physical health 

screening are completed by primary care which show between 65-80% of those on 

the SMI register due an annual health check, receive one. This does not account for 

service users without a diagnosis but are prescribed antipsychotic medication and for 

blood glucose and lipids the target group is over 40 years of age.  

 

NHS Salford alongside mental health leads in Bolton and Trafford have worked on 

the 20% of people not receiving screening based on the QOF evidence. They have 

targeted the 20% and found these are service users who do not attend primary care. 

In conjunction with Greater Manchester West NHS Foundation Trust they are 

working on identifying and ensuring the 20% are supported in ensuring a full cardio 

metabolic screen is completed. These figures are echoed in the regional QOF data 

for the whole of the North West. 
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Key issues identified across the sites were; 

 Ad hoc relationship with primary care, particularly GP’s. 
 Little  use of individual budgets/direct payments for physical activity 

 Unclear agreements with primary care and poor communication 

 GP’s not always on the electronic records system 

 Little knowledge about health trainers 

 Limited links which  with public health 

 Electronic system don’t have a flagging system 

 Patchy systems with path labs in accessing information on primary care 

physical health results. 

 High level of refusals for screening/interventions 

 Unclear on what equipment teams can access. E.g. weighing scales. 

 

Key themes from learning 

1. Primary Care 

All sites evidenced two areas for further work; 

 To improve communication through clearer agreements between 

primary and secondary care. Focus on how systems currently do not 

connect to each other and seek solutions to develop a more integrated 

system of recording and access. 

  Across all sites practitioners were unclear on who is responsible for 

screening which has led to an ad hoc approach to screening. Further 

discussion needed with primary care to improve agreements between 

services. Possible option is to screen during first 6 months (within 4 

weeks of prescribing and at 3 and 6 months). GP’s under CQUIN and 
QOF should be covering 12 month screening. If medication is reviewed 

and changed by prescriber then secondary care would screen. Most of 

project sites recognised shared agreements are already in place but 

are either not enforced or need improving. 

 

2. Public Health 

Across all sites there was evidence of limited engagement with many 

secondary care services offering in-house health promotion interventions. 

Some teams have leads within the team or service that focus on health 

and wellbeing and some utilise STR workers. 
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Relationships across all sites with health promotion teams was limited and 

in many non existent. A number of the sites hadn’t heard of Health 
Trainers and didn’t know how to refer. For one site there was an issue of 
the activities available via health trainers didn’t always meet the needs of 
young people as they cater to a mainly older audience. 

A recent issue for many of the sites has been access to mainstream sports 

and leisure services which have seen limited availability to free passes or 

services cut. 

 

Smoking cessation programmes across each site mainly link to 

mainstream programme with some sites having a lead within their team. 

Refusal rates are very high (over 80%) across all sites with a general 

feeling that it was an uphill battle to engage users in the programme. The 

project has not looked at cannabis use but it was an issue as to its impact 

on smoking and impact on physical and mental wellbeing. 

 

3. Information technology 

All sites reported difficulties with electronic records and how primary and 

secondary care systems do not connect to each other. In-house electronic 

record systems recognise physical health but have no coding system that 

can flag up when screening is required. In some cases physical health 

information had to be drawn from across a number of electronic systems. 

Sites noted that some path labs are not connected to GP practices 

electronic systems making it difficult for secondary care to know whether 

screening had occurred. Lancashire Care NHS FT have developed a 

physical health screening dashboard  but this system is still new and not 

yet used across the service and doesn’t flag up when screening due. 
 

4. Personalisation 

None of the sites have used individual budgets/direct payments to access 

physical health activity. Most of the sites have a small budget for activities. 

Discussions took  place on how individual budgets could be used with 

local authority partners and public health to look into individual cases or 

how a group of users could pool funds. 

 

5. User and carer experience 

All sites have or link to user and carer groups/forums. All sites discussed 

their concern of refusal rates of either screening or interventions. Solutions 

to this seem to get caught up in and compounded by lack of clarity in 
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relationship with primary care and a sense that ‘we will end up doing it 
(screening) anyway’.  
There are no users or carers known to us who are engaged alongside the 

team in service improvement activity and no structures in place to support 

this within the team. Groups/forums do exist but unclear as to how they 

are active within a co-productive model supporting a range of activity in 

improving outcomes for users and carers.  

 

What are we doing in phase 2 of the ‘Don’t just screen Intervene’ 
project? 

Aim 

In this second phase we have developed the project building on the learning from 

phase 1. 

 The overall aims of the project are; 

 To contribute to a reduction in the under 75 mortality rate in people with a 
severe mental illness. 

 To test out approaches to improve the physical health of people with a severe 
mental illness receiving care from early intervention teams and CMHT’s 

 To promote a more integrated approach to the physical health care of people 
with a SMI. 

 To develop improvement capacity and capability within participating clinical 
teams 
 

The aim in phase 2 is to achieve the following; 

• From a baseline of 10% to increase to60% of all service users who are 

eligible for screening to have received full cardio metabolic screening package 

within 4 weeks of being prescribed (new or changed) antipsychotic medication 

by August 2014 

• From a baseline of 10% to increase to 60% of all service users who are 

eligible for screening to have received full cardio metabolic screening package 

within 12 months at point of their annual CPA review by August 2014 

• From a baseline of 20% to increase to 60% of all service users identified as 

smokers at their annual CPA review to have been referred to a smoking 

cessation programme. 
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We will deliver WeBEX and action learning sessions with identified leads  to develop 

new ways of working in improving engagement within their service,  primary care 

services, Community Physical Health Coordinators and mainstream health and 

wellbeing services through a six stepped approach to improvement; 

 Identify aims, lay foundations and understand the baseline  

 Information gathering and data analysis 

 Develop strategy and identify measures 

 Design 

 Test and adapt utilising the PDSA cycle 

 Implement and sustain changes 
 

The AQuA physical health toolkit will take you through the process giving you a step 

by step guide to improvement approaches including access to learning from phase 1, 

improvement templates, support tools, case studies and links to a range of 

resources. 

WebEx 

This is a convenient way to deliver information across a range of sites via the 

internet. The WebEx sessions will be focused on key elements of the physical health 

toolkit, in particular improvement methodologies. These will be recorded and 

available on the website. 

Action Learning sessions 

To complement the WebEx sessions we will be running on a monthly basis site visits 

which will focus on the learning from the WebEx sessions with face to face support in 

how to develop improvement methodologies, gather data locally, identify gaps and 

develop PDSA’s. The sessions will support implementation and offer coaching to 
identified leads in implementing 

Quality measures 

The audit in phase 1 helped to lay the foundations for change but is only a snapshot 

in time and cannot ensure learning is embedded in the system. The development of 

continuous measurement (see step 3 of toolkit) as part of phase 2 enables services 

to gather evidence on a monthly basis that doesn’t duplicate current data 
requirements but supports evidence gathering for Advancing Quality, National Audit 

of Schizophrenia and CQuin. Below are the 3 measures to be completed on a 

monthly basis. 
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Measure 1 

As a percentage of the number of people starting (new or changed) antipsychotic 

medication;  

• The number of people with psychosis starting (new or changed) 

antipsychotic medication who have had a documented complete cardio 

metabolic screening within 6weeks, of their risks for developing cardio 

vascular disease and diabetes which include all of the following; 

– body mass index or waist circumference, 

– blood glucose, 

– lipid profile, 

– blood pressure, 

– smoking status 

– and relevant family history; 

 

these results are; 

• shared between professionals involved in their care and treatment (e.g. 

primary and specialist practitioners) 

 

Measure 2  

As a percentage of the number of people who have completed an annual CPA 

review in the previous month;  

• Number of people at their annual CPA review on prescribed antipsychotic 

medication who have had a documented complete cardio metabolic screening 

package of their risks for developing cardio vascular disease and diabetes which 

include;  

– body mass index or waist circumference,  

– blood glucose,  

– lipid profile,  

– blood pressure,  

– smoking status  

– and relevant family history; 

These results are;  

• shared between professionals involved in their care and treatment (e.g. 

primary and specialist practitioners)    
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Measure 3  

As a percentage of the number of people identified as a smoker of tobacco at their 

completed annual CPA review in the previous month; 

• The number of people on antipsychotic medication at their completed 

annual CPA review identified as a smoker of tobacco who have been 

offered a smoking cessation programme in the last 12 months. 
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SECTION 2 The Six Step improvement Model 
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An overview of the AQuA Six Step Improvement 
Model 
 

Before you start 
 

Often, the context you work in has a huge effect on you and your team’s ability to 
change ways of working – and make those changes stick.  

 

There are a wide range of factors which can influence the sustainability and impact 

of your improvement efforts:  

 Monitoring progress.  

 Adaptability. 

 Credibility of evidence. 

 Achieving benefits beyond helping patients.  

 Training and involvement.  

 Behaviours.  

 Culture.  

 Senior leaders.  

 Clinical leaders.  

 Organisation.  

 Infrastructure.  

 Fit with goals.  

 

Making an assessment of where your team or department stands against these 

factors can help you understand which areas may pose a risk to your improvements.  

 

The Sustainability Model and Guide can help you with this assessment and provide 

you with advice on what to do if you find areas that pose a risk.  

 

                Sustainability Model and Guide 
For more information on sustaining your improvements download the 
Sustainability Model and Guide developed by the NHS Institute for 
Innovation and Improvement (The NHS Institutes Resources are currently 
being moved to a new website so the links will be added asap) 

 
 
For the AQuA Spread and sustainability Tool click here 

 

https://www.aquanw.nhs.uk/content_items/7994
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The Six Step Improvement Model 
 
The AQuA improvement model has six main steps (see Figure 4). Each step 

contains a number of components.  

 

Step 1: The building blocks  

Step 2: Moving from opinion to fact 

Step 3: Identify first approaches 

Step 4: Implementation 

Step 5: Testing 

Step 6: Cement and spread 

 
 
Figure 4:The AQuA Six Step Improvement Model 
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Step 1:The building blocks - setting up for a successful 

improvement 
 

This step, and the tasks within it, is the most important step of the whole model. In 

the rush of busily managing services it is easy to jump to a solution too quickly. In 

the majority of cases this means quick and early improvements followed by a period 

of slowing down and stalling; where solutions need to be revisited, relaunched or 

paused.By pausing to work on the four components of document your aims, build 

foundations for change, understand what happens nowandpeople who influence 

your workyou are ensuring the solutions you develop in the later steps are the right 

ones - right for your team at this point in time.  

 

Step 1 concentrates on ensuring the aims of your team and how they connect to the 

rest of your organisation are documented. In order to ensure you can prove that your 

improvements are having a positive effect on your team overall, the step also 

prompts you to gather a baseline view of your team and process performance. 

Finally, the step prompts the creation of a strong governance and planning structure 

to support the decisions and implementation of the changes. 

 

Step 2:Moving from opinion to fact 
 
This step concentrates on the component of information and data analysis. Trying to 

make decisions on how to improve can often be clouded by different opinions being 

voiced by numerous different people.  Stories, myth and legend can also be used for 

arguments for and against a proposed improvement. By looking at data around your 

service, you can build a fact based view of your service. This will help you not only 

design and identify better improvements, but also prepare a stronger case for 

change.  

 

Step 3: Identify first approaches 
 
In the previous steps, you and your team will have defined your project scope and 

collected a lot of data and a picture of how your service currently works. In this step 

you will take a high level view and identify the root causes of the problems you are 

facing. You will also develop a set of measures to track your improvement at an 

operational level.  
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Step 4: Implementation 
 
In this step you will design changes to your processes and new ways for working. To 

achieve the aims and solve the root causes identified in the previous steps.  

 

Step 5: Test your team’s improvements 
 
In this step you will test and adapt you team’s planned improvements. No 

improvement is perfect the first time round, so using the guidance in this step you will 

guide your team through refining your improvements based on small testing cycles.  

  
Step 6: Cement and spread your improvememts 
 
Now that your improvements have been tested and refined, this step will help you 

ensure your improvements are now the standard way of doing things. It involves 

ensuring changes are well communicated and sustainability processes are put in 

place.  

 

 
 

 

 

 

 

Linking the steps to the improvement tools 

Although the tools included in this Guide have been successfully applied in a range 

of health and care settings, the most important point to understand is that the model 

is more important than the tools. It is perfectly acceptable to use the AQuA Six Step 

Improvement Model without using any of the tools mentioned in the following 

sections of this guide; so long as you achieve each step and the components within 

them. The worst thing to do is to jump to the tools and use them without a 

surrounding structure such as the AQuA Six Step Improvement Model.  

 
  

  

 

The Model for Improvement 

The Six Step approach is underpinned by the Model for 

Improvement. For more information on the Model for 

Improvement see appendix 2. 
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Step 1 

 
 

 

The building blocks - setting up for a 

successful improvement 
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Step 1 
 

There are four components in step 1:  
 

 Component 1: Document your aims. 

 Component 2: Build foundations for change. 

 Component 3: Understand what happens now. 

 Component 4: People who influence your work. 
 

These components should not be looked at in isolation. Collectively they develop a 

platform, or the initial building blocks if you like, to support making the right 

improvements in the right way to ensure the project delivers the right outcomes 

within the right timescales.   
 

Component 1: Document your aims 
 
Many projects are started with a simple desire to 

improve things.  However, this means you never 

really know whether you have reached where you 

want or need to be. 
 

It is advisable to take some time to really 

understand what you want/need to achieve and develop this into the project aim(s).   

 

SMART Aims 
 

Aims should be SMART: Specific, Measurable, Achievable, Relevant 

and Time-bound.  

 
As highlighted in the section ‘Who should use this guide?’ it is 

recommended that you look at the following themes to structure your 

aims: 

 

 Improve service users and carers experience. 

 Improve staff experience.  

 Improve efficiency.  

 To improve efficiency and effectiveness.  
 

In order to make these SMART aims you will need to add in further information for 

example: 
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 To increase XXXfrom [insert] to[insert] by[insert] based on the XXX baseline for 

[insert]  

 To XXX[insert] by[insert] 

By completing the sections marked in blue you have SMART aims.  

 

For example for phase 2 the aims are: 

• From a baseline of 10% to increase to60% all service users who are eligible 

for screening to have received full cardiometabolic screening package within 4 

weeks of being prescribed (new or changed) antipsychotic medication by 

August 2014 

• From a baseline of 10% to increase to 60% all service users who are eligible 

for screening to have received full cardio metabolic screening package within 

12 months at point of their annual CPA review by August 2014 

 

• From a baseline of 20% to increase to 60% all service users identified as 

smokers at their annual CPA review to have been referred to a smoking 

cessation programme. 

 

Component 2: Build foundations for change 
 
There are a number of points which should be 

considered when laying the foundations for any 

improvement project. 

 

 

 

 

Point 1: Understanding the likelihood of success 
 

The change equation shown in Figure 5 was created by Richard Beckhard and David 

Gleicher in 1969 and refined by Kathleen Dannemiller in 1992 and is sometimes 

referred to a Gleicher’s formula. It is a very simple tool and a great starting point 

when considering whether an improvement project is likely to succeed or fail.   

 
 
 
 
 
 
 
 



  

 

 

36 

 

Figure 5: The Change Equation 

 
D x V x F > R 

 
 
 
 
 
 
 

 

If the factors of dissatisfaction, vision and first concrete steps are weak or missing 

you are going to get resistance to change which definitely increases the likelihood of 

the project failing. Therefore it is worth giving thought to this equation in relation to 

your improvement project to understand whether there is anything which can be 

done to reduce potential resistance to change.   

 

Point 2: Group development 
 
All improvement projects need a core group to champion, troubleshoot and drive the 

work forward.   

 

To help you decide who needs to be in your core group, consider the following 

questions: 

 

 What is the purpose/remit of the group? 

 Who will be the overall lead? You may want to consider here a tripartite model of 

leadership which consists of: 

-Project Lead for the day to day running of the project to keep it on track 

          -Clinical Lead for clinical input and expertise 

-Executive Sponsor a senior executive/director who is responsible for the success of 

the project.  

 Who else needs to be involved?  

 What will the structure of the team be? For example, you may decide to have an 

overarching core group and also a number of sub groups, particularly if the 

improvements you wish to make are considerable or span across more than one 

team/organisation. 

 Who will be the champions for each team/organisation?   

 Does everyone understand what their role is within the core and sub groups? 

 Does the core group have enough influence?  This is particularly important to 

ensure that the project remains high on the agenda.   

First concrete 

steps that can 

be taken 

towards the 

vision 

Resistance to 

change 

Vision of what 

is possible 

Dissatisfaction 

with how things 

are now 
X X > 
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 How often does the group/s need to meet? 

 Have the dates of meetings been booked in the diaries? 

 How will the group/s communicate between meetings? 

 

Another piece of helpful guidance that may influence your decisions around who 

perhaps needs to be in your core group can be found on page 97 in the section on 

Kotter and creating a guiding coalition.  

 

Point 3: Meaningful engagement with people and their carers who 

use your service 

 

We all know how important it is to engage with the people who use our services and 

their carers at every step of the way – after all they know what they need and when 

they need it and what they like about their experience and what they don’t.  As such, 
give careful consideration as to how to maximise on this knowledge.   

 

Consider involving people and their carers through a combination of the following: 

 As part of the core group and sub groups. 

 Focus groups. 

 One-to-one interviews. 

 Questionnaires. 

 Media forums. 

 Wellbeing scales are useful to sample the beneficial outcomes on a person 

mental wellbeing from receiving physical health screening and interventions. 

You would need to target new service users and follow them through the 

period of the project, pre, mid and post. Try the Warwick-Edinburgh wellbeing 

scale. 

 

 

young people’s involvement  in phase 1 
 
In order to give as much depth and breadth as possible within the available 

timeframe the project ran 2 development, working group days. The working group 

days consisted of young people supported by Young Minds alongside service users 

from across each of the demonstration sites. 

The working group covered the following areas; 

 Developed a proposal for an App based health passport approach into a 
usable tool for young people within early intervention services. 

https://www.aquanw.nhs.uk/content_items/8162
https://www.aquanw.nhs.uk/content_items/8162
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 Developed a survey aimed at gathering information on service user 
experience within Early Intervention services. The findings have been edited 
into a short film. 
 

Through regular meetings the group expressed a range of issues regarding physical 

health which helped to develop both the survey questions and the health passport.  

Issues; 

 Lack of helpful information from services. 

 Internet offers a wide range of information both good and poor but difficult to 

know what is fact and unbiased. 

 There isn’t one place to go for all information and would be helpful to have 
one port of call that is reliable and trusted. 

 Weight management not picked up as an issue early enough when put on 

some antipsychotic medications. 

 Weight gain caused other problems like sleep disturbance, mobility and 

motivation issues. 

 Physical activities seem very short and little one to one support. 

 Primary care should be more involved in physical health checks and activities 

 Some activities catered more for the general public and for older people. 

 

The young people’s experience of antipsychotic medication was diverse with 

some having no ill effects, although they still didn’t feel fully informed of the 
possible side effects and ways to treat them. 

To see the short film of service users experience go to: 

https://www.aquanw.nhs.uk/content_items/8053 

 

 

 

 
Point 4: Make sure you are linking in with the wider agenda 
 

Make sure that you are fully engaging with the AQuA team and getting full benefit 

from their input. They will help you to consider how the Board/s or Senior Team/s are 

going to be informed and kept up to date of progress. If the key leaders are not on 

the core group encourage them to get involved because they are the individuals who 

are able to influence improvements happening and to keep dementia high on the 

agenda.   

 

https://www.aquanw.nhs.uk/content_items/8053
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Point 5: Before things go wrong…. 
 

In the current climate there are many challenges and competing priorities which can 

cause a project to go off track or fail. Spend some time thinking about what could go 

wrong and where possible put measures in place to either remove or reduce their 

impact. Outlined below are two examples (although there are usually several more to 

consider): 

 

 Just because you can ‘see the light’ don’t expect others to. Think about ways 
of engaging and involving people so they can ‘see the light’ too. 

 If it is envisaged that costs will be incurred throughout the lifespan of the 

project be clear from the outset as to where this funding will come from. 

 

Point 6: Communication 
 

It is important to think about: 

 Who needs to be kept informed? (i.e. staff groups where this work will impact 

in future) 

 What communication channels will be used? 

 What information needs to be communicated? 

 How often will information be communicated? 

 

Think about using a number of communication methods tailored to meet the needs of 

each stakeholder group so they receive the right amount of information they need. It 

is very easy for people to become disengaged by receiving too much or too little 

information so it is also useful to write a communication plan so it is clear to 

everyone what is required. 

 

Point 7: Governance arrangements 
 

To keep the project on track don’t forget about governance arrangements. Things to 

consider: 

 Who is accountable and who is responsible for ensuring the project 

succeeds? The same individual often ends up being both accountable and 

responsible but this should not always be the case. The person accountable 

might be a Chief Executive or a Director of an organisation whereas many 

people should be responsible (ie the members of the core group and sub 

groups). It is worth documenting who is accountable and who is responsible 

so people understand their roles and required level of commitment.   
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 What should happen if something isn’t going to plan? For example, what are 
the reporting mechanisms and escalation procedures should a deadline slip or 

if something goes wrong.  Communicate the agreed process to all involved so 

they can act quickly should a problem arise.   

 

Point 8: Start developing a Project Charter 
 

A Project Charter is a short document which defines the project, so anyone looking 

at it can gain an understanding of the project aims and what is involved. The Project 

Charter is often supported by additional documentation such as a stakeholder 

analysis and a communications plan. 

 

It is advisable at this stage to start developing a Project Charter because it: 

 clearly outlines the project in a concise way (which is also useful when 

explaining the project to others) 

 can be used as a ‘sense check’ to ensure all key areas have been considered 

 should help keep the project focused on what it aims to achieve as it should 

be used as a reference point throughout the lifespan of the project 

 can support in project authorisation (if needed)  

 

 

Anonymised example  of a project charter from phase 1  
https://www.aquanw.nhs.uk/content_items/7774 
 

 
 

 
Project Charter 

Blank template - (Appendix 2,page 92) 

 

 

Component 3: Understand what happens now 

It is vital that you understand your baseline before 

making any changes.  Making changes based on 

assumptions and inaccurate data can at best result 

in you not achieving your aims and at worst having 

disastrous impacts on the services you provide. 

 

This component has two distinct parts: 

https://www.aquanw.nhs.uk/content_items/7774
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Part A: Planning for information collection 

This concentrates on planning what information you need to collect to describe the 

context you and your team are working in.  

Part B: Data collection 

This part gives advice on tactics you can use to make collecting your data easier.  

 

Making improvements nearly always involves information gathering 

and data collection. This is fundamental to any improvement project 

but many people switch off at the mention of them. One of the 

reasons for this is that it is sometimes difficult to actually know what 

information to gather and what data to collect.  

 

Part A: Planning for information collection  
 

Part A supports you in planning your information collection to answer several 

questions: 

 

1. Which population are we focusing on? 

2. What factors/potential factors could aid or prevent us achieving our aims? 

3. When, where and how do things happen currently and how do they add value to 

people? 

4. What do we need to deliver and what does good dementia care look like? 

5. How do we compare with others? 

6. What good practice is going on elsewhere? 

7. What is our capacity – how much work can we do? 

8. What is our demand – how much work do we have to do? 

9. What must we deliver on? For example, policy, targets etc. 

 

Question 1: Which population are we focusing on? 

 

It is necessary to gain an understanding of where best to focus your time and energy 

so you reap the biggest impacts. To achieve this you need to profile your population.   

 

Question 2: What factors/potential factors could aid or prevent us 
achieving our aims? 
 
It is important to understand what factors can prevent us from achieving our aims. One way 

of doing this is by developing what is called a ‘Fishbone’, ‘Ishikawa’ or ‘Cause and Effect’ 
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Diagram. This shows the factors/potential factors which can aid or prevent achieving the 

desired aims.   

 

An example of a fishbone diagram this is shown in Figure 6. As the diagram shows the aims 

are placed in the head of the ‘fish’ (blue box) and then the factors/potential factors which 
affect reaching the aims are categorised under key headings (eg patient, carer, service, 

staff, environment and public) and the factors listed against them. This tool is a great way of 

understanding not only the areas for potential improvement but also how they link together.   

 
 

Click here to view  Fishbone Diagram (figure 6) 

 

 
 

 
 

Figure 6: Example of a completed Fishbone Diagram 

 
It is recommended that you start the development of your Fishbone Diagram from 

scratch so it tailored to the services, population and geographical area which you 

serve.  

https://www.aquanw.nhs.uk/content_items/7775
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Fishbone Diagram 
Blank template - (Appendix 2, page 95) 
 
 

 

 
Question 3: When, where and how do things happen currently and 
how do they add value to people? 
 

By now you will have a clear idea of: 

 

 where you need to concentrate your efforts (though the use of the model) 

 what factors/potential factors could aid or prevent you achieving your aims 

(though the use of the fishbone diagram).  

 

However, what is not clear from the information gathered so far is when, where and 

how things happen currently. A great tool to use for this is Current State Mapping, 

which forms part of Value Stream Mapping.   

 

Current State Mapping maps out what currently happens, with the focus being on 

what does and does not add value from the user/carer perspective. You may well 

have the expertise in-house to help facilitate you in mapping your current state 

already (and of course you may be an expert yourself) but if not speak to AQuA as 

we may be able to help you with this.   

 

 
Value Stream Mapping/Current State Mapping 
If Value Stream Mapping and Current State Mapping is new to you 

download this guide from the AQuA Portal 

(The NHS Institutes Resources are currently being moved to a new 

website so the links will be added asap) 
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Question 4: What do we need to deliver, what does good care look 

like? 

Understanding current government expectations as well as having a good grasp of 

the guidance will support you in answering this question. It will help you define the 

requirements of your service. In addition, with perhaps the help of your 

organisation’s leaders, a discussion with the commissioners of your service can be 

very valuable. They will have a good perspective of what is required and how that fits 

together with the other services in your local health economy.  

 

 
Policy and Guidance 
See Appendix 1 for a detailed breakdown of the national drivers and 

expectations.  

 
The other angle to consider is to have a fresh look at your service from the eyes of 

the user. Tools like Experienced Based Design allow you to take a systematic look at 

all aspects of your service from a user’s point of view and translate the findings into 

operational changes.  

 
 
 

 
Experienced Based Design 
Guidance on Experience Based Design can be found on XXX  

 

(The NHS Institutes Resources are currently being moved to a new website so the 

links will be added asap) 

 

Question 5: How do we compare with others? 
 

A good gauge to understanding whether or not your services are meeting the needs 

of people is by benchmarking. See what benchmarking data you can find available, 

both nationally and locally. Your Clinical Commissioning Group and Commissioning 

Support Unit may be able to help you with this.  Your trust will also have information 

on performance and quality measures which may be of help here. For information on 

your team please contact your trusts service improvement department or speak to 

your manager. 
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Question 6: What good practice is going on elsewhere? 
 

It is always worth taking the time to find out what good practice is happening  

elsewhere. This can provide you with a wealth of information regarding different 

approaches including what has worked and what hasn’t. You never know, there may 

be an organisation somewhere which can share with you their words of wisdom as 

well as all their learning!  

 
Question 7: What is our capacity – how much work can we do? 
 

In question 4 you looked at the demand on your services – how much work do you 

have to do? Now you need to look at the amount of work you can do. The best way 

to do this is to consider the contracted hours of work your team has over the year 

and then deduct things like holiday, training and sickness. This leaves you with a 

figure for your capacity – the amount of work you can do.  

 

Do consider you can lose more of your capacity through other sources – meetings 

and paperwork for example! A great exercise is compare how your capacity varies 

by month against how your demand varies by month. For example in the months 

where you are busiest, do you have the most capacity?  

 

Question 8: What is our demand – how much work do we have to 
do? 
 

In order to design a way for working you need to know how much work you and your 

team need to do. This starts with collecting the number of referrals to your service 

and then quantifying the work involved in delivering a great service to your service 

user. As you will be aware, this will be a factor of the dependency and complexity of 

your service users.  

 

The best way to quantify these factors is by looking at a past years worth of data. 

That way you can get a good feel for fluctuations between days, weeks and months. 
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In addition to getting information on your current demand it is important to find out if 

there are likely to be any increases in demand or additions to the service 

specification – or both. Again a discussion with the commissioners of your service 

may help in trying to work this through.  

 

Question 9: What must we deliver on? For example, policy, targets 
etc. 
 

Talk to your manager about the objectives of your service or function to help you 

understand what targets they are trying to achieve and what or policies they are 

following. Look at both your organisational and national policy and targets (see 

appendix 1).  

 

Part B: Data collection  
 
By looking at the all the information gathered in Part A you should now have a clear 

idea as to what data needs to be collected and where it needs to be collected from.   

 

You may find that not all of the data you need is easily available. If you 

find this is the case think about how you can start collecting this data 

so it can be used in the future. 

 

Figure 7 – Example of a demand data set of staff sickness on a weekly basis 
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Also, in an ideal world all the data available would be 100% accurate, but this is 

often not the case. However, even inaccurate data is still a good starting point so 

give consideration as to how this data could be further refined. 

 

Much of the data you have listed to collect may not be immediately available to you. 

If this is the case then ask for help from your organisation. It is often quite surprising 

what is actually available from data systems, so a discussion with your organisation’s 
information officer can be really helpful. They might be able to provide you with help 

to interrogate data systems to provide for example data on demand levels. 

Discussions like this are much easier if you have taken the time to engage with your 

stakeholders such as your Information Officer beforehand.  

 

If there are a number of teams in your organisation looking at the same things, for 

example all wards, then it is a good idea to carry out the data collection collectively. 

This will ensure the data sets are collected efficiently and consistently. A central 

project team colleague should be able to help you coordinate this activity.  

 

 

 

 

National resources 

National Audit of Schizophrenia – Range of annual data with key 

information on physical health screening from all mental health trusts. 

www.rcpsych.ac.uk 

Office of National Statistics – Range of data on demographics at 

national, regional and local level. www.statistics.gov.uk 

Mental Health Minimum Data set – Chapter on mortality rates in mental 

health with data collected from primary and secondary 

care.www.mhmdsonline.ic.nhs.uk 

www.rcpsych.ac.uk  - Range of data from pharmacists across the UK via 

POMH and access to website on physical health resources. 

QOF data /CQuin (SMI register) – access national data, regional and local 

GP practices-www.qof.ic.nhs.uk/ 

Regional Resources 

Public Health England – website gives access to regional and national 

data on public health issues at www.healthandcare.dh.gov.uk 

Mental Health ‘State of the Nation’, AQuA – Range of data and 

information on regional issues in mental health. www.aquanw.nhs.uk 

http://www.rcpsych.ac.uk/
http://www.statistics.gov.uk/
http://www.mhmdsonline.ic.nhs.uk/
http://www.rcpsych.ac.uk/
http://www.qof.ic.nhs.uk/
http://www.healthandcare.dh.gov.uk/
http://www.aquanw.nhs.uk/
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Component 4: People who influence your work 
 

 
 
 

 

 

 

 

 

 

70% of improvement projects fail to deliver the promised results (Daft, R and Noe, 

R., Organisational Behavior, 2000, LONDON: Harcourt). 

 

The reasons for this high level of failure lies not in the proposed changes or solutions 

being wrong, but rather a lack of staff or management engagement in the project. 

Engagement of management and staff is a vital output of stakeholder analysis. It 

needs to be planned carefully and not rushed. An idea is useless unless the right 

people know about it believe in it and support it.  

 

Mapping your stakeholders is the first step. A quick and easy way of doing this is to 

use the Fishbone or Ishikawa Diagram. Best done with a few colleagues, spend 15 

minutes quickly scribbling down possible stakeholders using the structure illustrated 

in fig 6, page 42, a Fishbone or Ishikawa Diagram can be a great help.  

 

Local Resources 

Joint Strategic Needs Assessment – Access local data on health and 

social care needs via local authority website. 

Learning from Serious Untoward Incidents (SUI’s) within your trust, 

particularly evidence on number of deaths from preventable non mental 

health conditions. 

Pharmacist – Your lead Pharmacist will have a range of data on 

medication and physical health screening 
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Once you have identified all of your stakeholders, the next step is to prioritise and 
group them. Take the stakeholders listed on your Fishbone Diagram and group 
them, using a 2by2 matrix (see Figure 8), considering their power and their likely 
impact on your improvements.  
 

 

 

Stakeholder Analysis 

To download a guide on Stakeholder Analysis, go to  
 
(The NHS Institutes Resources are currently being moved to a new website so the 
links will be added asap) 

 
Ensuring you don’t forget political influence 
 

Stakeholders that have influence over your team’s improvements don’t always follow 
hierarchy. Individuals in your organisation that have political influence are not always 

the most senior. When analysing your stakeholders, consider this group along with 

traditional stakeholder groups. For example, do you have a team member whose 

opinion sways others but is perhaps not the most senior?  

 

Higher Importance, Lower 

Influence 

 

 Service users 

Primary Care staff 

Individual Employees 

 

Higher Importance, Higher 

Influence 

 

Chief Executive 

GPs 

Commissioners 

 

Lower Importance, Lower 

Influence 

 

Support staff 

Voluntary sector 

Public health services 

 

Lower Importance, Higher Influence 

 

Line managers 

Medical body 

 

 

 

Figure 8 – Example of a 2 by 2 stakeholder grouping matrix 
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In Component 2 (Step 1), you will be creating a project working group or guiding 

coalition. Ensure you have representatives from this group. You will need to ensure 

this group is involved and bought into your team’s involvement.  

 

 
Kotter Framework – Creating a guiding coalition section 

See Appendix 2 for more detail on the Kotter Framework. 

 

 
Engaging with your stakeholders 
 

Once you have your stakeholders listed and prioritised it is time to engage with them. 

The best way of doing this is face to face, because it allows your stakeholders to 

make a personal connection with your aims and also allows you to answer any 

questions.  

 

Before talking to your stakeholders plan out your messages in the form of creating 

short briefing sheets (see Figure 9) – no longer than one page long. In doing this you 

can ensure messages are consistent (if it is not only you doing the stakeholder 

engagement).You can also send the documents out when you cannot meet people in 

person. The messages for senior leaders in your organisation may be different to 

messages to team members.   

 
 

Figure 9–Example of a stakeholder briefing sheet 
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Find yourself a mentor 
 

While planning to engage with your stakeholders to support your team is your main 

priority, you do need to think about ensuring you, personally, have support. As team 

leader you will be leading your team and encouraging them to change their working 

practices. This is a difficult task and can sometimes feel a little isolating. Having a 

trusted experienced colleague as a mentor can be a huge asset, providing you with 

someone to bounce ideas off and reflect on progress with your team. 
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Step 2 

 
 

 

Moving from opinion to fact 
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Step 2 
 

It is important now to bring all the information 

and data gathered in the previous step together 

and analyse it is to see what it tells you.  

 

 

 

It is useful to keep referring back to the aims of the project to ensure 

that you keep focused on these. 

 
 

 

Component 1: Look at your data 
 
In the previous step (and its components) you will have collected a lot of data around 

a lot of subject areas (see phase 2 quality measures). In this step, you will be making 

use of that data. The key to getting the most from the data you have collected is in 

how you present it.  

 

Presenting your qualitative data 
 

Understanding your data is all about context. To understand the data you tend to 

automatically look at what happened before and after the specific data point you are 

looking at. For example,the number of patients seen in a month.  

 

You may look at the previous month, or the month after to see if they are higher or 

lower. But is it really safe to draw conclusions from just these two data points? They 

don’t tell you a long-term trend. They just tell you one month was different to another. 

By presenting your data as a run chart, which is a presentation of your data points 

over time, you can ensure you always look at the important long term trend.  
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Figure 10– Example of poorly displayed data 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 11 – Example of displaying your data effectively using a run chart 
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Interpreting data charts to identify special cause variation  
 
The run chart in table 11, shows data collected over a period of time. The time series 
plotted on the horizontal or x axis. The centreline of the control chart reflects the 
mean and the lines above and below are the control limits (an Upper Control Limit 
(UCL) and a Lower Control Limit (LCL)). If you can see any of the following it means 
that there is special cause variation:  

 Shift – six or more successive data points falling on the same side of the 
centreline  

 Trend - six or more successive data points heading in the same direction 
(either increasing or decreasing)  

 Zig-Zag - fourteen or more successive data points decrease and increase 
alternatively (creating a zig-zag pattern)  

 Cyclical Pattern - a regular pattern occurring over time – for example a 
seasonality effect  

 Control limits - one or more data points fall outside the control limits  

 Middle third - the number of points within the middle third of the region 
between the control limits differs markedly from two-thirds of the total number 
of points 
 
 
 

 
 
 
 
 
 
 
 

Looking at your data is best done with your team. If you are a little unsure on how to 

interpret your data, then request some help from your manager or perhaps your 

analytical lead within your organisation. Ask them to help you identify trends and 

questions that you can raise with your team.  

 

 

Quality Continuous Measures (go to phase 2 section, page 26) 
Click here for quality measures being used for phase 2 of the project. 
 

  

 

Measurement for Improvement – Introductory Film 

A link to a film about measuring for improvement can be found  

(The NHS Institutes Resources are currently being moved to a new 

website so the links will be added asap) 
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Step 3 
 

 

 

Identify first approaches 
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Step 3 

 

There are two components in Step 3:  

 

 Component 1: Plan how to make your changes. 

 Component 2: Measure your improvements. 

 

These areas should be looked at together to ensure that the improvements you wish 

to make are achievable. 

 

Component 1: Plan how to make your changes 
 

It is now time to develop your strategy in order to 

achieve your aims, pulling together all the 

knowledge you have gleamed from Step 2: 

Moving from opinion to data.  

 

 

Driver Diagram 
 

A great way to very simply display the strategy is in a Driver Diagram. This outlines: 

 

 the aims of the project 

 primary drivers – what areas need to be looked at to achieve those aims 

 secondary drivers – detailed information on what pieces of work need to be 

completed which will ensure delivery on the primary drivers.  

 

An example of a completed Driver Diagram is shown in Figure 12 
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Figure 12: Example of a completed Driver Diagram 
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It is advisable to take some time completing your own Driver Diagram.  

This is important because the Driver Diagram represents the strategy 

which supports the success of your project. If the strategy is wrong you 

will not achieve your aims.   

 

 
Driver Diagram 

Blank template- (Appendix 2, page 101) 

 

 

 

Mapping your service - essentially making a process step picture of how your service 

works, is an essential step. It is rather like an architect drawing plans detailing how to 

change or build a house. It allows lots of people to understand your processes 

quickly.  

 

Mapping can be as simple as putting sticky notes on a wall detailing each process 

step. It can also be a more developed exercise, such as Value Stream Mapping 

where the flow of value is mapped. This value based mapping is dependent on the 

identification of value. Use the information you collected in Step 1 – Component 3 

using techniques such as Experienced Based Design.  

 
 

  Value Stream Mapping 

If Value Stream Mapping is new to you download this guide from  
 

(The NHS Institutes Resources are currently being moved to a new website so the 

links will be added asap) 

 

Through your driver diagrams and mapping you will be identifying changes to make 

during the next Step. You need to ensure these are documented, including who will 

be making the changes, clearly. A great way of doing this is by using a Problem and 

Countermeasure Sheet. This is a form that details the problem to be solved, the 

identified countermeasure, who will be responsible for overseeing the change and 

finally when it should be completed by.  

 

 

https://www.aquanw.nhs.uk/content_items/7663
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Problem and Countermeasure Sheet 

You can download a copy and guidance for the use of a Problem and 
Countermeasure Sheet from 

(The NHS Institutes Resources are currently being moved to a new website so the 

links will be added asap) 

You can also find a blank Problem and Countermeasure sheet in Appendix 2. 

 

Boston Box 
 

You now know exactly how you are going to approach each improvement in order to 

meet your aim/s.   

 

It is useful at this stage to use the Boston Box, an example of which is shown at 

Figure 13.  As can been seen from this example, the secondary drivers from the 

Driver Diagram (Figure 12, page 58) have been plotted onto the Boston Box in terms 

of the level of impact versus the ease of implementation.  

 

Once plotted, the information on the Boston Box can then be used to support you in 

the preparation for wider implementation.   

 
Figure 13: Example of a completed Boston Box 
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Boston Box 

Blank template - (Appendix 2, page 100) 

 

 

Component 2: Measure Your Improvement 
 

As you can see from Figure 4: Driver Diagram, on 

page 30 under each of the primary drivers there 

are areas marked as ‘Measure’.  In the example 

Driver Diagram you will note that these are not 

true measures. However, the reason why they 

have been included here is because they are 

improvement areas taken from The Mandate 

(2012) which sets out the Government’s ambitions for how the NHS needs to 
improve from April 2013 through to March 2015. Because of the importance of The 

Mandate you may find this a useful starting point for developing your own measures. 

 

Don’t forget to make your measures SMART: Specific, Measurable, 
Achievable, Relevant and Time-bound 

 

 
 

 
The Mandate: A mandate from the Government to the NHS 

Commissioning Board 

This document is available on the Department of Health website: 

http://mandate.dh.gov.uk/ 

 

 
When considering which measures to use it is useful to split them into two different 

types.  

 

The first, called ‘team level’ measures tell you how well you and your service is 

doing. For instance, answering the question “How do you know you are doing a good 
job?” These measures need to be collected and displayed long term.  

 

An example of this type of measure would be sickness and absence rates. 

http://mandate.dh.gov.uk/
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The second type, called ‘improvement level’ measures support your improvement 

changes. These measures are more short term. They are based around 

understanding specific improvements rather than your whole service.  

 

An example of this type of measure would be before and after process timings 

for something like a medicines round. 

 

Collecting data is only half the story 
 

 

You and your team need to think about how  

You will display and use the data you have 

collected.  

 

The Productive Series of improvement 

programmes detail the use of Knowing How we 

are Doing boards (see Figure 14). These are 

visual display boards that feature both ‘team 
level’ and ‘improvement level’ measures. They 

are usually put up in an area where all of your 

team can see them and are also used to form 

the structure of team meetings.  

 
 

Knowing How We Are Doing 

Download The Productive Ward Knowing How We Are Doing guide from  
 

(The NHS Institutes Resources are currently being moved to a new website so the 
links will be added asap) 

 

 
 
 

You don’t have to display all your data as  
traditional run charts. Again, the Productive  

Series programmes advocate the use of  

Innovative formats such as Safety Crosses 

(see Figure 15). These are particularly  

useful for data such as falls or incidents.  

 
 

Figure 14 – Example of a Knowing 

How We Are Doing Board 

Figure 15 – Example of a Safety Cross 
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Safety Crosses 

Download The Productive Ward Knowing How We Are Doing guide from 
(The NHS Institutes Resources are currently being moved to a new website 

so the links will be added asap) 
 

 

Once created, a Knowing How We Are Doing board is an ideal place top have your 

team meetings around. The section of the board based around your ‘team level 
measures’ should be balanced. For instance, feature an even spread of quality, 

patient / carer experience, staff experience and productivity focused measures. You 

can then use the same structure to review each area (for example quality) as a team. 

You can make this easier by adding action notes to the board as a reminder of what 

was agreed in previous meetings and keeping track of progress.  

 

Visual Management 
 

Visual management refers to the techniques of ensuring you can find out the status 

of something, someone or a workplace within a few seconds.  

 

One example of this is a Patient Status at a Glance board from the NHS Institute for 

Innovation and Improvement’s Productive Series. This is a visual management board 
that shows the status of all patients in a ward or a community team in summary. This 

allows someone just coming on shift, or a manager, to obtain the status of all 

patients immediately.  

 

 Patient Status at a Glance boards
Create your own visual management board using the guidance from the 

Productive Ward (Ward based) / Productive Community Services 

(Community based) programmes – specifically the Patient Status at a 

Glance modules. Included is guidance on how to incorporate patient confidentiality 

requirements into your visual management.  

 

(The NHS Institutes Resources are currently being moved to a new website so the 

links will be added asap) 
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Figure 16 – Example of a Patient Status at a Glance visual management board 

 

 

 
Another example of the use of visual management is in workplace organisation. For 

example, the use of floor markings for the correct location of storage or notes 

trolleys.  

 
Another example is the use of Kanban (visual replenishment signal) in store 

cupboards. Re-order stock levels are marked on shelves either with tape or with re-

order cards, so when the last item before the re-order point is taken, the re-order 

card / signal is revealed. This ensures that replenishment does not rely on someone 

remembering to do a stock check once a week for example.  

 

Continuing the theme of store cupboards, visual management is not just used for the 

triggering of re-order points. It can be used to help staff find and identify the correct 

items in seconds.  

 

 

Number	 Name	 Status	 Care	Co	 Status	1	 Status	2	 Discharge	

Plan	in	

Place	

Level	of	

Obs	

Room	

1	 AA 2	 VP	 R	 Willow	

2	 AB 5	 AM	 R	 Oak	

3	 AC	 1	 AM	 R	 Oak	

4	 AD	 2	 GH	 2	 Oak	

5	 AE	 2	 AM	 2	 Pine	

6	 AF 2	 KL	 2	 Pine	

7	 AG 5	 TY	 R	 Oak	

8	 AH 2	 TY	 2	 Willow	

9	 AI 1	 AM	 2	 Willow	

10	 AJ 2	 VP	 2	 Oak	
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The one thing that is often forgotten with the use of visual management is the need 

to uphold the standard. Consider one of the most common visual management  

 

techniques seen in everyday life – the double yellow line. The double yellow line 

shows motorists where they cannot park or stop. The consequence of doing so is a 

swift issuing of a ticket. 

 

What would happen if there was no enforcement? Well over a period of time 

motorists would start parking on double yellow lines, causing problems with traffic 

flow and safety. While we are not suggesting issuing tickets, the principle of audit 

and the upholding of the new visual standards is important. Without these principles 

visual management will not be adopted successfully.  

 
 

 

 
  

  

 

Visual Workplace Management 

Create your own visual workplace management using the guidance 

from the Productive Ward (Ward based) / Productive Community Services 

(Community based) programmes – specifically the Well Organised Ward / Well 

Organised Working Environment modules.  

 (The NHS Institutes Resources are currently being moved to a new website so 

the links will be added asap) 
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Step 4 

 
 

 

Implementation 
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Step 4 
 
With all of the preparation you have put in by working through Steps 1 to 3, you are 

in a very good place to successfully make changes as a team or service.  

 

Component 1 – Make your changes 
 

Follow your schedule of changes in your 

Problem and Countermeasure Sheet but 

ensure your team are supported. Pay particular 

attention to those changes that require 

stakeholders from beyond your team for 

success.  

 

It is often a good idea to start with a small change to test first. In that way you can 

adjust the process and learn about making the change in a low risk fashion. See 

Step 5.  

 

From the learning from your small cycles of change consider ways of making the 

transition to wider implementation as easy and as pain free as possible.  Some 

possible reasons which aid or restrict wider implementation are outlined below: 

 

 Leadership 

 Culture 

 Structure 

 Systems and processes 

 Policies and procedures 

 Skill mix 

 Training 

 Information 

 Time 

 Government agenda 
 
It is likely that there will be others which relate to your own organisational ways of 

working.   

 

It is important to take the time not only to identify the reasons but to 

also consider ways of capitalising on areas which aid improvement and 

reduce (or remove completely) the impact of those which don’t.  
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Step 5 
 

 

 

Test your teams improvements 
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Step 5  
 
Component 1 – Learn and adapt 
 
Plan, Do Study Act (PDSA) Cycles 
 

The use of PDSA cycles is part of The Model for Improvement, shown in Figure 19 

on Page 91. 

 

It is useful to use PDSA cycles to test out in bite sized chunks your design, revising 

and refining each PDSA until you reach the point where you are sure that your 

design will definitely deliver your aims. Figure 17 demonstrates the point that it is 

likely that a number of PDSAs will need to be completed before your design is ready 

to implement.   

 

Figure 17: Use of PDSAs to test out change 

 
 
It is unlikely that the processes you change within your team will be exactly right from 

day one. You will adjust and learn many times. Either formally or informally you will 

be using the Plan, Do, Study, Act cycle.  
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PDSA examples from phase 1 test sites 

You can download some examples of PDSA’s done by phase 1 test sites including 

a blank template. 

Example 1 Training and Physical Health Awareness 

Example 2     Smoking Cessation Programme  

Example 3     Shared Care Agreement Development 

Example 4     PDSA template 

 

https://www.aquanw.nhs.uk/content_items/7777
https://www.aquanw.nhs.uk/content_items/7778
https://www.aquanw.nhs.uk/content_items/7779
https://www.aquanw.nhs.uk/content_items/7780
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Step 6 
 

 

 

Cement and spread your 

improvements 
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Step 6 
 

Component 1 - Make your changes stick 
 
 
To ensure effective implementation and 

sustainability the following should be considered: 

 
 

Action planning 
 

You are now ready to start implementing your improvements. It is important at this 

stage to have documented in the form of an action plan what needs to be done, who 

is responsible and when each action needs to be completed by in order to ensure 

you keep on track with implementation.    

 

 

Action Planning 

Further information including an example of an action plan is available to 

download from  

(The NHS Institutes Resources are currently being moved to a new  website so the 

links will be added asap) 

 

General advice  
 

In addition to the points already made in this section the following points should be 

acted upon to ensure implementation and sustainability: 

 Keep decision makers involved so they can keep the improvement/s on the 

agenda. 

 Keep people informed of developments and how the improvements affect 

them. 

 Manage fears and concerns raised by staff – how they feel about the 

improvement is critical to the project’s success. 

 Continue to involve people living with dementia and their carers every step of 

the way. 

 If things aren’t going to plan refer to the governance arrangements in place in 
order to take action. 

 Keep measuring even after implementation is complete to ensure that the 

improvement isn’t reverting back to what it was before. 

 Keep gathering data! 
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Audit and standard operating procedures 

 

The practical backbone to any changes and improvement work are the standards 

(sometimes called standard operating procedures) created to record and document 

the new ways of working.  

 

These standards are written by the team doing the work and are designed to be an 

operational document - to be updated when the process is updated. Standards 

ensure that knowledge about how best to run a process, or carry out a task, is 

retained within your team or organisation. This means that the organisation can build 

a portfolio of knowledge that is not at risk when someone is on holiday or perhaps 

leaves the organisation. More importantly, it ensures that once a method or way of 

carrying out a process or task has been identified that increases quality and 

productivity, it is communicated easier to others. 

 

In relation to the PDSA cycle, where 

a process gets stronger with each 

test cycle, the standard can be seen 

as the wedge that stops the PDSA 

cycle from slipping back (see 

Figure18). For example, a new 

process slipping back to the old way 

of doing things.  

 

 

 

Audits tend to have a bad name, but they are essential to maintain a new way of 

working. Using the ‘standard’ as the basis of an audit, audits should be carried out 
frequently at the very beginning of a new way of working. Once the audit shows the 

new way of working is reliable, then the frequency of the audit can be reduced. Note 

that the audit should not be stopped completely.  

 

If you meet resistance when using audits to maintain new ways of working, consider 

two things: 

 

 The first is that the new process has been designed by the team, and so the 

content of the standard has been created by the team. Thus the audit of the 

way the team is working is only concentrating on factors the team decided 

Figure 18 – Standard creating a wedge 
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together. This illustrates the need to ensure the team is involved in the 

change from the very beginning.  

 

 Secondly, upholding standards using audit is used everywhere in everyday 

life. It is nothing new. Consider double yellow lines. Double yellow lines are a 

form of visual management to stop people parking in places that obstruct the 

flow of traffic. What would happen if no one upheld the standard? For 

example if no one patrolled and checked that cars were not parked on a 

double yellow line? Very soon, people would ignore the double yellow lines, 

and the flow of traffic would be greatly affected. Upholding the standard 

through audit is essential. 

 

 

CASE STUDIES 

 
Case Study 1               Five Boroughs Partnership NHS Foundation Trust 

  

 

Improvement activity  Established a local project group with membership 

from primary care, local authority and secondary 

care services.  

The group has helped develop a database to 

record physical health screenings which will 

hopefully be accessible to both primary and 

secondary care partners. Process has improved 

communication channels between primary and 

secondary care.  

Stakeholders 

 

GPs, health and well being nurses, public health 

leads, health improvement teams, social services, 

local pharmacist, service user rep, service users, 

business manager, nurse consultant, consultant 

psychiatrist, line manager, support 

worker/assistant practitioner and Occupational 

‘The team have been enthusiastic in delivering improvements with their Service 

noting the real benefit evidence has given us to engage productively with 

commissioners’. 
Service Manager 
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Therapist.  

 Service user involvement 

 

 Involved with initial planning, and have been in 

every stage in the process thus far including 

production of GP information leaflet and DVD. 

Click here to see the You Tube film done by the 

team and service users. 

http://www.youtube.com/watch?v=x3zgM46Ne6w 

 

The process 

.  

We contacted each agency and arranged a series 

of meetings with a common goal. We ensured that 

communication channels were open and it was a 

two way process. Utilising the plan do study 

approach we have progressed a structure which 

has allowed us to build a platform on which to 

move on. The PDSA helped us be clear about our 

aim, who was responsible and within what 

timeframe to complete the process.  

Outcomes of the improvement 

activity. 

We have more access to services that are available 

in primary care. We have more information and 

are in touch with the relevant people from each 

service. Utilising all the above we are beginning to 

improve the physical health and wellbeing of the 

service users.  

 

 Cost implications/benefits  Buying equipment to carry out the physical health 

assessments.  

 learning from the improvement 

activity 

The importance of checking physical health as very 

few service users had assessments.  

The gaps in the communication between primary 

and secondary care.  

In –house IT recording system requires much 

improvement as no physical health information is 

in one place or as a mechanism to flag up if there is 

a concern or when next screen is due. 

The enormity of the task to bridge the gap and the 

man power it will require.   

 

 

 

 

http://www.youtube.com/watch?v=x3zgM46Ne6w
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Case Study 2                Cheshire and Wirral NHS Foundation Trust 

 Improvement activity  During the project the team has been able to 

introduce a more rigorous system of health 

screening at baseline, 3 month and annual 

intervals. Staff have been identified and trained 

to complete these checks and a system of 

recording this electronically has been developed. 

Stakeholders 

 

Clinical Lead and 3 support workers 

Top Tips 

Projects when engaging with numerous stakeholders you can find that progress 

quickly slows down, in particular when the team starts suddenly referring 

numerous service users to a new service like Health Trainers. It is worth noting 

the following; 

1. Clarify referral criteria as many primary care service not accept people 

with a severe mental illness until it is evidenced they are stable or that the 

mental health support worker attends every session(this means every 

referral to a specific activity a support worker will have a physical health 

assessment). This is an inefficient use of staff time and so you will need to 

set out a shared agreement and protocols with the Health Improvement 

Team (HIMP) to avoid support workers being constantly assessed. 

2. Feedback to Health trainers and the HIMP any concerns about the length 

of some activities e.g. 10 week weight management programme which isn’t 
long enough and service user may require more individual support. 

3. Develop a small project through building a relationship with HIMP team to 

test out new ways of working with service users with SMI. 

4. Train key staff through accessing Gym trainer courses or other physical 

activity NVQ qualifications. 

5. Open day events offer the opportunity to invite health and wellbeing teams 

to promote healthy lifestyles including charities that offer advice on 

Diabetes, stroke and other cardiovascular conditions. 

‘We found the process very positive, I was amazed to see the improvements made 

by the team and their enthusiasm in the processes’. 

Service Manager 



  

 

 

77 

 

Service user involvement 

 

Not at time as hadn’t identified a service user 
which has since changed. 

The process 

.  

Use of PDSA was beneficial, and having regular 

meetings with group to discuss implementation 

and any problems. 

Outcomes of the improvement 

activity. 

Regular physical health check outcomes can be 

accessed on electronic record.  

Treatment has been reviewed as a result. Physical 

health as an agenda item in MDT and with clients. 

 Accessing community and local gyms with clients. 

 cost implications/benefits  None 

 Team learning Implementing change is not easy and does 

not happen quickly.  

There does need to be a project lead in 

each team otherwise it will lose 

momentum.  

Whilst we were able to introduce new 

clients to baseline and health checks, it 

was difficult to ‘mop up’ checks on 
existing clients and where colleagues were 

up to. Even though colleagues were 

allocated specific roles ,  

 Required an overall review of cases 

because of the number of clients who had 

not been seen for a health check. 

This resulted in a change of approach by 

allocating support workers to specific care 

coordinators as opposed to the workers 

doing either baseline, 3 monthly or annual 

checks. 

We also became aware that people were 

recording the information either on paper 

or electronically. A further meeting led to 

an agreed consistent approach to be 

recorded electronically. 
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Case Study 3                         Pennine Care NHS Foundation Trust 

 

 Improvement activity  To develop a physical health clinic that ran 

alongside an existing Consultant Out-patient clinic 

to encourage service users to participate in a 

Top Tips 

Electronic systems across services are not necessarily fully connected, 

particularly across primary and secondary care. When looking to improve 

recording electronically the following tips might be helpful; 

1. Internal systems can contain numerous documents which incorporate 

physical health data but do not exist in one place. Contact the trusts IT 

department to feedback issues in recording, finding and flagging up data on 

physical health 

2. External partners utilise different electronic systems which do not 

necessarily feed data through to your system. Check with your path lab that 

you can access primary care data. Set up regular meetings/line of 

communications with practice nurses focused on the SMI register. 

3. Outlook Calendars a tool used by many to manage their diaries. The 

calendar is a useful reminder tool and can be used as a flagging system for 

reminding team when physical health screens are due and by whom. 

4. Read only Data systems are being used in some areas by primary care 

which can be accessed by secondary care services but not changed. 

These systems give an immediate view of when screening has occurred in 

primary care. 

5. Paper systems are helpful in the short term to cover gaps in the electronic 

system but you need to ensure your IT department is aware of the gaps 

and your feedback is essential in ensuring future development of IT 

systems are not duplicatory or create yet another electronic form that 

doesn’t fully meet your needs. 

‘At Pennine we have developed a really positive working relationship with the 
health improvement team, which has enabled us to pursue developing the physical 

health clinic’ 

Team Manager 
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physical health screen.  This incorporated an 

assessment of diabetes risk and structured 

assessment of side effects (LUNSERS).  The activity 

has also included building links with GPs and Local 

Health Improvement Team so that we are able to 

directly refer and working jointly with our 

colleagues to offer 1:1 interventions away from 

the clinic including smoking cessation and dietary 

advice.  A training session is planned by a dietician 

to support staff in use of motivational techniques 

around diet and health improvement.  

Who did you involve? 

 

Band 5 Mental Health Nurse, Mental Health Social 

Worker, Support Time and Recovery Worker and 

health Improvement Trainer.  

 Service user involvement 

 

Other than participation in the clinic no as 

difficulty in finding a service user at the time. 

What was the process 

.  

 Discussion within MDT meetings to agree on the 

structure of the clinic and assessment tool to be 

used.  Exploration of what activity GPs in relation 

to physical health with service users on one Care 

Co-ordinators case load.  

Outcomes Service Users that participated in the offer of a 

health check have a completed physical health 

screen, assessment of diabetes risk and LUNSERS.  

Care Coordinator and GP informed of any advice 

and action.  This is reviewed at subsequent 

appointments.   

 Cost implications/benefits to this 

improvement? 

Staff time; one afternoon per week.  It is perhaps 

too early to say what any health benefits might 

be.  

Team learning Without the enthusiasm of 1 individual staff 

member who was willing to take this forward in a 

world where there are competing clinical and non 

clinical pressures this would have taken longer to 

implement. So find someone who has a genuine 

interest to take a lead. 

Service users have been interested in having the 

health check and happy to be referred for 

additional support/advice.   

The team need to consider how to reach service 

users that traditionally are hard to engage and do 

not attend Out-patient appointments. 
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Case study 4                   Lancashire Care NHS Foundation Trust 

 

Improvement activity To improve the ECR Blood Authorization 

Who did you involve? 

 

Path Lab 

Consultant Psychiatrist 

RMO 

Case Manager  

Medical Secretary 

Medical IT lead 

 Service user involvement 

 

Not at this stage as we were still in process of finding 

a service user rep. 

Describe the process used in the 

improvement activity? 

.  

PDSA cycle x6 

1Preliminary Meeting 

2.Liason meeting with Path Lab 

3.IT support conversation 

4. Training on use of Outlook reminders 

5.Conversation with Lead ECR Physical Health Module 

on e-CPA 

Top Tips 

 When implementing a new clinic for physical health screening it is important to 

work this in alongside clinics that are already attended by service users. This 

avoids service users having to attend different appointments particularly when a 

physical health screen can be done whilst they are waiting to see the Psychiatrist. 

1. Identify champion who is willing to drive the improvement forward 

2. Ensure the champion has the support of the team and particularly the 

Manager so they are not in a situation of work overload. 

3. Health Improvement teams need to be working alongside staff to engage 

in any possible interventions such as smoking cessation advice, referral to 

community based groups/sessions. 

4. Recording of completed screening and any issues/concerns raised to be 

noted in the CPA system. 

5. Learning from running a test clinic needs to be spread across the rest of 

the service. Use trust newsletter to promote the work. 

 

 The project has built on the work of the trust in improving the physical health 

screening and interventions of service users across early intervention services. 

Service Manager 
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6. Re-visit and monitor time appropriate review of 

blood authorization via Lead identified person 

Outcomes Now use an Outlook calendar reminder which has 

given us a quick and easy way to flag up 

appointments. 

Improved awareness of existing facility on ECR for 

physical health monitoring 

Improvement in timeliness of reviewing and acting 

(intervening) upon blood investigation results 

 

 

 

 Cost implications/benefits to this 

improvement? 

No Cost issues. 

Team learning Effective Resources were available albeit not 

utilized. 

Barriers to resolution/solution were: 

 

 Team members not having the time to sit and 

reflect on the process and change needed. 

Lead person not identified to take the process 

forward 
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Appendix 1 
 

Policy, Guidance & Background 
to the AQuA Six Step 
Improvement Model 
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The national case for improvement 
 

 

The Case for Improvement 
 

 The Mandate, A mandate from the Government to the NHS Commissioning 

Board: April 2013 to March 2015 (Department of Health, 2012).  

 

 The three outcomes frameworks (Department of Health 2012): 

 Adult Social Care Outcomes Framework 2013/14. 

 Public Health Outcomes Framework 2013/14. 

 NHS Outcomes Framework 2013/14. 

 

 

The Commissioning Case for Improvement 
 

 Health and Wellbeing Boards (HWBs) 

 Greater understanding of the population and as a result be able to 

influence the commissioning of more responsive services to meet the 

needs of people.  

 Ability to ensure resources are used in the most effective way.  

 Support the development of the Joint Health and Wellbeing Strategy 

(JHWS). 

 Evidence for the Joint Strategic Needs Assessment (JSNA).  

 

 Clinical Commissioning Groups (CCGs) 

 Focus on CCG population, ensuring a uniformed approach to diagnosis 

and care is adopted, through being able to commission services across a 

wide geographical area.  

 Ability to commission more collaborative/joined up/integrated services. 

 Reduction in emergency admissions due to better management. 

 Support in meeting the requirements of the CCG Outcomes Indicator Set 

(CCGOIS) for 2013/14 (NHS Commissioning Board, 2012). 

 

 Commissioning Support Units (CSUs) 

 Increased understanding of the CCG populations enabling more informed 

support to be provided to CCGs. 

 Support the development of collective power, enabling services to be 

commissioned at scale. 

 Negotiating contracts to ensure resources are placed where they are 
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needed in the most cost effective way. 

 Positioning the organisation in the competitive and market environment 

through demonstrating the ability to provide high quality commissioning 

support services. 

 

 Local Area Teams (LATs) 

 Increased understanding of local populations and needs.  

 Effective support to local commissioners. 

 Meeting the requirements of the three outcomes frameworks. 
 

 

 

 Clinical Senates 

 Provide informed advice and leadership to HWBs and CCGs. 

 Meeting the requirements of the three outcomes frameworks. 

 

 Clinical Networks 

 Support local commissioners to reduce variation and encourage innovation 

of dementia services. 

 Meeting the requirements of the three outcomes frameworks. 

 

 Social care commissioning 

 Greater understanding of the population and as a result be able to 

commission responsive services to meet the needs of people. 

 Ability to ensure resources are used effectively in the most efficient way. 

 Ability to commission more collaborative/joined up/integrated services. 

 Meeting the requirements of the Adult Social Care Outcomes Framework 

(2013/14). 

 

 

The Primary Care Provider Case for Improvement 
 

 GP Practices 

 Reduction in admissions due to crisis situations. 

 Support in promoting independence. 

 Increase health related quality of life for carers. 

 Support with Quality and Outcomes (QoF) targets in relation to dementia. 

 Delivery of the Direct Enhance Service (DES) for dementia for 2013/14. 

 

 Care Homes 
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 Provide increased quality of service to those who need it. 

 Increased staff awareness. 

 Reduction in admissions to hospital. 

 Support with meeting care home regulations. 

 Evidence for Care Quality Commission (CQC). 

 

 

The Community Care Provider Case for Improvement 
 

 Increased collaborative/joined up/collaborative working. 

 Support in promoting independence. 

 Meeting the requirements outlined in the NHS Outcomes Framework (2013-16). 

 
 
 
 
 
 
 

 

The Secondary Care Provider Case for Improvement  
(including mental health provision) 

 

 Provide increased quality of service (including appropriate discharge). 

 Reduced length of stay (and reduction in the subsequent penalties attached to 

this). 

 Supporting carers appropriately. 

 Meeting the requirements outlined in the NHS Outcomes Framework (2013-16). 

 Meeting the requirements of CQUINs (Commissioning for Quality and Innovation) 

for 2013/14 (Commissioning Board, 2012). 

 

 

The Social Care Provider Case for Improvement 
 

 Increased quality of services provided. 

 Reduction on discharge penalties. 

 Wider engagement with providers (eg health, third sector, housing) to provide 

more  

collaborative/joined up/integrated services. 

 Meeting the requirements outlined in the Adult Social Care Outcomes Framework 

(2013/14). 
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The Public Health Case for Improvement 
 

 Meet the requirements outlined in the Public Health Outcomes Framework (2013-

16). 

 

 

Local Health watch/Citizens’ Panels Case for Improvement 
 

 Give people, citizens and communities a strong voice in the development of care 

and support services. 

 Challenge the current state of play to drive improvements and innovation. 

 Share learning widely (including HWBs, Health watch England, Clinical Senates 

and Clinical Networks). 

 

 

Research and Industry Case for Improvement 
(including AHSNs [Academic Health Science Networks], NIHR 
[National Institute for Health Research], ESRC [Economic and 

Social Research Council] & 
LETB [local Education and Training Boards]) 

 

 Support the government’s drive to see an increase clinical research. 
 Invest in actively looking at ways of driving improvement, innovation and spread, 

working together and with health and social care. 

 
 

More about AQuA 
 

AQuA works in the following ways: 
 

AQuA Analytics 

Provides easy access to the best available evidence and to examples of good 

practice locally and globally. Supplies benchmarked intelligence to highlight 

opportunities for improvement and to measure progress. 

 

AQuA Action 

Offers a range of quality improvement initiatives to engage frontline staff and leaders 

in developing innovative solutions and rapidly spreading best practice. 
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AQuA Partnerships 

Links the Membership directly to the best UK and international expertise through 

partnerships with organisations such as The King’s Fund and the Nuffield Trust. 
 

AQuA Academy 

Presents opportunities for learning about improvement for all groups of staff. It brings 

together like minded individuals in ‘communities of practice’ to develop their 
knowledge and skills as part of the AQuA Associates programme. 

 
 

Learning from the Productive Series 
 

The NHS Institute for Innovation for Improvement’s Productive Series of 
improvement programmes have been very successful in helping healthcare teams 

and organisations apply Lean and other industrial engineering techniques to help 

improve quality and productivity.  

 

Due to the scale of their application (both nationally and internationally) there is 

important learning for any team or organisation thinking of using similar techniques.  

 

The Kings College Research Unit and the NHS Institute for Innovation and 

Improvement* conducted a joint study to identify lessons.  

 

The report found that the success of programmes like the Productive Ward was 

reliant on how teams and organisations prepare and build the case for change rather 

than how well the ‘technical improvements’ are implemented.  
 

So just as this AQuA Six Step Improvement Model suggests in Steps 1 to 4, the 

emphasis on the improvement effort should be in getting ready and creating the case 

for change, rather than rushing to make improvements straight away.  

 

The report also suggests a number of factors that leaders in organisations can 

consider to ensure spread and adoption. These have been cross-referenced to the 

Steps in this AQUA Six Step Improvement Model: 

 

1. Connecting with wider social and political agendas (including national policy 

imperatives), particularly to secure resources and negotiate incentives. See 

Appendix 1. 
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2. Understanding the needs and characteristics of potential adopters, ensure the 

meaning of the innovation is clear to them and the adoption decision is made as 

simple as possible. See Step 1 – Components 2 and 4.  

 

3. Engaging potential adopters at all stages: for example, in development and end-

user testing to target the innovation appropriately, enable ease of access to the 

innovation, provide support for 

implementation, and promote positive relationships and client-centeredness. See 

Step 1 – Component 4.  

 

4. Engaging respected individuals to champion the initiative, publicise the work of 

‘leading’ organisations, identify change agents and networks to connect and spread 
clear information and learning about the innovation. See Step 1 – Component 4. 

 

5. Providing clear information about the benefits of the innovation in terms of the 

potential for: advantage, compatibility with organisational goals, straightforward 

implementation, trial and adaptation to local contexts, and observable improvement. 

See Step 1 – Component 1. 

 

6. Providing clear information about the operational attributes of the innovation in 

terms of operational goals, usefulness, feasibility and stages of implementation, and 

what type of knowledge is required. See Step 3 – Component 1. 

 

7. Supporting adopting organisations to examine their organisational context to 

identify facilitating factors such as resourcing, leadership, skills, knowledge-base, 

transferable know-how, ability to evaluate the innovation and receptivity in terms of 

vision, values and goals, as well as critical success factors for organisational spread.  

 

*Kings College Nursing Research Unit. NHS Institute for Innovation and 

Improvement. (2010): Improving healthcare quality at scale and pace - Lessons from 

The Productive Ward: (Releasing Time to Care) programme. COVENTRY: NHS 

Institute for Innovation and Improvement 
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Appendix 2: 
 

Improvement templates & 
support tools 

 
 
 
 
 
 
 

 
Model for Improvement 

Project Charter 

Fishbone Diagram 

Fishbone Diagram – Stakeholder Template 

Kotter Framework – Creating a guiding coalition 

Problem and Countermeasure Sheet 

Boston Box 
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Model for Improvement 
 
The Model for Improvement, shown in Figure 19, is a nationally recognised 

improvement tool which is used in many countries around the world.  It provides a 

great framework for developing, testing and implementing changes that lead to 

sustainable improvements. 

 
Figure 19: The Model for Improvement 

 

 
 
If you haven’t used the Model of Improvement before it is strongly recommended that 

you familiarise yourself with this.   

 

 

The Model for Improvement 
Download a guide to using the Model for Improvement from the AQuA 

Portal (which can be found in the Generic Improvement Materials 

workbook)  

https://www.aquanw.nhs.uk/users/sign_in 

 

 

 

https://www.aquanw.nhs.uk/users/sign_in
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Project Charter 

 

Below is a project charter template* for you to photocopy or use to create your own 

charter document. Alternatively you can download an electronic copy from:  

 

 

 

 

 

 

 

Project Title: 

Prepared by Date   Executive Sponsor 

   

Project Information 

Project Aim  

 

Rationale 

 

(Provide reason for the project. Identify the problem to be 

addressed.) 

 

 

Key Area of Focus  

 

Project Charter 

You can download this charter from the AQuA Portal 

https://www.aquanw.nhs.uk/users/sign_in 

 

https://www.aquanw.nhs.uk/users/sign_in
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Start Date 
 

 
Projected End Date  

Project Objectives (SMART): 

Statements of specific, measureable, achievable, relevant  timely outcomes 

 

 

Project Scope – IN Project Scope - OUT 

  

  

  

  

Expected Benefits: 

Benefit  

 

Measure 

 

Stakeholder 

What is the benefit? What is the measure? Who benefits? 

   

   

   

   

Key Milestones (stages of the project plan): 

Milestone Start Out 
Define & 

Scope 

Measure & 

Understand 

Design & 

Plan 

Pilot & 

Implement 

Sustain & 

Share 

Target 

Completion 

Date 
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Project Team: Role: Time commitment: 

   

   

   

   

Additional Resource Requirements: 

eg staff time, specialist/expert input, equipment and materials.   

 

 

 

Additional  information: 

 

 

 

 

 

 

*Reference: NHS Institute for Innovation and Improvement ‘The Handbook of Quality Improvement Tools’ 
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Fishbone Diagram 

Below is a blank template for a Fishbone Diagram. Either photocopy it or sketch out 

the template on a flipchart for use with your team.  
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Fishbone Diagram – Stakeholder Template 
 
Below is a template featuring the labels required for a stakeholder analysis using a 

Fishbone Diagram. Use the template to list the individuals or roles against each 

section of your fishbone.  
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Kotter Framework - Creating a guiding coalition 
 
Creating a guiding coalition is the second step of the Kotter Transformation 

Framework. Kotter’s Transformation Framework features eight steps: 

http://www.kotterinternational.com/our-principles/changesteps/ 

 

Step 1: Establishing a Sense of Urgency 

Help others see the need for change and they will be convinced of the importance of 

acting immediately.  

 

Step 2: Creating the Guiding Coalition 

Assemble a group with enough power to lead the change effort and encourage the 

group to work as a team.  

 

Step 3: Developing a Change Vision 

Create a vision to help direct the change effort and develop strategies for achieving 

that vision.  

 

Step 4: Communicating the Vision for Buy-in 

Make sure as many as possible understand and accept the vision and the strategy.  

 

Step 5: Empowering Broad-based Action 

Remove obstacles to change, change systems or structures that seriously 

undermine the vision, and encourage risk-taking and non-traditional ideas, activities, 

and actions.  

 

Step 6: Generating Short-term Wins 

Plan for achievements that can easily be made visible, follow-through with those 

achievements and recognize and reward employees who were involved.  

 

Step 7: Never Letting Up 

Use increased credibility to change systems, structures, and policies that don't fit the 

vision, also hire, promote and develop employees who can implement the vision, and 

finally reinvigorate the process with new projects, themes, and change agents.  

 

Step 8: Incorporating Changes into the Culture 

Articulate the connections between the new behaviours and organisational success, 

and develop the means to ensure leadership development and succession.  

 

The original paper detailing the eight step model can be found at: 

http://www.kotterinternational.com/our-principles/changesteps/
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Kotter, J P. (1995): Leading Change: Why Transformation Efforts Fail, Harvard 

Business Review, March / April, 59-67.  

 

Kotter’s Step 2: Creating a Guiding Coalition has particular importance to healthcare 

organisations. It explores the need to understand political influence in addition to 

hierarchical influence.  

 
Often in healthcare organisations we concentrate on briefing, engaging and getting 

the support of managers and senior leaders. While important, there are also many 

individuals who have huge influence on how teams and processes work – who are 

not necessarily high up in the organisational hierarchy. So consider – who carries the 

influence in your team? Who can sway opinion during conversations at coffee 

breaks? You need to involve these individuals throughout the whole process, right 

from the beginning.   
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Problem and Countermeasure Sheet 
 

Below is a blank Problem and Countermeasure Sheet template for you to photocopy 

or copy onto a flipchart for use with your team. Alternatively you can download an 

electronic version from: 

 

Problem and Countermeasure Sheet 

You can download this Problem and Countermeasure Sheet from (The 

NHS Institutes Resources are currently being moved to a new website 

so the links will be added asap) 
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Boston Box 

Below is a blank Boston Box template for you to photocopy or copy onto a flipchart 

for use with your team.  
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Driver Diagram  

Below is a blank template for a Driver Diagram. Either photocopy it or sketch out the 

template on a flipchart for use with your team. 

 

 

AIMS:

Primary Drivers Secondary Drivers
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Useful Links to help you with your project 

Papers  

Thornicroft, G, Physical health disparities and mental illness, British Journal of 

Psychiatry (2011) 199, 441-442 

De Hert et al, Physical illness in patients with severe mental disorders. Prevalence, 
impact of medications and disparities in health care, World Psychiatry 10:1 (2011) 
52-77 
 
Alvarez-Jiminez et al, management of antipsychotic-induced weight gain: 
systematic review and meta-analysis of randomised controlled trials. Br J 
Psychiatry. 2008 Aug 1;193(2):101-7 
 
Manu et al, Pre-diabetes in patients treated with antipsychotic drugs, 2012 

Apr;73(4):460-6. doi: 10.4088/JCP.10m06822. E publishing 2011 Dec 27. 

Richard Holt, Cardiovascular disease and diabetes in people with severe mental 
illness: causes, consequences and pragmatic management, PCCJ practice review 
(2012) 
Harison et al, Healthy weight in the North West population, (2008) issue 7, North 

West Public Health Observatory 

Curtis et al Metabolic abnormalities in an early psychosis service: a retrospective, 

naturalistic cross-sectional study, (2011) Early Intervention Psychiatry, 5(2) 108-114 

Policy and guidance documents 

Lester UK Adaptation Positive Cardio-metabolic Health Resource 

www.rcpsych.ac.uk/quality/NAS 

Royal College of Psychiatrists (2012).Report of the National Audit of Schizophrenia 

(NAS) 2012 London: Healthcare Quality Improvement Partnership. 

National Institute of Health and Clinical Excellence (2009) Schizophrenia: Core 

Interventions in the Treatment and Management of Schizophrenia in Primary and 

Secondary Care. Clinical Guideline 82.London: NICE.    

 

 

 

 

http://www.rcpsych.ac.uk/quality/NAS
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Other Resources 

www.rethink.org/about-us/health-professionals/physical-health-resources This site 

gives you access to Rethinks work, guidance and tools on physical health checks. 

To access the tools you will need to register your interest. 

www.rcpsych.ac.uk/mentalhealthinfo/improvingphysicalandmh.aspx This site gives 

you access to a wide range of tools, guidance and articles on physical and mental 

health. 

 

 

http://www.rethink.org/about-us/health-professionals/physical-health-resources
http://www.rcpsych.ac.uk/mentalhealthinfo/improvingphysicalandmh.aspx
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Presentation from learning events in phase 1 
 
 

 Don’t just screen intervene 
Julie Cullen 
Presentation giving you an outline of the don’t just screen intervene project 

 Overview of Improvement Methodology 
Bernie O’Hare  
Good resource for identifying key improvement methodologies 

 Mersey Care Early Intervention Service (Liverpool) Current Practice Addressing 
Physical Health 
Julie Clitheroe 
Outline of the PDSA work Mersey Care have done with service users 

 Protecting the cardio-metabolic health of young people with early psychosis. 
An Overview of the Evidence and Introduction to the Cardio-Metabolic Health 
Resource 
Dr David Shiers 
An introduction to the cardio metabolic health tool 

 Physical Health Checks – West Cheshire Early Intervention in Psychosis team 
Andrew Pulford 
Overview of work done by West Cheshire team on improving physical health checks 

 Halton and Warrington Early Intervention in Psychosis Team 
David Hindley 
An outline of work done by Five Boroughs team in improving physical health of 
service users 

 An Electronic Physical Health Record in Mental Health 
Dr Mike Robson 
An introduction to the dashboard developed by Lancashire Care to improve the 
physical health screening of service users 

 Highlights from the National Audit of Schizophrenia and Schizophrenia 
Commission 
Julie Cullen 
Two national documents that highlight the current state of physical health screening 
of people with an SMI 

 Audit Don’t just screen - intervene 
Paul Greenwood 
An outline of the findings from the first audit of the 5 teams within the project 

 Smoking Cessation in Mental Health 
Tim Bradshaw 
Introduction to research on smoking cessation in Mental Health, University of 
Manchester 

 MMHSCT/CLAHRC/MAHSC joint project 
Michael Spence 
An introduction to the project on physical health across North Manchester mental 
health trust. 
 

 SALFORD HEALTH TRAINER SERVICE HELPING YOU TO HELP YOURSELF 
Rosie Wright 
An introduction to the work of Health Trainers in Salford 

https://www.aquanw.nhs.uk/uploaded_files/184
https://www.aquanw.nhs.uk/uploaded_files/183
https://www.aquanw.nhs.uk/uploaded_files/182
https://www.aquanw.nhs.uk/uploaded_files/182
https://www.aquanw.nhs.uk/uploaded_files/180
https://www.aquanw.nhs.uk/uploaded_files/180
https://www.aquanw.nhs.uk/uploaded_files/180
https://www.aquanw.nhs.uk/uploaded_files/179
https://www.aquanw.nhs.uk/uploaded_files/178
https://www.aquanw.nhs.uk/uploaded_files/177
https://www.aquanw.nhs.uk/uploaded_files/250
https://www.aquanw.nhs.uk/uploaded_files/250
https://www.aquanw.nhs.uk/uploaded_files/251
https://www.aquanw.nhs.uk/uploaded_files/252
https://www.aquanw.nhs.uk/uploaded_files/253
https://www.aquanw.nhs.uk/uploaded_files/254
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 HEaL - Healthy Active Lives - Outcomes 
Dr David Shiers 
Introduction to the international paper on physical health of people with SMI 

 Self-directed support – The practicalities of accessing health and wellbeing 
resources in the community through individualised budgets /direct payments 
Lancashire self-directed support team, introduction to personalisation agenda in 
utilising self-directed support in physical health interventions. 

 Integrated Communities 
Paul Greenwood 
Brief outline of the work of AQuA on integrated working 

 Service User - Survey Planning 
Paul Greenwood 
How service users were involved in the project 

 Spread and Sustainability,  
Bernie O Hare 
Outline on how to move forward with improvements beyond the first phase across a 
whole service. 
 
Phase 2 Launch  
 

 Tackling the scandal of premature mortality in people with severe mental 
illness 
Dr David Shires  

 EIS EAST LANCASHIRE , Don’t just screen , intervene pilot project 
Siobhan Koch and colleagues from Lancashire care FT 

 Managing the physical health needs of SMI patients across the 
Primary/Secondary care interface 
Dr Tom Tasker,Mental Health Lead, Salford CCG 

 Re-audit Don’t just screen - intervene 
Paul Greenwood 

 A better View 
Maria Caves Clinical Lead Nurse for Mental Health Mental Health and Wellbeing 
Service Knowsley 

 Introduction to Phase 2 
Julie Cullen, Head of Mental Health & LTC 

 Health Improvement in Halton 
Joanne Sutton–Commissioning Manager, Halton BC & Dave King – Health 
Improvement Specialist – Advanced, Bridgewater NHS Trust 

 Physical Health Care on Acacia 
Michelle Bennett & Jordan Simpson – Manchester Mental Health and Social Care 
Trust  

 AQuA Re-launch 
Amanda Derbyshire and colleagues, Five Boroughs Partnership FT 

 
  

https://www.aquanw.nhs.uk/uploaded_files/269
https://www.aquanw.nhs.uk/uploaded_files/270
https://www.aquanw.nhs.uk/uploaded_files/270
https://www.aquanw.nhs.uk/uploaded_files/271
https://www.aquanw.nhs.uk/uploaded_files/272
https://www.aquanw.nhs.uk/uploaded_files/273
https://www.aquanw.nhs.uk/uploaded_files/443
https://www.aquanw.nhs.uk/uploaded_files/443
https://www.aquanw.nhs.uk/uploaded_files/444
https://www.aquanw.nhs.uk/uploaded_files/445
https://www.aquanw.nhs.uk/uploaded_files/445
https://www.aquanw.nhs.uk/uploaded_files/446
https://www.aquanw.nhs.uk/uploaded_files/447
https://www.aquanw.nhs.uk/uploaded_files/448
https://www.aquanw.nhs.uk/uploaded_files/449
https://www.aquanw.nhs.uk/uploaded_files
https://www.aquanw.nhs.uk/uploaded_files
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Want to find out more? 
 
Please contact AQuA (Lynda.Tench@srft.nhs.uk) or log onto the AQuA portal. 
 
Final Thoughts 
 
For decades we have used defined problem solving structures to help us structure 

our thinking when treating patients. This is to ensure we don’t jump to conclusions or 
miss vital steps when diagnosing and treating our patients.  

 

In the same way, the AQuA Six Step Improvement Model, structures your 

improvement efforts to ensure you achieve the right solution, deliver benefits for your 

service users and carers and ensures your efforts are sustained.  

 

This Guide explains how to use the AQuA Six Step Improvement Model in your 

organisation or department.  

 
 

 

    
 

 

The following links focuses on the work done in Australia to improve 

the physical health needs of service users through a range of 

improvement approaches. 

Heart of the matter – An article on the innovative work done in new South 

Wales, Australia to improve the physical health of young people with Severe 

Mental Illness 

WebEx with colleagues in Australia - Phase 1 

mailto:Lynda.Tench@srft.nhs.uk
https://www.aquanw.nhs.uk/content_items/7660
https://www.aquanw.nhs.uk/content_items/7660
https://www.aquanw.nhs.uk/content_items/7660
file:///C:/Documents%20and%20Settings/ltench/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/9ANNZOAJ/:https:/aqua.webex.com/mw0307l/mywebex/nbrshared.do
file:///C:/Documents%20and%20Settings/ltench/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/9ANNZOAJ/:https:/aqua.webex.com/mw0307l/mywebex/nbrshared.do
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