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Dear Colleagues 
 
SUBJECT: CLINICAL CHANGE CABINET – FRIDAY 27 TH FEBRUARY 
 
Many thanks to those who managed to attend the first Clinical Change Cabinet on Friday 
afternoon. It was a very interesting and stimulating session and I would like to pay 
particular thanks to Caroline Whitworth for very ably chairing and facilitating the session. 
 
Attached with this note are the papers that we sent out in advance and made available on 
the day. These provide excellent context (and content) for the discussion that took place 
and Caroline and Kirsty Boyd and others had set out with one slide of questions and points 
to stimulate the discussion under the banner of ‘Choosing Wisely’ which was: 
 

• Establish key principles for a sustainable approach to care  
• Clarification on the direction of travel  
• Policy or principles?  
• How should this be taken forward?  
• Practical actions – KIS, ACP, sharing evidence/information and experience, training 

for effective communication  
 
The focus of the discussion was very much around changing practice and improving 
outcomes by developing our approach to individual patient care.  
 
Caroline Whitworth introduced the session and the papers, which included papers that had 
been circulated from David Farquharson and Angela Timoney in acute 
prescribing/individual patient treatment reviews as well as a ‘policy choices’ paper that 
Alison McCallum had developed. 
 
 



 

It was also noted that in terms of context the strategic plan progress report was contained 
in the pack of papers and that within this a set of policy choices and indeed the 
introduction of the concept of the Clinical Change Cabinet had been stated and agreed by 
the Board in early February. 
 
From Friday’s discussion the following broad themes emerged: 
 

• The need for cultural and behavioural change ran through the conversation. It 
was highlighted that doctors today are more guideline driven in terms of clinical 
decision making and therefore potentially more risk averse.   There may be scope 
to share risk?   

• There are 30m tests undertaken each year in the NHS Lothian Lab service. An 
increase of 3.5% from last year. Would there be value in developing an ‘Atlas of 
variation’? Use the data that we have to help address variation in the rate and 
spread of diagnostic tests requested and in turn drive efficiency and improved 
quality. Consultants and junior doctors need to be made more aware of the actual 
costs and potential harm of diagnostic tests.   Could there be a principle around 
limitation to key diagnostic test(s)?  

• Patients could also benefit from the same principle of knowing the cost of treatment 
and the idea of putting financial information on drug packs and also at the end of a 
hospital stay were recommended.  

• The above action could be taken forward within a wider communication exercise 
that NHS Lothian could undertake to engage staff and the public about saving 
money. Another example was the costs associated with not turning up for surgery. 
One way into this is to know the reason for patients not turning up and could this 
have been averted if they had known the costs or indeed if they had actually wanted 
the surgery in the first place.  

• It was hoped that job planning for clinical staff might improve utilisation of capacity 
but that we also needed to get information available at consultant/team level and 
more effective prioritisation of our available workforce resource.  

• We have a particular problem with the number of people boarding or delayed in our 
hospital system.   A policy of ‘discharge to assess’ should be the norm. There 
should also be a rapid up - scaling of hospital at home and the development of a 
single point of contact for patients - both for Primary and Secondary care. A policy 
of  ' one patient admitted requires one patient to be discharged '   might be an 
example of promoting local 'ownership' of the challenge to prioritise use of available 
resource.  



 

• There are expectations and pressures from families around admission/discharge 
which often results in a longer period of hospital stay, but we can also fail to 
recognise the value of available family/carer support prolonging length of stay 

• There are  expectations and pressures from families  around  
• AHP 7 day working was discussed and although there is work underway it was felt 

that it needed to cover the working day and not just part of the day.  
• Out patients – we need to move away from the practice of bringing patients back for 

repeat follow up appointments if not appropriate.   
• Develop a programme through training and induction to improve communication 

between patients and doctors in particular to find out what patients want; "What 
matters to me". This builds on the work done around the ‘storyboards’ and also the 
‘language to communicate’ work that has been done in Lothian.  

• Do we need to develop our thinking and use of advanced and anticipatory care 
planning? What is their purpose?  

• The concept of ‘team and task’ was discussed and it was felt that this approach 
could help to address tests of change and also drive forward issues related to 
cultural and behavioural change. One example that was used on a number of 
occasions was the example of ensuring patient access to general practice 
through initial telephone contact with a GP. The change has not been more 
widely   in some areas as GPs rather than patients did   no t like it.  

•  A general theme of choice was discussed;   should we provide choice within the 
range of the services that we offer including option for patients of not taking on 
treatment/investigation pathways and ensuring their understanding of benefit /harm 
of treatment options. This requires access to relevant information for both patients 
and clinical staff.  There was a view that ‘older’ people may be more risk tolerant 
than given credit for and are prepared to accept risk if given the full information re 
options. Better involvement of patients i.e. through sharing their experiences may 
help guide other patients. Use patient’s videos and video clips regarding 
procedures to better explain what is involved and potential outcomes.    

• A view that the ‘Greenaway’ review will require a different ‘type’ of doctor.  
• GPs on wards doing ward rounds  or at front door  – evidence of higher incidence of 

discharge , reduced admission   rates,  reduced reliance on tests  
 
Within NHS Lothian the Board has already given its agreement to develop an explicit set of 
policy choices. There is also now an initial infrastructure around this work that could 
support further developments in this thinking. Through the efficiency and productivity 
group, project support is being placed around ‘Finding Benefit through Effective 
Choices’.  At the same time we need to think more about how we use the assets within 
NHS Lothian and our ability to collaborate with others i.e. Edinburgh University and the 



 

Farr Institute. Whilst this will emerge over the coming months we need to engage and 
utilise the resource of our Scottish Patient Safety and Improvement Advisors. 
I am keen that we keep the momentum going in respect of this forum and the potential 
benefits it could bring through being clinically driven to support patients and their families 
and to improve outcomes through developing our approach to individual patient care. 
 
The next meeting of the Cabinet is 21st May and I would be keen to hear from colleagues 
as to what our next issues for discussion might be, as well as reporting back on the 
progress made on those issues above that were discussed on the 27th February. 
 
Yours sincerely 
 

 
TIM DAVISON 
Chief Executive 
 
 
 
 


