
   

Eileen Clark and Yocksan Bell presented their Missing Person project. Edinburgh Policing 
Department deal with 4000 missing persons enquiries each year, involving 40,000 hours of 
Police time. Of these, 18% are reported 
missing from NHS care with 15% being 
from REH. The Missing Persons Stan-
dard Operating Procedure at REH has 
recently been revised, in collaboration 
with Police Scotland,  to make the proc-
ess  more fit-for-purpose. The results are 
positive. The number of patients re-
ported missing from the adult mental 
health wards at REH has decreased and this level is being maintained. Staff on the wards are 
more engaged with the Pass Plan process and there is better awareness of the need to collect 
and share accurate data. 
Debra Bower and Suzy Cooke introduced The Prospect Model for interpersonal psychother-

apy interventions for different patient populations. The Pros-
pect Model aims to improve the provision of Interpersonal 
Psychotherapy (IPT) as part of the MAXOUT (maximising 
outcomes) collaborative. This is a funded programme aiming 
to bring services together to look at what works well, and what 
is important nationally and locally, building on the well estab-
lished collaboration between NHS and Queen Margaret Uni-
versity. It  involves introducing an intervention into existing 
service where patients receive a specific therapy that is 

matched to their symptoms and level of need, and staff have supervision sessions  as part of 
the process. This project has its focus on developing a process template for IPT introduction at 
St. John’s.  
Arthur Thorne and Claire Martin talked about their Green Spaces project. Two years ago, 
Myreside was a new ward with patients brought together from other wards. It is in two sec-
tions, male and female, with a sunny, enclosed garden 
accessible from the female side, that was not in use.  
There were initially negative views about developing the 
garden, but a group was set up to take it forward. There 
were interviews and focus groups with participation from 
third sector staff from Carr Gohm and Penumbra . Data 
was collected using the Model Of Occupation Screening 
Tool  and the RICE Assessment. People who were ini-
tially negative about the garden could be found out there 
painting fences or planting bulbs. There is an Eat What 
You Sew idea, and the patients have enjoyed beetroot 
crisps and lots of strawberries. One patient who had 
never had anything to do with plants or gardening before,  
has gone on to have an Artlink allotment and takes a real 
pride in growing things. Getting from the initial chal-
lenges of setting up the garden to the lovely space for enjoying the fresh air has taken effort 
and time,  but most of all it is about following a good idea and putting effort into make things 
better. 
Quality Improvement project  in prisons was presented by Chris O’Shea. NHS Lothian pro-
vides the physical and mental health service for HMP Addiwell in West Lothian. All re-
manded and sentenced people get an elementary mental health screening on admission and  
then further treatment as required. At present there are 2 consultant psychiatrist sessions per 
week at the prison, which is quite a challenge given the high demand and turnover of patients. 
There is also the issue of travelling time, Edinburgh to West Lothian, eating into the session 
time. One solution was to introduce telepresence video conferencing, to make full use of the 
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time. This works well but adds to the pressure on the doctor doing the other face-to-face session. 
Entering the prison takes time in walking from the car park to the entrance, then there is  high 
security screening, the need to follow predefined walkways within the prison and having a run-
ner collect the patient to bring them to the clinic. There were often only 3 patients seen per clinic 
and sometimes there was a wait of 30 minutes between patients. Chris used QI tools to identify 
where time might be reduced and patient flow optimised. He collected data then tried to find 
ways of improving the time needed for all these practical aspects, to make more time to see pa-
tients. We shouldn’t just accept current systems at face value but consider how things could be 
different and beneficial to everyone. 
Catherine Stretton is an Anaesthetics Trainee who explained how Resilience Engineering is 
appropriate at all workplaces and can make a real difference to staff wellbeing and improving 
positive culture.  If we think or our work, we often focus far 
more on the negative things, even a small number of  little 
things, rather than consider the good or amazing things that we 
have done  or that have happened around us -  which actually 
are the vast majority of things that make up our day. Making 
workplace culture more positive can make a real difference to 
attitude, performance and  the overall care that we give. It is 
being appreciated for the positive things that gives us the resil-
ience to cope constructively when things do not go so well.  
Catherine was working in a theatre department in WGH with 
quite a negative culture, where it was more likely that you 
would be ‘datixed’ than complimented. Catherine introduced 
forms asking staff to write down something that someone had 
done that was excellent. These were to be put in a sparkly  post-box and all professions and de-
partments were asked to take part. Each week Catherine looked at the forms and everyone nomi-
nated was sent an  e-mail telling them how much they were appreciated. There were 50 people 
nominated in 3 months and after that time they all got together in a lecture theatre to share, cele-
brate and learn from the process . Often the person didn’t realise that what they were doing was 
anything  special, or that anyone had even noticed, and this has helped to change the culture in a 
really positive way. The model has been taken on and is now run by one of the band 2 secretaries 
in the department,  and is going well. Maybe your department could also take on this simple but 
effective way of making people feel better about their work, enjoying it more and reflecting this 
in patient care?  It is currently being implemented in the ED at RIE and a lot of anaesthetic cen-
tres around the country are also following the model. Please contact Catherine Cath-
erine.stretton@nhs.net if you are interested in finding out more. 

Twelve delegates from NHS Lothian attended this event on a cold and still snowy day. 
We were glad we braved the weather though as it was a thought provoking and energising 
day and we left with ideas and projects buzzing in our minds. 
Jane Cheeseman opened the event with reflections on the anniversaries of the NHS, the 
Scottish Patient Safety Programme and, since it was International Women’s day, of women 
first getting the vote. 
We were able to share our Lothian Quality Improvement projects and learning through 
planned sessions and informal networking. Eileen Clark ran a very well received workshop 
around the successful project she has led to reduce the incidence of missing persons from 
the Royal Edinburgh Hospital (REH). This sparked a lot of discussion and debate about how we can work better with partners 

such as the police to improve patient care.   
We were impressed by the work from NHS Fife on improving debriefs for staff and 
patients and already Niamh Madden and her team from Braids ward in REH have 
taken ideas from this session to develop better structures for this in the rehab service. 
Finally, we enjoyed seeing Dr Alex McLean 
and the resuscitation team from NHS Forth 
Valley who led a fantastic session on improv-
ing the skills of mental health teams in man-
aging acutely physically unwell patients and 

performing resuscitation. Alex did a lot of work in this area when he was an ST trainee in 
the Royal Edinburgh Hospital and it was great to see how he developed this further in his 
new post. 
Overall, it was a great day and we have already seen people working on projects to reduce 
medication errors, to improve staff and patient welfare and to improve the safety of physi-
cal healthcare. Great to be a part of the national SPSP programme as well as Quality Im-
provement in Lothian! 
 

SPSP – Mental Health Dunfermline Learning Event, East End Park 
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Improving Services for People with Co-Morbid Problematic Alcohol Use 
and Traumatic Brain Injury  

RCPsych Conference 26th January’18 
Two quality improvement projects from NHS Lothian were included on the programme for the Royal College of Psychiatrists in 
Scotland Winter Meeting at the Radisson Blu hotel in Glasgow on 26th January’18.  Dr. 
Ihsan Kader and Dr. Rachel Brown presented ‘No place like home (treatment)’, a review 

of the development, work and effect of the Intensive Home Treat-
ment Teams working in Edinburgh.  They outlined the rationale 
for home treatment teams and the evidence for their efficacy and 
went on to illustrate the number of referrals to the Edinburgh 
teams and the outcome of patients referred, patient satisfaction 
data and plans for further development of the service.   
Dr. Jane Cheeseman presented ‘Scampering around Scotland’, the development of a structured approach 
to ward rounds focussing on both clinical and social needs to reduce length of stay and anticipate barriers 
to discharge. She described how the project had developed on Balcarres Ward in the Royal Edinburgh 

Hospital, how it had involved medical, nursing, OT and administrative staff, how the initial plans had been refined and then 
rolled out to the other acute wards, and then to other services within the hospital.  She demonstrated how 
well the structured approach was being used on various wards, as well how this approach has spread to 
other specialities and to 2 other hospitals in Scotland.  
The session at the Winter Meeting also included presentations from Professor Mike Crawford, Director of 
College Centre for Quality Improvement, RCPsych and from Dr. Tim Agnew, Consultant psychiatrist and 
psychotherapist in NHS Highland, who spoke about the Decider Skills Package, a flexible package of 32 
CBT and DBT based skills, which can be used to enhance emotion regulation and self management 
skills.  Dr Rachel Brown is now seeking funding and planning a pilot project of use of the Decider Skills 
Package in NHS Lothian. This project has been developed through the  Planning for Quality course, deliv-
ered through the Lothian QI Academy. We are very pleased to see two of our local projects being pre-
sented at the College meeting, as well as the enthusiasm for implementing work done in other parts of Scotland into NHS Lo-
thian.  

(David Gillespie & Pete Littlewood) 

(Pauline McConville—Meetings Secretary RCPsych in Scotland 

Traumatic brain injury (TBI) is a major public health problem. In Scotland approximately 400 people per 100,000 are admitted 
to hospital with TBI each year (Shivaji et al., 2014), with the prevalence of long-term disability after hospitalisation particularly 
high in the Scottish population (Thornhill et al., 2000). 
Between 30% and 50% of all TBIs are linked to alcohol use (Parry-Jones et al., 2004). Continued drinking after brain injury 
puts patients at considerably higher risk of re-
injuring themselves, and is linked to poorer neuro-
logical, medical, neuropsychological and functional 
outcomes (Parry Jones et al., 2004; Yeng et al., 
2015). Anecdotally, few TBI patients access special-
ist alcohol support services after hospital discharge. 
Early identification of those at risk of poor recovery 
is essential, as is more active intervention to reduce 
alcohol use following TBI (Weil et al., 2016). 
Between 2015 and 2016 there were 285 discharges 
from wards 32 and 33 in the Department of Clinical 
Neurosciences (DCN) at WGH with a diagnosis of 

TBI. Of these, 18% had 
a diagnosis code associated with alcohol use, and only 7% had any mention of the word ‘alcohol’ in 
their discharge summary, i.e. suggesting incomplete identification of problematic drinking. The 
wards had no standardised method for assessing alcohol intake. 
We are using QI methodology to improve the early identification of problematic alcohol use. Ward 
staff were interviewed about their current practices, specifically their experiences of asking patients 
about their alcohol consumption. We found that staff can perceive these conversations as difficult, 
and training needs were identified (these findings were presented at the NHS Lothian NMAHP con-
ference, March 2018). 
It is anticipated that staff training will commence in late 2018. A standardised screening tool, the 
FAST (Fast Alcohol Screening Test) was trialled on the ward; tests of change involved collecting 
staff feedback to determine the best process (timing, method, etc) of administration.  Patient infor-
mation leaflets were developed on the back of this feedback to help staff signpost patients to appro-
priate alcohol support services in their localities. We will collect data on the proportions of TBI 
patient discharge summaries that have clear identification of alcohol consumption level (and so 

patient risk), because this information is of vital importance to GPs and others who support patients to access the specialist ser-
vices they need. 
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One of the reasons for referral to the Occupational Therapists (OTs) in the Community Learn-
ing Disabilities team is for a sensory assessment.  Clients referred to the service range from 
having a mild learning disability, to severe and profound multiple disabilities.  “It is suggested 
that approximately 21 per cent of people with learning disabilities on the caseloads of occupa-
tional therapists working in community learning disability teams have sensory processing dif-
ficulties” (Green et al, 2003). 
Clients referred to the team present with complex needs, and sensory assessments for this cli-
ent group can take a significant time to complete.  As a team we are getting more sensory re-
ferrals.  Sensory assessments can be a valuable tool to explain behaviours perceived as chal-
lenging, and also to help with improving daily living skills.  When difficulties with sensory 
processing “....interfere with the ability to participate in daily occupations, it becomes the con-
cern of occupational therapists.  Practitioners need to assess functional abilities and the contri-
bution of sensory integration and processing to the outcome” (College of Occupational Thera-
pists, 2013). 
These assessments are time consuming, waiting lists can be long, and it is not always clear 
from referrals if a sensory assessment is necessary.  There is a need for increased efficiency 
and consistency within the service.  As a team we were unable to find a sensory assessment 
that fully met the needs of the service. 
A benefit from the screening tool was 
perceived to be a more efficient assess-
ment process for people who do not need 
a full sensory assessment. This would 
reduce waiting lists and create a clearer 
path to evidence clinical reasoning. 
Initially data was collected on current 
performance in sensory assessments.  
This included data on the current waiting 
lists for sensory assessments, and how 
many active sensory assessments that 
OTs have on their caseload.  Data was 
also collated on the length of time / hours 
for each OT to complete their last four 
sensory assessments, as well as what 
percentage of sensory referrals have led to a full assessment.  The team is now in the process 
of refining the data in order to present these in run chart format. PDSA cycles were also used 
to gather colleagues’ thoughts on a screening tool. 
To develop the sensory screen, available assessments were explored to identify whether they 
met the needs of the service.  There was consideration about how to make the assessments 
shorter and more meaningful for the client group.  The screen was piloted by Lorraine Sinclair 
(OT) and Julie Inglis (OT), and further changes made.  There were discussions with the OT 
team throughout. 
Potential barriers to introducing the tool were identified as time constraints, workload pres-
sures, colleague’s responses, and difficulties with collecting the required data.  Opportunities 
to use the pilot tool and knowledge and experience in relation to sensory assessments were 
also possible barriers. 
Benefits so far from the pilot include increased structure for assessments, and assistance in 
demonstrating clinical reasoning.  Not every referral has needed a full sensory assessment 
which has saved on time and costs.  It was also found to be helpful to complete this screen 
even if it was clear from the outset that a full sensory assessment was required, because it pro-
vided additional and valuable information in a structured way. 
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Community Learning Disabilities Team Sensory 
Assessment (Lorraine Sinclair & Julie Inglis) 
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Lorraine & Julie at QI Clinic 

Innovative idea 
Discharge message tree 

Meadows has a Discharge Mes-
sage Tree in the ward where 
patients being discharged can 
leave messages for other pa-

tients . It is 
a lovely 
focal point 
of the ward 
and the idea 
came from 
Ravensraig 
ward in 
Fife. 


