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Summary

This is a first for Scotland: the first audit of audiology service provision which has ever taken place across a whole country, and we are delighted to have been part of it. 

Audiology services are not a high profile or glamorous specialty, but they have the potential to vastly improve the quality of life for the very large number of hearing impaired people in Scotland.  Part of the problem, too, is that the public does not see hearing impairment as a dramatic health problem, because it nearly always develops gradually. It often takes 10 years for an individual to recognise that they have a hearing problem. 

Historically, audiology services have had poor investment throughout the UK, and routinely referred patients have had to endure unacceptably long waits.  Scotland began the modernisation of its audiology services in 2003 by investing in new Digital Signal Processing (DSP) hearing aid technology, new infrastructure, information systems and training.  Four years on, we have conducted an audit of that modernisation process.  We used a new set of draft standards, composed with the help of Quality Improvement Scotland (QIS) and with support from the late Professor Stuart Gatehouse, against which services could be viewed. We also used a Quality Rating Tool devised in 2007 by the MRC Hearing & Communication Group. We wanted to find out if Scotland’s audiology departments were actually providing patients with services that 

· are responsive to their needs 

· empower patients to be good partners in meeting those needs

· make the  best use of staff skills and resources.  

We are pleased to report that, on the whole, the aims of modernisation have been achieved.  Seven services (NHS Forth Valley, NHS Fife, NHS Orkney, NHS Shetland, NHS Grampian, NHS Highland and NHS Tayside) are to be commended for the high quality of adult hearing services that they provide, and the high quality of the patient experience and their efficiency.  

Eight services are struggling, to a greater or lesser degree, to meet all the requirements of a modernised adult hearing service, and detailed action plans are in place to address their shortcomings. Two of these services (NHS Lanarkshire and NHS Borders) have been severely challenged and need to consider substantial improvement plans.


Paediatric services, newborn hearing screening, assessment, diagnosis and hearing aid provision are provided, on the whole, in a joined-up, family-friendly manner in all the Scottish services. However, there is a concern that the current arrangements for paediatric services do not have sufficient medical, technical and scientific expertise in all areas and a networked approach might be worth considering.


Overall there was much wider variation in the achievement of modernisation than 
expected. A key reason for this appears to be that, although they have had considerable investment of financial resources, services have not benefited from prevailing overall leadership and services improvement because they are not thoroughly embedded in the fabric of the NHS.  We need to raise the profile of hearing services with Health Boards and the general public, who may not see hearing impairment as a dramatic health problem requiring urgent intervention.  Hearing impaired people have a right to demand the cost effective, innovative interventions which are now available and which can significantly improve their quality of life. We hope that the findings of this audit, and the planned 18-week waiting time target for audiology services, will provide added impetus to the Scottish Government’s aim to respond to these demands more equitably throughout Scotland.

The following report is written in four sections, with the 22 lengthier detailed reports on each service being directly sent to each Health Board and not included here. The four sections describe

· the outcome of the audit in adult hearing services and the recommendations for improvement

· the outcome of the audit in paediatric hearing services and universal newborn hearing screening and  the recommendations for change and improvement

· adult hearing services recommendations for improvement

· paediatric hearing services and universal newborn hearing screening and  the recommendations for change and improvement

We would like to thank all those services, service managers, patients as well as staff at the Scottish Government who helped with the formulation and conduct of the report.

Final thanks to the those who compiled the reports, helped with audit and offered advice. Particular thanks to Sonya Clark at MRC Hearing and Communication Group who helped us make it happen. Thanks also to Yasmin Koser who made sure staff landed in the right place at the right time.
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SECTION 1: 

AUDIOLOGY MODERNISATION: CLINICAL AUDIT OF ADULT NHS AUDIOLOGY SERVICES IN SCOTLAND

Section 1: Background

An audit of the Scottish NHS adult Audiology Services has been carried out by the MRC Hearing & Communication Group (http://www.mrchear.info/).  Professor Davis is the project director. Martin Evans, Margaret Martin and Dan Bayley have worked on the adult services audit. The audiologists on the team were Pauline Smith, Phil Holt, and Kevin Wyke (England); and John Day (Wales). Dr Elizabeth Orton, Dr Sally Minchom and colleagues from the NHSP programme centre in England have worked on a separate paediatric audit.

The audit was commissioned by the Scottish Executive in 2006 as part of the Audiology Modernisation Project in Scotland. The aim of the audit was to identify the extent to which audiology services,
· have implemented their Modernisation action plan
· have integrated patient management systems (PMS) into daily clinical activity and are compliant to modernised protocols  

· have adopted a patient centred approach to service delivery, with particular reference to using the Glasgow Hearing Aid Benefit Profile (GHABP) to assess patient need and outcomes

· have validated hearing aid fittings, with particular reference to the use of real ear measurement (REM).

In addition, the audit aimed to
· establish the existence of any major areas of expertise/ best use of staff skills and resources and / or collaboration not exploited

· establish whether commissioning of services is appropriate and the extent to which training may be needed

· flag up areas where there is conflict, confusion or concern over care pathways

· identify any key areas of risk within the patient pathways at each site

· identify areas of further work required by individual Boards at the end of the project to enable services to deliver more effectively. 

We used three valuable sets of quality markers to underpin the Audit:

· PHIS Needs Assessment Report on NHS Audiology Services in Scotland (January 2003)

· The audit of audiological services in England

· national clinical guidelines being developed by a sub group of the Audiology Services Advisory Group for Scotland in conjunction with NHS Quality Improvement Scotland (QIS).  

The results of the audit have already provided the individual services with a valuable set of information which can form the framework for their annual review and a benchmark for improvement to work on with staff and colleagues.  At a national level it is intended to inform the overall service strategy and to scope the potential developmental trajectory for audiology services in Scotland. We have also focused on the points of interaction with other services/ agencies, e.g. in terms of capacity and workflow, where there are crucial interdependencies that affect the capacity, quality and access to the services. We have highlighted areas of further work which we believe are required by individual Boards. 

The tragic loss of Professor Stuart Gatehouse has had a significant effect on our progress. Inevitably we have missed his spirited input into the project work and particularly the self completion questionnaire and the framework for the audiology department peer review visits and reports. We have been heartened by the very positive attitude of the Scottish Audiology Services staff and others giving background support and enablement to the project. We would like to thank them for enabling this project to proceed to tight deadlines despite the impact of Stuart’s  death. As a team, we would like to dedicate this report to his memory.
Section 2:  Audit process and methods
The audit process consisted of 

· a questionnaire survey to establish capacity, care pathways and issues relating to services quality in the adult and paediatric hearing services across NHS Scotland.  The Questionnaire followed the patient journey quality framework namely - Accessing the Service, Patient Information, Assessment, Developing the Individual Patient Management Plan, Delivering the Plan, Outcome Evaluation, Clinical Governance and Communication between professionals.
· simple analyses of exported abbreviated PMS data set to enable some key performance indicators to be formed based on activity data

·  “patient snapshots” in advance of the visit: a simple, one page Q&A process to test out patients’ responses to three proposed changes to improve the service (chosen by each service in advance).  
· visits to all sites to follow up on questionnaire responses regarding quality, description of care pathways, any major concerns and developmental projection for each site.

·  self assessment using a Quality Rating Tool: “Improving quality and outcomes in adult audiology rehabilitation services through critical evaluation: A quality rating tool for Audiology Services”.  This quality rating tool has been developed in partnership with audiologists and hearing therapists from Scotland, Wales and England, patient groups, the private sector, Audiology education, ENT, the MRC and representatives from Health Departments of the home countries of the UK.  The tool is derived from and provides measurement of The Quality Standards for Adult Hearing Rehabilitation Services developed by the same UK-wide multi-stakeholder group. The standards document details a series of standard statements, rationales (with associated evidence-base) and criteria. The tool provides a practical scoring framework for measurement of service performance against the standards criteria.  

The questionnaire overran the initial timetable and some questionnaires were submitted after the agreed deadlines. The questionnaire and PMS data phases were completed by the end of May. Visits to the individual services took place during June and July. 
The reports were all released at the same time after the final Board visit rather than piecemeal. This ensured there was no “leakage” to disrupt the visit programme. Reports were in draft and shared on a confidential basis with the individual services for comments and clarification. This iterative process was helpful and proved to be essential.  The Heads of Service have, with some exceptions, accepted the team’s factual report and the proposed recommendations for their service. Where Heads of Service have not agreed with some of our findings we have indicated that in the individual reports.  This iteration ensures that all Heads of Services are aware of the report’s findings and recommendations and can work within their organisation to devise and implement an action plan to address the recommendations over an appropriate time period.

Executive summaries of the reports have been sent to all Board Chief Executives. We have encouraged Heads of Service to pro-actively discuss their detailed reports directly with the Chief Executives to initiate their action plan.  There will be a two- day workshop on 25 & 26 October with Heads of Service to 

· share the key outputs of the audit 

· start sharing best practice 

· prepare action plans to address audit recommendations 

Section 3: Key findings

This section provides key findings and highlights performance in relation to: 

· Modernisation – where they are now and the direction of travel

· Productivity

· Quality standards 

· Developing specialised services, tinnitus, balance/ holistic provision

· Leadership and professional development

Modernisation

Throughout the audit process there was an openness and willingness from Heads of Service to share their modernisation journey.  For many, modernisation has been a rewarding but often stressful experience.  Some are struggling with the modernisation process, or have effectively postponed it. We valued their frankness in discussing their successes and difficulties so openly with us. There is, we believe, a real willingness to grasp the audit as an opportunity to improve and share learning.

Modernisation needs more than good-will and critical awareness.  Our rationale throughout the audit was to apply objective measures from the quality standards work to find out if these audiology departments were actually providing patients with services that 

· are responsive to their needs 

· empower patients to be good partners in meeting those needs

· make best use of staff skills and resources.  

Our key questions, both in the questionnaires and on the visits, were:
· What are good outcomes for patients?  
· What patient pathway is the most effective way to achieve those outcomes? 
· What staff skills and resources are needed to make that happen?  
A complex range of factors, including geography, accommodation and staffing levels,  affect the individual services’ ability to deliver a modernised patient journey. These are discussed in the individual reports (copies of which are with the Boards). Predictably, some of the discussions on the visits reflected how the staff thought patients experienced the service, or really wanted them to experience it. On some occasions this was very much at odds with the evidence available to substantiate that view. 

Overall judgements on services quality does not conform to an exact science. However we have used the questionnaire data, our peer review visit and the quality standards rating tool to calibrate our findings and impressions. This “triangulation process”  is a method of establishing the accuracy of information by comparing three or more types of independent points of view on data sources. Using these data sources it was possible to come to broad conclusions about the quality and the efficiency of services and their specific “direction of travel” in the modernisation journey and then come to an opinion in respect of specific recommendations that may improve the travel along the modernisation road to improved services that meet patient needs in a timely (eg agreed wait times met) and quality assured (no untoward risks in leaving quality behind to meet targets) manner. In the individual reports we have indicated where services do not agree with us, but we are confident that our judgements on quality and efficiency have a reasoned evidence-base and stand up to scrutiny. The recommendations flow from these judgements.
Services successfully implementing modernisation
Figure 1 in section 4 provides details of performance against modernisation targets. Figures 1 & 2 in section 4 show that about 50% of the services are successfully implementing most aspects of the modernisation process. This is seven out of the fifteen services. 
These successful services are highlighted here:

· NHS Forth Valley, 
· NHS Fife, 
· NHS Orkney, 
· NHS Shetland, 
· NHS Grampian, 
· NHS Highland and 
· NHS Tayside.  
They are technically modernised services featuring hearing aid fitting systems to fit digital hearing aids capable of meeting the acoustic needs of patients and good use of an integrated patient management system.  They are implementing all the core principles of the modernisation process – verification of each individual aid, responding to the individual patient experience and evaluating outcomes. Their focus for the coming year should be to achieve the recommendations around service delivery made for them in their individual reports.

With the exception of NHS Shetland (a new service which inherited  a backlog of 400 patients) local access is good in these seven services, including off site access and out of hours provision.  NHS Grampian has some wide variations which are site specific and plans are in place to address this.  A priority in NHS Highland is the rationalisation of outreach services (defining what services will be delivered, by whom, how frequently and using what facilities) to ensure that service quality is equitable across the board and standards of care are not compromised. 

NHS Tayside is an example of a good team working in inadequate facilities which are soon to be replaced. The service is innovative in its outlook and demonstrated many examples of good practice. However, a waiting time of 100 weeks for ‘re-assessment’ is unacceptable. The Head of Service has an action plan in place which is already addressing this. 
Overall, waiting times in these seven services are managed in line with national guidelines. We were particularly impressed with the effective use of the Patient Management System (PMS) in NHS Fife to identify any potential breaches of waiting time targets which attract significant attention. This ensures efficient use of resources, in terms of both staff and room space, to rectify matters.  
In NHS Forth Valley, open ear fittings were trialled in 2006 and it is estimated that 50-60% of patients now receive them. This service is at the leading edge of high quality patient care. The potential benefits of open fittings technology include patients being treated in the same session as assessment, so there is no wait between hearing assessment and hearing aid fitting. There is also a potential significant reduction in clinical time leading to lower waiting lists, increased patient acceptance and satisfaction as a result of less occlusion and a more discreet hearing device.

Real Ear measurement (REM) and Glasgow Hearing Aid Benefit Profile (GHABP) use is generally excellent, though it is a pity that data are not yet fully used in the management of patients and in outcome measures driving performance management of services.  NHS Orkney and NHS Shetland are the gold standard here.  In Orkney the Head of Service has been able to analyse the outcome data, which indicates a 30% reduction in hearing disability for new patients and a 35% reduction in hearing disability for patients who have been converted from analogue to digital aids. All patients in Shetland receive a comprehensive, modernised service with excellent use of the GHABP in assessment and follow up. Outcome results are explained to all patients, as well as the REM. Nearly 100% of patients have their aid fitting verified through Real Ear Measurement.  
Services struggling with some aspects of modernisation
Of the remaining 8 services, there is some failure, to a greater or lesser degree, to meet all the requirements of a modernised adult hearing service. For most, the pressures of access to their service with longer than acceptable waiting lists, has meant that one or more aspect of the modernised process has either been abandoned or never been implemented.

Of these eight services, two (NHS Dumfries & Galloway and NHS Lothian) currently, and for the last three years, have not had an audiologically qualified Head of Service.  NHS Dumfries & Galloway also has no substantive audiology staff at work at present. They are running with 2 locums and 2 SATOs. As such, both services are suffering intensely from under management and it may be that after a services review the first steps to their transformation is the appointment of such a person. 

Various members of staff in NHS Lothian have been asked to act as ‘lead’ at the same time as having a clinical case load. All have found the role stressful and without satisfaction. They have recently had to re-advertise the Head of Service post as a result of poor response.

Four services (NHS Glasgow North and South, NHS Glasgow and Clyde, and NHS Ayrshire & Arran), in one aspect or another, have been compromised in their pursuit of the modernised service by the demand of access.  Each of these services has felt obliged to offer priority to the overriding political requirement of waiting times. They have, therefore, in most cases, taken the active decision to compromise one or more aspects of the modernised protocols to seek to achieve their waiting time requirements. For these services, and the other four failing services, this is a live issue. Each is currently still struggling with these demands and pressures. 

For example, in North Glasgow GHABP is not used as indicated in the questionnaire at assessment and verification – REMs are hardly used on patients at fitting. In South Glasgow waiting times for assessment and fit are good but there are no routine follow up appointments and GHABP is not used. We recommended that they introduce 45 minute assessments incorporating GHABP, follow ups for all and complete GHABP, and this has been implemented since the audit.  In Glasgow and Clyde the service does not use REMs and GHABP also does not take place.  From September the service is planning to introduce REMs & GHABP.  

In Ayr, overall performance appears high, with several initiatives to improve access and outreach, in particular the use of open access repair sessions and Saturday sessions for booked work.  The service also has a very clear, well written comprehensive patient leaflet which describes all stages of the patient journey. However, although the GHABP is part of the department planned patient journey, it is not done more than 30% of the time. It would appear that staff are asked to complete GHABP as part of the core journey but are not doing so: likewise with the REMs. The Head of Service has recently formed an internal clinical governance group to address this. 

The impending implementation of an 18-week wait target in Scotland provides the opportunity to ensure that services do not sacrifice quality in order to bring down the waiting times. Reduced waits for initial access should not obscure the importance of waiting times for re-assessment and follow up: these are also critical measures to be watched. Without timely re-assessment and follow up, services have little knowledge of whether those they have fitted with a hearing aid are using them successfully. 

Many of the shortfalls identified by the audit are readily resolvable within these services, and the Heads of Service indicated that some are already in hand. Others will require more significant effort relying on cooperation, goodwill and support of key external stakeholders to effect change for the best interest of service users.  Each of these services has a plan, post-waiting time target achievement, to rectify their modernisation shortfalls.  With support, the coming year should offer them the time to start this process. Each has a set of recommendations from the audit that should enable them to focus on priorities that, with management and mentoring support, are achievable.

It is the recommendation of the team that each of the Heads of these services would profit from mentoring support, particularly for the next year as each post-holder seeks to implement the recommendations offered to them. This has been a key recommendation for NHS Physiological Measurement services as a whole in England (personal communication, Merlin Wahlberg, leadership consultant to the DH Physiological Measurement Board) and is something that would be good to consider in Scotland
Services which are failing to implement modernisation
For two other services, NHS Lanarkshire and NHS Borders, in the opinion of the auditors, the lack of adequate leadership suggests that the quality of the services is unlikely, in the foreseeable future, to meet the requirements of the modernised service. 
As a result of considerable investment under the Modernisation programme, the NHS Lanarkshire facilities in Princes Gate and Monklands are state-of-the-art and very accessible to patients. Yet, as the charts in Section 4 indicate, the service provided to patients in Lanarkshire is anything but state of the art. The self-reported wait for first assessment can vary between 9 weeks minimum, 43 weeks maximum.  When asked about transferring patients to the less busy clinics – some of the distances do not seem unreasonable – it was said that patients are unwilling to travel to centres with capacity. Without any mechanisms for patient feedback having been used for the last 2-3 years, this response was unconvincing.

The Lanarkshire service does not use REM routinely, and there is evidence that the major approach is to programme the hearing aid using ‘click and fit’ protocol to manufacturer first fit protocol. Within the time for audit it was not possible to investigate the extent to which there were non-routine patients who were fitted using this approach. Data submitted in the questionnaire appears to be based on what staff should be doing rather than the actual procedures that staff use. The fact that staff were inadvertently NOT using the whole of the GHABP package, but its components separately (and appeared not to know that this was the case) indicates a lack of training and management support. The service is also suffering from poor IT support. The PMS is only used very partially and there is little opportunity to monitor how staff are using it. 

In discussion, the Head of Service said that the Lanarkshire service generally runs well, and has come a long way given IT, accommodation, and staffing problems. At present, staff feel they are in a volume driven, task focused service with high demands which have been dealt with by staff.  The Head of Service believes that once they are able to eliminate the backlog, the vision for the future is to move away from being a ‘hearing aid service’ and to develop other services. Thus we think that there needs to be some discussion about the service’s long term remit and in the meanwhile we remain unconvinced that major upgrading of quality is likely to happen without mentoring.
In NHS Borders there are serious problems with the overall audiology service provision and organisation as well as the known problems with waiting times.  There are no local audiology outreach services at present: all clinics are at the main hospital.  There is poor use of the appointment system with many gaps and breaks in the day, no patient feedback mechanisms or written patient information, no outcomes are measured and no REMs are undertaken. There was a major discrepancy between the questionnaire returns and the reality of GHABPs undertaken. This indicates a lack of awareness of what is actually going on in reality. Documentation of policies and procedures seemed weak.  Much was ‘custom and practice’. There was an acceptance that this needed addressing.  

We were delighted that management in NHS Borders had many plans in place to improve things significantly. The Head of Service has recently agreed a one-year recovery plan. Given the key issues about how the service is organised and the need to reinstate GHABP and REMs – thus increasing the patient appointment times – there will be a great deal of pressure on the service to modernise to an acceptable level. 

Patient information, patient involvement and individual management plans
There are several examples of high quality patient information: Ayr, Grampian, Highland, South Glasgow and Shetland all have information packs or leaflets which will provide a valuable template for other services needing help in this aspect. Forth Valley has an excellent website which is done in-house.  The site is very impressive and contains details of the department, service offered and support information following hearing aid fittings, etc.

Public involvement in service planning and delivery is an area where virtually all services are struggling. Time and other priorities has been a reason for the lack of effective work here; but also services do not have the baseline of experience and skills in order to involve the public in an effective manner as services are planned and new ideas implemented. However, there was real enthusiasm in several services to involve the public more than is done at present.  Some were more sceptical. This is consistent with findings in other areas of NHS provision. There was some evidence of the use of patient service surveys to find out what customers thought of the service they received, for example in Dumfries and Tayside, but there is much more that can be done in this area. 

Another area in which training and support appears to be needed by most of the services is in developing and implementing individual management plans (IMP). An excellent set of IMP templates has been produced in Wales by Jane Wild and is already being shared with Shetland: this could be shared more widely with other services.
Patient management systems (PMS)

The PMS (Practice Navigator from Siemens and AuditBase from AuditData) is a major investment of modernisation. The systems in place are state-of-the-art in terms of support for audiology services and hearing aid services in particular. In terms of return on this investment there are mixed outcomes. We were delighted that in some areas, eg in NHS Fife the quality of the notes on PMS was outstanding: there is an agreed template of minimum information for every appointment type, but in other areas this was not the case.

A major issue has been the ongoing development and support for the PMS systems to integrate with other mainstream systems used by the NHS. Thus, several services are experiencing difficulty in integrating patient management systems. Some are outside their control; others may need more focus from the Heads of Service. In Borders the Head of Service has outlined a number of difficulties with Practice Navigator that were causing operational difficulties. In Dumfries, there is an urgent site visit required with Siemens to scope the potential of the system and action to rectify current issues put in place; software, hardware & training.  Lanarkshire is suffering from poor IT support. These problems have been raised with Scottish Heads of Service and need to be systematically addressed with the software developers.

In Ayr the PMS is not being used comprehensively: It is only being used for the clinical record.  In Glasgow & Clyde, the PMS is not fully integrated with activities. Apart from the scheduler, the single line of notes, and NOAH, no other parts of Practice Navigator are used in North Glasgow. Additional training and support could be called on from other Heads of Service, like Highland and Fife, who are skilled in integrating PMS and IT in general.
We are very much aware that the development and integration of these PMS systems will benefit audiology services in delivering an efficient and good quality audiology service. However, services and perhaps Boards need to work together to ensure that any commissioned development work is not duplicated or counterproductive.
Productivity

We saw many examples of innovations which improve service efficiency. These were always characterised by good cooperation both within the team itself and with other teams. In Fife there is a consistent triage of referrals to ENT, with Audiology staff reviewing all referral letters and redirecting any patients over 60 with hearing problems to Audiology.  In Grampian we were impressed by the use of ATOs/assistants in the delivery of the repair service and the generally positive approach to skill mix. The recent “twinning” initiative in Forth Valley with Wales indicates a non-parochial attitude to innovation and sharing good practice. 
Tayside is working with DeafCare, which aims to help deaf people to live more independently in their own homes. It provides help with day-to-day tasks, advice and support is given by staff able to communicate in sign language. Basic hearing aid repairs will also be carried out. A referral pathway into Audiology could also be established.  
In contrast, some services felt fairly chaotic. In North Glasgow we commented on poor use of Practice Navigator, poor note taking, patients seen by anyone available, and a questionable booking system solely dependent upon the receptionist.  In Lothian, because they only follow up 20% of all patients, patients are using the repair appointment as a follow up, and there is a consequent backlog for repairs. Lothian also introduced what they called ‘blitz’ sessions, when all staff did the same thing for each section of the day – direct referral assessments in the morning, fits in the afternoon, for example. These ‘blitz’ times had been very successful and their throughput had increased substantially, but recently staff have stopped working like this. We were not clear why this was the exception rather than the established pattern of work, in view of the fact that all agreed that it was much more efficient way to work.  In South Glasgow organisational efficiency appeared poor in some respects, and the Head of Service has agreed there is a need to ensure organisational efficiency with better use of time.  Staggered lunch breaks should be considered to maximise room use. 
In Ayr, the PMS is only used for the clinical record and the appointment system is still paper based which creates significant problems. There are duplications with manually entering the audiogram results, plus the possibility of human error; time could also be saved by not carrying paperwork everywhere. 
Accommodation is a major problem for two services.  The Royal Alexandra Hospital (NHS Glasgow & Clyde) has very poor provision for audiology.  There is also poor accommodation at Dumbarton Health Centre and the Vale of Leven District General Hospital. The accommodation at Aberdeen (NHS Grampian) is very poor. There are mid-to-long term plans to move to a new site here, however, current accommodation is not compliant with standards for assessment. In addition, in Tayside, the Perth facility is unfit for purpose. This is seen as inequitable service provision between departments.  We recommend that a risk assessment is undertaken to ensure the clinical implications of testing in substandard accommodation are understood and, where possible, minimised.
The Head of Service for Glasgow and Clyde has recently lost his office in Audiology and is now based several buildings away from Audiology in the Estates Offices. He feels he has lost practically all clinical contact and is unable to keep in touch with patients or with staff in the way a Head of Service needs to. This is unacceptable and needs to be resolved as a matter of priority.

Two services need administrative support. A business case for administrative staff support needs developing as soon as possible in Forth Valley. In Shetland the backlog of demand would more likely be reduced through continuing release of the postholder from administrative duties by allocation of support staff.

In Fife there is a comprehensive professional development and performance review in place utilising e-KSF (The NHS online Knowledge & Skills Framework). There is also some use of the BAA CPD scheme. It is disappointing that for many services personal development plans and annual appraisals are not a routine feature of staff management, both for Heads of Service and for their staff. This features in many recommendations and the issue of on-going training and professional and personal development is important for the motivation of staff and thus the vitality of the service they offer. 
We suggest that as well as those services that we have strongly recommended should improve administrative support that the appropriate use of administrative staff to support audiology services in Scotland is reviewed as this has been demonstrated to increase productivity and efficiency of services (Improving Access to Audiology Services, 2007) elsewhere and would release audiology staff to deliver quality services.
ENT & Audiology services
Historically, Audiology services were largely based within and managed by ENT departments, without their own budgets and autonomy.  These services primarily existed to support ENT clinics, fit hearing aids as prescribed by ENT and provide longer term hearing aid maintenance services.  Over recent years the Audiology profession has undergone significant modernisation and change.  There are many excellent examples of all age assessment, diagnostic and treatment services, provided by a wide range of skill mixed practitioners, with corresponding high levels of practical skills in paediatrics, adult and complex needs competencies.

Devolution of ENT procedures and responsibilities has also been trialled very successfully, with many areas across the UK now seeing Audiologist-led post-  grommet follow up, ear care / wax removal, balance and tinnitus assessment and management and booked audiology slots to utilise significant capacity from within ENT clinics. 
In Scotland there are examples where ENT and audiology services work closely and collaboratively. However, there are also many examples of where historic boundaries, despite best efforts persist.  We recommend that services explore ways of ensuring open, honest and transparent dialogue at both national and local levels, so that ENT and audiology can together realise the potential significant benefits of collaboration for themselves and their patients. This may mean reviewing the patient journeys for those ENT patients for whom audiological input is required so that this input can be delivered more efficiently.
Quality standards 

Figure 2 in section 4 provides details of performance against agreed quality standards and some have already been discussed above.  There are many examples of good and excellent practice emerging as services implement, often with imagination and flair, the modernised protocols. For example:
Patient information leaflets (Ayr, Grampian, Highland, South Glasgow and Shetland)
Websites: (Forth Valley)
Effective use of the PMS (Fife, Forth Valley, Highland, Fife, Orkney and Shetland)
Innovative practice – open ear fittings particularly (Forth Valley, Grampian)
Effective teamwork (Forth Valley, Fife)
Effective referral practices (Glasgow and Clyde, Ayr)
Dynamic appointment systems (Fife, Forth Valley)
Good use of REMs and the GHABP (Forth Valley, Orkney and Shetland)

It is essential that this good and excellent practice is shared throughout Scotland; that services have the opportunity to learn from each other about what has and has not worked to build strong services for current and future hearing needs of the Scottish population.

Developing specialised services, tinnitus, balance/ holistic provision

The PHIS Report (2003) recommended that “NHS Boards should establish specialist centres or managed clinical networks to ensure the critical mass of expertise required for the development and delivery of specialist services such as aspects of paediatric audiology, the assessment and treatment of tinnitus and balance disorders, and bone-anchored hearing aids. Such arrangements may require consortia of NHS Boards to deliver effective services.” [PHIS:NHS Audiology Services in Scotland. Recommendation 28]

It also found that  “Over-concentration on hearing aids as technical devices, at the expense of their rehabilitative context, has restricted the development of audiology services’ wider role.” In our view this is, with some exceptions, still the case because it has been exacerbated by the concentrated attention on waiting times. 
NHS Forth Valley staff has twinning arrangements with the Glan Clwyd Hospital in Wales, which has a world-wide reputation for cochlear implants and state-of-the-art paediatric and balance services. The Head of Service in Forth Valley commented that for audiology services to widen their role and develop other services such as balance, learning disability, Bone Anchored Hearing Aids (BAHA), etc., which are currently provided by ENT, then this would need better engagement with ENT, administrative support, training for GPs, etc.  

South Glasgow are soon to introduce a new balance service. There has been some movement of staff over the last year or so, and the Head of Service is keen to keep staff motivated and interested.  She is thinking about introducing a wider service for patients including TEN (threshold equalising noise) testing, speech discrimination testing, BAHA assessments, APD assessments and balance assessments. In Glasgow and Clyde, ENT are referring several patients with dizziness, so the audiology service plans to set up a balance clinic.

Two of the six services successfully implementing modernisation,  Forth Valley and Orkney (because they have no waiting lists and are employing all aspects of the modernisation programme), have the opportunity to explore the important developmental aspects of hearing health; namely meeting the needs of the currently unidentified  population with hearing impairment through screening. There is now research evidence that pro-active identification of hearing impaired people at younger ages leads to effective hearing aid use and increased benefit.  (Davis A, Smith P. Ferguson M, Stephens D, Gianopoulos I. (2007)  Acceptability, benefit and costs of early screening  for hearing disability: a study of potential screening tests and models. HTA Programme (in press for publication in October 2007).

NHS Forth Valley and NHS Fife could also, through in-service work, share how they implement the modernised programme and how they have achieved the excellence they have.

The patient “snapshots” (a simple Q&A process to test out patients’ response to proposed changes to improve the service) conducted in the audit indicated that services want to set up tinnitus and/or balance clinics, and this was highly rated by patients (Orkney, Shetland, Lothian).  Fife’s suggestion, to introduce sessions within the hospital setting on: 
· hyperacusis (increased sensitivity to the sounds that most people are able to tolerate) 

· obscure auditory dysfunction (difficulty understanding speech in noisy places).
was overwhelmingly well received.  Establishing partnership working to ensure the critical mass of expertise required may well be the way forward here.
Continuing professional development and emerging leadership
There is an absence of an ingrained culture of continuing professional development and annual appraisal as noted above. Such CPD as is undertaken does not appear to have been systematically exploited or viewed as part of a programme that will both improve an individual’s competence and understanding AND advance the aims of their employing organisations and departments. 

A major element of an organisation’s success in implementing the modernisation programme is not only the CPD but the organisational and personal leadership needed to implement and sustain such a programme, without continuing ring-fencing of objectives, management and finance. 

Explaining why one service is able to implement the modernised programme and another is not is not always easy, but the leadership of the service, in its widest context, is very important, we think, in its delivery. Leadership requires many qualities - vision,  motivation, governance,  team work, clarity of service processes, enthusiasm and so on. It is fair to say that when many of these were clearly in evidence in the audit, then those services have moved along the shorter road in the right direction. Some elements of effective leadership were not in evidence in the services that are still struggling. Effective leadership is a key factor in the drive to successful quality and sustainable performance. This leadership may be throughout  the organisation but leadership in the front line services is acknowledged as needing development in most of the audiology and Physiological Measurement services in the UK, not just in Scotland. In relation to specific services, the needs of NHS Borders, NHS Lanarkshire, NHS Lothian and  NHS Dumfries & Galloway have already been discussed.  There is, however, an urgent and important professional development need for support and mentoring across all services. 

Section 4:  Overall performance 

Triangulation of findings from questionnaire and visits
Figure 1 shows progress against Modernisation targets, Figure 2 shows progress against the 8 quality standards and Figure 3 shows progress against the Quality Rating Tool (QRT) standards.  The first two charts use the model of "traffic lights", indicating whether people are going in the right direction or not, even though QRT scores may not indicate that. This information is an overview for quick reference. 
Scoring

Overall current activity as found in the audit is measured against a scale of 1-6, represented by the following symbols:

RED
 



No elements of the standards are met

RED/AMBER
 

A few elements of the standards are met

AMBER



Meets around half the standards

AMBER/GREEN


Almost fully meets the standards

GREEN



Fully compliant with good to best practice in this standard

GREEN/ GOOD PRACTICE 
Good to best practice which should be shared with other services 
WARNING!

There is an inevitable compromise between the rich data in the detailed report and providing these “at-a-glance” presentations. These charts indicate what is happening, but the narrative reports will provide the “why” on which all action plans will need to be based. The instinctive reaction to traffic lights can be a compulsive one. So where there are particular or extenuating circumstances and the detailed report needs to be referred to, we have marked the symbol with a *. In cases where there are significant variations in performance between different aspects of the standard we have used more than one symbol under the same heading. Again, the detailed report needs to be referred to in these cases.
Figure 1: Modernisation targets for the adult service which were within the remit of the audit

1. The service is routinely using REM in the fitting of all hearing aids. 

2. 90% of all new and replacement hearing aids being issued are digital signal processing (DSP) hearing aids. 

3. GHABP/ GHADP are provided to 75% of all patients issued with new or replacement hearing aids.

4. Procedures are in place for all patients to be reviewed between 3 and 6 weeks - using a recognised outcome measurement tool. 

5. Waiting times from referral to fitting do not exceed 26 weeks overall.

6. The service is monitoring waiting times (IT and/or manually).

7. PMS is integrated into daily clinical activity including, integrating test results, patient information and hearing aid provision.

8. There are documented local policies and protocols in place covering the following: 

· The content of assessment and review sessions and the time to be allocated to each

· The self report questionnaire to be used at initial assessment sessions and at review sessions

· The rationales to be used when fitting hearing aids and when adjusting maximum power output

· The procedures to be followed when fine tuning hearing aids at fitting and at review

9. There are documented local policies and protocols covering patient information before, during and after fitting of a hearing aid (a). Mechanisms are in place for obtaining patient feedback and measuring patient experience (b). 

10. There are documented local policies and protocols covering the development and implementation of Individual Management Plans (IMP).
	
	REMs
	Digital aids
	GHABP/ GHADP
	Review/ Follow-up 
	Waiting times
	Integrated PMS
	Monitoring waiting times
	Procedures & protocols in place
	Patient information & feedback mechanisms

      (a)                  (b)
	Individual Management Plans

	Ayrshire & Arran
	RED/AMBER
	GREEN
	RED/AMBER
	AMBER/GREEN
	GREEN
	RED/AMBER
	GREEN
	AMBER/GREEN
	GREEN/ GOOD PRACTICE

	AMBER
	AMBER

	Borders
	RED*

	GREEN
	RED*

	GREEN
	RED*

	AMBER
	GREEN
	AMBER
	AMBER
	RED/AMBER
	AMBER

	Dumfries & Galloway
	AMBER
	GREEN

	AMBER
	GREEN
	AMBER/GREEN
	AMBER*
	GREEN

	RED*/AMBER
	AMBER
	GREEN/ GOOD PRACTICE

	AMBER/GREEN

	Fife
	GREEN
	GREEN
	GREEN
	GREEN/ GOOD PRACTICE
	GREEN
	GREEN/ GOOD PRACTICE
	GREEN/ GOOD PRACTICE

	GREEN
	GREEN
	AMBER
	GREEN

	Forth Valley
	GREEN
	GREEN
	GREEN/ GOOD PRACTICE

	GREEN
	GREEN/ GOOD PRACTICE

	GREEN/ GOOD PRACTICE

	GREEN
	GREEN
	AMBER*/GREEN
	AMBER
	GREEN

	Glasgow & Clyde
	RED*/AMBER
	GREEN
	RED*/AMBER
	GREEN
	GREEN
	GREEN
	AMBER
	AMBER*
	AMBER
	RED*/AMBER

	AMBER

	Grampian
	AMBER/GREEN
	GREEN
	GREEN
	RED*/AMBER
	RED*/AMBER
	GREEN
	GREEN
	AMBER/GREEN
	GREEN/ GOOD PRACTICE

	AMBER
	AMBER

	Highland
	GREEN
	GREEN
	GREEN
	RED*/AMBER
	GREEN
RED*/AMBER
	GREEN/ GOOD PRACTICE

	GREEN/ GOOD PRACTICE

	GREEN
	GREEN/ GOOD PRACTICE

	AMBER
	AMBER/GREEN

	Lanarkshire
	RED*

	AMBER/GREEN
	RED*/AMBER
	AMBER
	RED*/AMBER
	AMBER
	RED
	AMBER
	AMBER
	RED/AMBER
	AMBER

	Lothian

	RED*

	GREEN
	RED*

	RED*/AMBER
	AMBER/GREEN
	AMBER*
	GREEN
	RED*/AMBER
	AMBER/GREEN
	AMBER
	AMBER

	North Glasgow

	RED
	GREEN
	RED/AMBER
	AMBER
	GREEN
	RED/AMBER
	RED

	AMBER
	AMBER
	RED/AMBER
	AMBER

	South Glasgow
	GREEN
	GREEN
	RED/AMBER
	AMBER
	GREEN
	AMBER
	GREEN

	GREEN

	GREEN/ GOOD PRACTICE

	AMBER
	AMBER/GREEN

	Orkney
	GREEN/ GOOD PRACTICE
	GREEN

	GREEN/ GOOD PRACTICE

	GREEN/ GOOD PRACTICE 

	GREEN/ GOOD PRACTICE
	GREEN/ GOOD PRACTICE
	GREEN
	GREEN
	AMBER/GREEN
	AMBER*
	AMBER

	Shetland
	GREEN/ GOOD PRACTICE
	GREEN

	GREEN/ GOOD PRACTICE
	GREEN/ GOOD PRACTICE
AMBER*
	AMBER*
	GREEN/ GOOD PRACTICE
	GREEN

	GREEN

	GREEN/ GOOD PRACTICE

	AMBER*
	GREEN


	Tayside
	GREEN

	GREEN

	AMBER/GREEN
	AMBER
	GREEN/ GOOD PRACTICE
RED*
	GREEN

	GREEN

	AMBER
	GREEN

	GREEN/ GOOD PRACTICE

	AMBER


Figure 2: Quality standards for adult services which were within the remit of the audit

1. Accessing the service
Systems and capacity, referral pathways, timeliness of referrals, access to audiology and specialist medical staff as first points of contact. 

2. Information provision and communication with individual patients 
Timeliness and relevance of information provided, meeting the needs of hearing impaired patients and their significant others, in formats that accommodate their communicative abilities. Staff training in communication skills, deaf awareness, use of interpreters, cultural and religious diversity. 

3. Assessment
Individually tailored measurement of hearing impairment, assessment of hearing disablements and evaluation of social and listening needs. 

4. Developing an individual management plan
Specific to the individual, tailored by the information gathered at the assessment phase, content determined in conjunction with the patient and/or their significant others. Flexible and updated on an ongoing basis. Families enabled to participate in the development of the individual care plan, to understand information and make informed decisions. 

5. Implementing an individual management plan
Implemented across a series of appointments with the opportunity for revision at each stage. Process for ongoing support and maintenance when new active intervention ceases. 

6. Outcome
The completion and extent to which the individual management plan aims have been successfully attained and are documented by a post-management evaluation of disablements. Evaluating short, medium and long-term outcomes. 

7. Clinical governance/ professional qualifications
Governed team approach to safely and effectively supporting the assessments and interventions undertaken. Competency and training framework for volunteers, clear protocols and referral routes with external agencies who provide complementary services. Clinical competency maintained through continuing professional development. Professional qualifications and scopes of practice of audiology practitioners. 

8. Communication, Support and Collaborative Working 
Processes and structures which 

· facilitate communication/ support and consultation between the service and users (including their significant others) 

· underpin effective communication and collaborative working with external services and agencies. 

	
	Access
	Information & communication
	Assessment
	Developing IMP 
	Implementing IMP
	Outcome
	Clinical governance/ professional qualifications
	Communication, support, collaborative working

	Ayrshire & Arran
	GREEN
	GREEN/ GOOD PRACTICE

	RED/AMBER
	AMBER
	AMBER
	AMBER
	GREEN

	GREEN

	Borders
	RED*

	AMBER/GREEN
	RED*

	AMBER
	AMBER
	AMBER
	AMBER/GREEN
	GREEN


	Dumfries & Galloway
	GREEN

	GREEN/ GOOD PRACTICE

	AMBER
	AMBER
	AMBER
	AMBER
	AMBER*
	GREEN/ GOOD PRACTICE

	Fife
	GREEN/ GOOD PRACTICE
	AMBER/GREEN
	GREEN
	GREEN
	GREEN
	GREEN/ GOOD PRACTICE
	GREEN

	GREEN


	Forth Valley
	GREEN/ GOOD PRACTICE

	GREEN
	GREEN/ GOOD PRACTICE

	GREEN
	GREEN
	GREEN
	GREEN/ GOOD PRACTICE
	GREEN


	Glasgow & Clyde
	GREEN/ GOOD PRACTICE

	RED*/AMBER

	RED*/AMBER
	AMBER*/GREEN
	AMBER*/GREEN
	RED*/AMBER
	GREEN
	AMBER*

	Grampian
	RED*/AMBER
	GREEN/ GOOD PRACTICE

	GREEN
	AMBER
	AMBER
	GREEN
	GREEN
	GREEN


	Highland
	GREEN/ GOOD PRACTICE

	GREEN/ GOOD PRACTICE

	GREEN
	AMBER/GREEN
	AMBER/GREEN
	RED*/AMBER
	GREEN/ GOOD PRACTICE

	GREEN

	Lanarkshire
	RED*/AMBER

	RED/AMBER

	RED*/AMBER

	AMBER
	AMBER
	RED*/AMBER
	GREEN
	GREEN

	Lothian
	AMBER*

	AMBER/GREEN
	RED*

	AMBER
	AMBER
	RED*/AMBER
	AMBER*
	GREEN


	North Glasgow
	GREEN
	RED/AMBER
	RED/AMBER

	AMBER
	AMBER
	RED/AMBER

	AMBER/GREEN
	GREEN


	South Glasgow
	GREEN
	GREEN/ GOOD PRACTICE

	RED/AMBER

	AMBER
	AMBER
	RED/AMBER

	AMBER/GREEN
	GREEN


	Orkney
	GREEN/ GOOD PRACTICE

	AMBER/GREEN
	GREEN/ GOOD PRACTICE
	AMBER
	AMBER
	GREEN/ GOOD PRACTICE
	GREEN

	GREEN/ GOOD PRACTICE


	Shetland
	AMBER*

	GREEN/ GOOD PRACTICE
	GREEN/ GOOD PRACTICE
	GREEN

	GREEN

	GREEN/ GOOD PRACTICE
	GREEN

	GREEN/ GOOD PRACTICE


	Tayside
	GREEN/ GOOD PRACTICE
RED*/AMBER

	GREEN/ GOOD PRACTICE

	GREEN

	AMBER
	AMBER
	AMBER/GREEN
	GREEN

	GREEN



Figure 3 Quality Rating Tool scores
Use of the Quality Rating Tool

Each of the site visits started with a long discussion, usually about three hours, with the Head of Service and sometimes other staff members, including on two occasions senior management. The focus for the discussion was a self assessment quality rating tool called ’Improving quality and outcomes in adult Audiology rehabilitation services through critical evaluation’. This consisted of the Head of Service rating the quality of their service against identified standard criteria. There were 34 criteria in all and each Head of Service rated their service standard 1 to 5 for each criteria in the following way:

	1

Needs to be introduced


	2

Introduced but needs significant development
	3

Improving but does not quite meet the standard
	4

Just meets the standard


	5

Good to best practice




The audit team, after discussion, also scored the service so that for each service there were two scores. The results were as follows: 
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Section 5:  Way forward and next steps

Given the complex nature of service shortfalls and deficits, specific recommendations for individual services are numerous and apply to differing extents across NHS Boards. Some recommendations have significant resource implications, in particular for improvements in accommodation and staffing levels. Other recommendations focus on organisational culture and leadership, embedding good working practices as well as sharing expertise and peer support. 

We have made, in total,169 individual recommendations to services. We have indicated their priority: 

· Key recommendations 
Recommendations in this category are considered to be fundamental to the quality of the service, and have been made because there is a serious concern about this aspect of the service provision.  

· Other recommendations
Recommendations in this category will usually refer to issues which have longer term implications for the quality of service provision or have greater organisational complexity outside the remit of this work. 

Recommendations will differ both in terms of the speed with which they can be implemented and in their eventual impact on the quality of services. 
This section collects together some of the main themes in our recommendations which affect 

· all services

· specific services.

All services

Effective leadership is a key factor in the drive to successful quality and sustainable performance. This leadership may be throughout  the organisation but leadership in the front line services is acknowledged as needing development in most of the audiology and Physiological Measurement services in the UK, not just in Scotland. In relation to specific services, the needs of NHS Borders, NHS Lanarkshire, NHS Lothian and  NHS Dumfries & Galloway have already been discussed.  There is, however, an urgent and important professional development need for support and mentoring across all services. 
Quality standards

The current audit has been done against the backdrop of the development of quality standards for adult audiology. It is very important to see this as part of a process. The robust quality standards rating tool (which asks services to assemble evidence for self rating) that we developed for use here can be used in the future to audit the services against the  baseline output that we have described here. It is important to recognise that it will need leadership, capacity and funding to enable this to proceed. 

Development and delivery of specialist services (paediatric services, assessment and treatment of tinnitus and balance disorders, and bone-anchored hearing aids). Establishing regional partnership working to ensure the critical mass of expertise required may well be the way forward here and this maybe pertinent particularly for the paediatric services (see paediatric report)

The impact of waiting times on quality

Some services have deliberately taken the decision to compromise one or more aspects of the modernised protocols to seek to achieve their waiting time requirements. For these services, and the other four failing services, this is a live issue. Each is currently still struggling with these demands and pressures. 

The impending implementation of an 18-week wait target in Scotland provides the opportunity to set mechanisms in place to ensure that services do not feel under unbearable pressure to sacrifice quality in order to bring down the waiting times.

Follow up and review 

There is a need for some services to ensure that follow up and review are appropriately implemented so there are no peaks and troughs in demand. This needs to be carefully monitored to ensure that services are meeting patient needs in terms of access and appropriate interventions.

Public involvement in service planning and delivery is an area where virtually all services are struggling. Time and other priorities has been a reason for the lack of effective work here; but also services do not have the baseline of experience and skills in order to involve the public in an effective manner as services are planned and new ideas implemented. Peer support or external inputs may be needed here.

Personal development plans and annual appraisals are not a routine feature of staff management for several services, both for Heads of Service and for their staff. This features in many recommendations. Professional and personal development and on-going training is important for the motivation of staff and thus the vitality of the service they offer. 

On-going training 

There is an absence of an ingrained culture of continuing professional development and annual appraisal as noted above. Such CPD as is undertaken does not appear to have been systematically exploited or viewed as part of a programme that will both improve an individual’s competence and understanding AND advance the aims of their employing organisations and departments. 
NHS Fife has made excellent progress here with a comprehensive professional development and performance review in place utilising e-KSF (The NHS online Knowledge & Skills Framework). There is also some use of the BAA CPD scheme.

A Continuing Professional Development scheme (in training requirements/ opportunities) has been recently presented to the NES Audiology Steering Group: projected to be implemented in 2011-12. This feels too far in the future. In our view shorter term measures should be implemented as a matter of urgency. 
Developing and implementing individual management plans (IMP) 

This is another area in which training and support appears to be needed by most of the services. An excellent set of IMP templates has been produced in Wales by Jane Wild and is already being shared with Shetland: this could be shared more widely with other services.
Relationships with ENT

In Scotland there are examples where ENT and audiology services work closely and collaboratively. However, there are also many examples of where historic boundaries, despite best efforts persist.  We recommend that services explore ways of ensuring open, honest and transparent dialogue at both national and local levels, so that ENT and audiology can together realise the potential significant benefits of collaboration for themselves and their patients. Key to this is mapping out the patient journey for the high volume ENT patient groups that need audiological input.
Specific Services

Mentoring support 

It is the recommendation of the team that each of the Heads of Service from NHS Dumfries, Lothian, Glasgow North and South, Glasgow and Clyde, and Ayr would profit from mentoring support for the next year as each post-holder seeks to implement the recommendations offered to them.

Inadequate facilities at base hospital, peripheral clinic and community sites 

The Royal Alexandra Hospital (NHS Glasgow & Clyde) has very poor provision for audiology.  There is also poor accommodation at Dumbarton Health Centre and the Vale of Leven District General Hospital. The accommodation at Aberdeen (NHS Grampian) is very poor. There are mid-to-long term plans to move to a new site here; however, current accommodation is not compliant with standards for assessment. In addition, in NHS Tayside, the Perth facility is unfit for purpose. This is seen as inequitable service provision between departments.  We recommend that a risk assessment is undertaken to ensure the clinical implications of testing in substandard accommodation are understood and, where possible, minimised. 

The Head of Service for NHS Glasgow and Clyde needs to be moved back in, or near to, the audiology department. 

Integrating patient management systems.
The services need to develop an integrated approach to PMS development to meet their needs especially in terms of the connectivity of services. Several services are experiencing difficulty in integrating patient management systems. In Ayr the PMS is not being used comprehensively: it is only being used for the clinical record.  In Glasgow & Clyde, the PMS is not fully integrated with activities. Apart from the scheduler, the single line of notes, and NOAH, no other parts of Practice Navigator are used in North Glasgow. These problems have been raised with Scottish Heads of Service and need to be addressed with the software developers.  Additional training and support could be called on from other Heads of Service, like Highland and Fife, who are skilled in integrating PMS and IT in general.

Administrative support. 
We suggest that as well as those services that we have strongly recommended should improve administrative support that the appropriate use of administrative staff to support audiology services in Scotland is reviewed as this has been demonstrated to increase productivity and efficiency of services (Improving Access to Audiology Services, 2007) elsewhere and would release audiology staff to deliver quality services.
A business case for administrative staff support needs to be developed as soon as possible in Forth Valley. In Shetland the backlog of demand would more likely be reduced through continuing release of the postholder from administrative duties by allocation of support staff.

Audiology services in NHS Lanarkshire and NHS Borders

In the opinion of the auditors, the lack of adequate leadership suggests that the quality of the services is unlikely in the foreseeable future to meet the requirements of the modernised service. 

Next steps

This audit report is not an end in itself, but the first stage in a process. It will require action planning, milestones and the establishment of a monitoring system which is both owned by the individual management for each service and by the Scottish Government. If this is in place, then the next year will see the greater possibility of a modernised service meeting the hearing needs of Scottish people, although there may still be a case of need for an increase in service capacity to meet current and future demand for hearing rehabilitation services. The current data cannot reach that judgement at present.
The PHIS Report in 2003 provides a valuable reminder of the important lessons learned in England and Wales when implementing modernisation:

“The NHS in England targeted modernisation to particular sites with a subsequent roll-out. Within each modernised site though, the programme attempted to develop IT systems, improved process and protocols and implementation of new digital technology simultaneously. The services in England report substantial problems in effecting simultaneous change. In contrast, modernisation programmes in Wales adopted a more phased and serial approach with investment in accommodation and facilities, followed by the development of appropriate staff skills, process and protocols, and only then followed by phased introduction of technological developments.” (PHIS Report Page 111)  
In England Improving Access to Audiology Services in England (2007) sets out the context for the transformation of adult hearing services in England in relation to the Department of Health key patient outcomes: health and well being, safety and effectiveness, responsiveness, efficiency and affordability and equality. It also includes a commitment to produce good practice information and tools.  Some of the work to support this transformation of audiology services in England may be relevant, particularly the training packages and services support which concentrates on delivering an efficient patient journey using innovative technology and making best use of PMS systems. Shared learning and support from this work may provide valuable pointers for Scotland to identify and hopefully avoid potential problems when drawing up the Scottish audiology service strategy. This may be particularly relevant in relation to the proposed 18 week waiting time target.

SECTION 2: audiology modernisation: quality assurance Audit of NHS Paediatric Audiology and associated Universal Neonatal Hearing Screening, Medical, Early Intervention and Family Support services in Scotland 2007
Background

In August and September 2007, six of the Scottish NHS Boards took part in a pilot quality assurance audit of paediatric audiology services and their associated universal neonatal hearing screening (UNHS) programmes and early intervention and family support services including community audiology and medical management.  The audit was commissioned by the Scottish Executive and was undertaken by the MRC Hearing & Communication Group at the University of Manchester, England.   A separate audit has been carried out for adult audiology services across all NHS Boards in Scotland.  This report details the quality assurance audit and highlights the main strengths and areas for improvement identified during the paediatric audit visits. 
Methodology

Each audit was undertaken by a multidisciplinary team of relevantly qualified professionals from across the UK, most of which have been involved in similar work in England and hence were able to anchor their rating in an appropriate standardised framework. The NHS Boards involved and the teams are listed in the table below.  Each visit was led by Dr Elizabeth Orton from the MRC Hearing & Communication Group, University of Manchester.

Audit Teams

	Board/Date of visit
	Screening
	Audiology
	Medicine
	Early Intervention and Family Support

	Glasgow & Clyde - Yorkhill
21 August 
	Anne Stevenson/ Elizabeth Orton
	Michelle Dodd
	Dr Sally Minchom
	Gwen Carr

	Lothian

23 August 
	Anne Stevenson/ Elizabeth Orton
	Graham Sutton
	Dr Sally Minchom
	Gwen Carr

	Tayside 
28 August
	Anne Stevenson/ Elizabeth Orton
	Jan Thomas
	Dr Sally Minchom
	Mary Kean

	Forth Valley 
29 August
	Anne Stevenson/ Elizabeth Orton
	Jan Thomas/Helen Martin
	Dr Sally Minchom
	Gwen Carr

	Lanarkshire 
4 September
	Elizabeth Orton
	Michelle Dodd
	Dr Sally Minchom
	Gwen Carr

	Glasgow & Clyde - Clyde

11 September
	Anne Stevenson/ Elizabeth Orton
	Ed Brown
	Dr Sally Minchom
	Gwen Carr


For each quality assurance audit there was a key peer review site visit that took place over the course of one day but was preceded by a series of questionnaires sent to each Head of Paediatric Audiology by email.  There was a questionnaire for each of UNHS, paediatric audiology, community audiology and medical management, early intervention and family support (sent to Education services) services.  In addition, the lead medics for each service were asked to complete an audit of 3 cases, detailing how the children were medically managed following identification of hearing loss.  Due to the timescales and availability, for the medical component of the audit, Dr Sally Minchom spoke to each medical stakeholder via telephone and did not visit in person.  Although the Scottish Cochlear Implant centre was not audited, a separate questionnaire was sent to the service to review communication and highlight any concerns between the centre and individual referring organisations.  

The questionnaires were laid out to address the following broad areas:

· Governance structures and strategic partnerships 

· Care pathway delivery in relation to existing quality standards and evidence based, family friendly practice

· Audit and quality improvement 
· Service systems and capacity

For comparison against existing quality standards, screening was reviewed against the Quality Improvement Scotland Pregnancy and Newborn Hearing Screening Standards, 2005.   Audiology was reviewed against draft quality standards being developed in a process similar to that used for the adult audiology standards and, along with Medical and Early Intervention services,  were reviewed in the light of current best practice and evidence base, drawing upon published protocols such as Modernising Children’s Hearing Aid Services (MCHAS) protocols, Newborn Hearing Screening Programme (England) protocols which are largely endorsed by the British Academy of Audiology (BAA), Principles of Family Friendly Hearing Services for Children (Baguley et al. 2000), National Deaf Children’s Society Quality Standards in Paediatric Audiology and have been reflected upon in the light of the Year 2007 Position Statement: Principles and Guidelines for Early Hearing Detection and Intervention Programs, Joint Committee on Infant Hearing, Paediatrics 2007;120;898-921.  
The conclusions of the quality assurance audit have been drawn from information from the completed pre-visit questionnaires, through discussions with the different service providers, visiting the departments and clinic settings where possible, discussions with Public Health screening leads and allied health professionals and through direct feedback from parents.  

At the end of each visit there was a joint meeting where initial recommendations were put forward by the audit team.  These were then written up as 6 individual reports and this document represents the key themes and issues arising across the boards visited.   Each Head of Service was sent a copy of their own report to comment on factual accuracy. 

Note: Due to the timescales involved we have not been able to enter into any lengthy discussion with each site about aspects of the audit.

Key findings 

Governance and strategic partnerships 

Universal Neonatal Hearing Screening
Across the six services there is active engagement with Public Health who are aware of each service’s performance and areas for improvement.  All screening services report performance data within the Board although they are managerially and financially accountable to different directorates in each service (Audiology, Midwifery or Specialist Services).  All services are managed by competent and dedicated Screening Managers who together make a strong cohesive team across Scotland.  The Managers in all Health Boards meet on a regular basis which ensures a level of consistency and co-operation across Scotland and functions as a self regulatory, operational group.  The only community-based service is in danger of being isolated and the Screening Manager has been advised to seek peer support from the 40+ community-based screening programmes in England (see also Appendix A).  As a whole, UNHS services have integrated well into wider maternity services; this has no doubt contributed to the high coverage figures and the high level of awareness about the screening programme amongst all relevant professionals.   NHS Tayside and NHS Lanarkshire have dealt with wider healthcare awareness well, providing a newsletter for professionals which keeps them informed about the performance of the service and any changes in protocols.

Given that UNHS is a universal population screen across Scotland, it seems inconsistent that 

1. each service has its own screening protocol, 

2.  there are no nationally agreed training packages for screening staff or screening managers, 

3. there is no central procurement of equipment/consumables (which would save money) 

4. there is no central development of screening information and 

5. no formalised method of sharing lessons from incidents

6. there is no central agreement of what ongoing quality assurance and audit is needed  

These all contribute to inequities across the Boards.  The group of Screening Managers currently work together outstandingly well at an operational level, but do not feel supported strategically and need national guidance to look towards.  

Recommendation

Consideration should be given to designating a national programme manager, with appropriate expert support, who could co-ordinate such expertise. This would better ensure equitable services across Scotland, sustainability of the programme and continued improvement of this successful national service.    

Audiology and early intervention

Across the Boards visited there are generally very good, informal, multidisciplinary working partnerships in place between health, education and social services but often these are based on driven, enthusiastic and competent individuals and not enshrined in policy, protocols and pathways, and as such are vulnerable.  This was particularly noticeable in NHS Lothian where systems are working beyond reasonable capacity to the credit of the staff.  Written protocols and care pathways need to be developed across all services, but particularly in NHS Lanarkshire and NHS Glasgow & Clyde - Clyde.  Each service also needs access to specialist (MSc level or higher) non-medical audiological expertise in e.g assessment, interpretation of data, calibration of equipment etc.  This may be through regional partnership working.
Recommendation
Each audiology service also needs access to specialist (MSc level or higher) non-medical audiological expertise in e.g assessment, interpretation of data, calibration of equipment etc.  This may be through regional partnership working.    

Some of the recommendations made in this report should be viewed in the light of ensuring that services are commissioned with appropriate critical mass especially for specialist functions. This would also work well in the form of regional partnership working with outreach or another model that meets the needs of services, whilst delivering care locally to children in each NHS Board (ie a service could not just be delivered from a centre of excellence without very good reference and integration with local services).

Medicine

The integration of medical input into audiology service provision for newly identified deaf children is very variable.  In NHS Glasgow & Clyde - Yorkhill and NHS Lothian there is excellent integration of medical and audiological management of children.  In Clyde aetiological investigation of deafness is detached from the main audiology service provision, with separate notes for ENT and Paediatrics leading to a lack of co-ordination throughout the care pathway.  

The medical leads in both NHS Glasgow & Clyde – Yorkhill and NHS Tayside have formal qualifications in audiology whereas the medical leads for NHS Lothian and NHS Forth Valley do not, which places limitations on their contribution to the wider audiological management of children.  This is more of a concern in NHS Lothian since it is one of the largest services within Scotland (over 9,000 births) and as such will have a high number of complex medical cases that require specialist knowledge and consultant level skills.  In NHS Lanarkshire and NHS Glasgow & Clyde - Clyde the medical lead is from ENT background with limited paediatric involvement in the overall medical management of hearing impaired children.  Whilst each service does not necessarily have to have medical audiology expertise that is formalised in audiological qualifications, services, particularly smaller services, should be able to draw upon such expertise if needed through managed clinical support.  

The effectiveness of multidisciplinary reviews varies also, needing to improve in NHS Forth Valley, NHS Lanarkshire and NHS Glasgow & Clyde - Clyde.  For ENT, across the Boards there is limited engagement in direct referral routes to audiology, resulting in duplication of work, although in NHS Glasgow – Yorkhill, appropriate cases are directly referred. 

Recommendation

Audiology services should have, integral to their delivery plan, fully integrated medical input for aetiological investigations and ongoing appropriate medical management of deaf children.  Given the specialised nature of deafness, this should be delivered by highly skilled staff with qualifications in audiology in the larger services and formalised access to this expertise in the smaller services.
Recommendation

Delivery of services should be based around appropriate skill mix.  In particular routine hearing assessment and hearing aid review clinics should, where appropriate, be delivered by appropriately trained audiologists rather than ENT surgeons or community paediatricians.
Recommendation

All services need to have multidisciplinary clinics with access to an appropriate clinical skill mix.
Recommendation

All services should have referral criteria, pathways and protocols that ensure services have the systems and capacity to meet the needs of children and their families, including direct referral to audiology where necessary, reducing unnecessary duplication of appointments between professionals.

Cochlear Implant services

Funding for cochlear implantation is not negotiated on a case-by-case basis. NHS Ayrshire & Arran is commissioned to deliver a national cochlear implant service for Scotland (by the National Services Division). The service is centrally funded and decision to implant is clinically based.  The average wait for assessment following referral is 6 weeks.  Patients are assessed and are offered a cochlear implant if they meet the selection criteria.  The cochlear implant service meets with the National Services Division on a regular basis to discuss activity levels and the service is reviewed at regular intervals to ensure that needs are met. No-one has ever been turned-down for cochlear implant on the basis of funding.

Links with the Scottish cochlear implant programme are generally good across the Boards.  There seems to be variability in referral numbers and the proportion of profound hearing loss cases suitable for Cochlear Implant.  This suggests that some Health Boards may be under-referring.  The Scottish Cochlear Implant Programme is concerned that there could be unmet demand in some areas and that borderline candidates (especially children with deteriorating hearing losses) in some areas may not be getting referred. There was moderate concern in this regard about the NHS Forth Valley service.  

The age at the time of referral to the cochlear implant programme and duration of profound hearing loss before referral varies between Health Board Areas.  There was also moderate concern about the NHS Forth Valley service in this regard.  

Children should have an adequate trial of optimally fitted hearing aids prior to cochlear implantation. Ideally, this should be carried out prior to referral to the Implant Centre or in conjunction with the Implant Centre. The time taken to optimally fit hearing aids and evaluate benefit varies from area to area. The quality of hearing aid fitting/evaluation and provision of support/encouragement for the use of hearing aids pre-implant also varies.  There is some concern about NHS Tayside in this regard.

The cochlear implant service reports that it has a respectful and flexible approach to parents’ communication choices and it aims to help each child achieve his/her potential. However, the main aim of cochlear implantation is to enable children to access spoken language and most parents opt for cochlear implantation for their child for this reason.   The Scottish Cochlear Implant Programme felt that some areas of Scotland have a fixed policy on ‘mode of communication’ for all hearing impaired children (irrespective of the child’s hearing levels and capacity to develop spoken language). Parents often have no choice and report that their child’s needs are not met locally. Funding is not always available to allow their child to attend a more appropriate school placement outwith their area. Some families have expressed concern to the cochlear implant service that they are not supported locally in accessing spoken language and feel guilty if they do not use sign language.  There was some concern from the cochlear implant service about this with the NHS Forth Valley service.

None of the above was discussed with the audited services since the completed questionnaire was returned after the visits.  The above reflects the views of the Scottish Cochlear Implant Programme only. 
Referral to Early Intervention and Family Support Services

Referral to early intervention and family support services from Audiology is generally timely although in NHS Lanarkshire there is some delay as referrals are made through ENT after children have begun to attend clinics, and in NHS Tayside, unusually, early support is provided by the medical lead initially.   NHS Glasgow – Yorkhill have been actively engaging early intervention services to improve provision across the care pathway and there are excellent links already in NHS Lothian and good multidisciplinary working in NHS Tayside although there needs to be better information flow from audiology.  In NHS Forth Valley there needs to be better communication from early intervention services into audiology to underpin the excellent audiological work. Onward transition into adult audiology services was notably good in NHS Lothian and NHS Forth Valley.  There is active participation by Social Services in most boards.  Examples of good practice can be found in NHS Forth Valley where parent and voluntary sector engagement is also good.

Speech and Language Therapy
All Boards had access to specialist Speech and Language Therapists (SaLT) and generally their skill levels were extremely high and they often formed an underpinning role in the early intervention services.  There was some variability in skills and competence in NHS Tayside which needs addressing.  Overall SaLT teams were available but often not used as effectively as they could be within the care pathway.  

Children’s Hearing Services Working Groups
Children’s Hearing Services Working Groups (CHSWG) are essential for the involvement of parents in the development of service delivery, monitoring all early years services for deaf children and strategic development of services in a multidisciplinary forum.  Most Boards had a version of a CHSWG, sometimes not called this, but most did not have good parent engagement, did not monitor service provision as such and did not have strategic influence to enable service development.  There was no such group at all in NHS Lothian.  

Recommendation

All CHSWGs need strengthening and should have greater involvement from parents who are service users 
Strategic Planning

Strategic service planning was particularly apparent in NHS Glasgow –Yorkhill.  UNHS was implemented in parallel with modernisation of paediatric audiology ensuring adequate capacity.  This, however, did not happen in the Clyde division of this Board.  In NHS Tayside there is a concern that the relocation of the service at the operational level needs to be accompanied with the establishment of a paediatric service and that this needs to be supported at the strategic level.  In NHS Forth Valley there needs to be adequate administrative support to ensure the service continues to function efficiently and there are serious staffing pressures at NHS Lothian. 

Joint Working across Boards

There was no evidence of joint working and sharing of good practice and expertise across the Health Boards visited.  Services work in isolation and this is particularly noticeable in NHS Glasgow & Clyde - Clyde where the two audiology services have not capitalised on the recent merger of the Boards.  There is an immense amount of expertise at Yorkhill, both in paediatric audiology and medical management of deaf children, and a significant critical mass to ensure high levels of competencies.  Consideration should be given to how these skills are appropriately used across the Board, both in audiology and paediatric medicine (audiology).  

Recommendation
For effective delivery of paediatric audiology services for deaf children and appropriate access to specialist medical input, consideration should be given to the establishment of regional partnership working with outreach or another model that meets the needs of services, whilst delivering care locally to children in each NHS Board (ie a service could not just be delivered from a centre of excellence without very good reference to and integration with local services).
Care pathway delivery in relation to existing quality standards and evidence based, family friendly practice

Universal Neonatal Hearing Screening

Generally the screening programmes did perform well against the quality standards (see summary Table 1).  However measurement against the QIS standards was difficult since the standards can be interpreted in a range of ways (see Appendix B for further details).  

Recommendation

The Quality Improvement Scotland Pregnancy and Newborn Screening Standards, 2005, should be reviewed to meet the needs of an established universal neonatal hearing screening programme and to limit the possibility of misinterpretation

UNHS Performance against the QIS standards, Summary Table 1
	
	Glasgow - Yorkhill
	Lothian
	Tayside
	Forth Valley
	Lanarkshire
	Clyde and Argyll

	5a Newborn hearing screening, conforming to national guidelines, is offered to all women/parents/carers for their babies
	Met 

no data
	Met 95%
	Met 92.6%
	Met 99.8%
	Met 90.1% 
	Met 99.4%

	5b Newborn hearing screen-rescreen arrangements are in place in all NHS Boards. Core
	Almost met 93.4%
	Met 95%
	Met 97%
	Met 99.2%
	Met 98.3%
	Met (!) 

98.6%

	5b Desirable
	Not Met
	Not Met
	Almost Met
	Met
	Met
	Met

	5c All women/parents/carers receive clear information (written or in other formats) to help them to make an informed choice about newborn hearing screening.
	Met
	Met 

(!) 


	Met 

(!) 


	Met 

(!) 


	Met
	Met (!) 



	5d There is a clearly defined regional or local protocol for informing women/parents/carers of the results of screening tests, which addresses the most appropriate methods of communication for the local population
	Met
	Met
	Met
	Met
	Met
	Met

	5e The number of babies required to attend clinics for repeat screening and diagnostic assessments is kept to a minimum.
	Met
	Met
	Met 
	Met
	Not Met


	Met

	5f Support is available for all women/parents/carers whose babies do not have a clear response bilaterally on the newborn hearing screen.
	Met
	Met
	Met
	Met
	Met
	Met

	5g There is training and ongoing education for healthcare professionals involved in newborn hearing screening.
	Met

(!)
	Almost Met
	Met
	Not Met
	Met

(!)
	Met

(!)

	5h The NHS Board has a failsafe mechanism in place to ensure screening is offered and a result is recorded for all babies registered on the CHI.
	Met

(!)
	Met

(!)
	Met

(!)
	Met

(!)
	Met

(!)
	Met

(!)


Key

	Met

	Met but see recommendations

	Almost met

	Not met


Standard 5a - Newborn hearing screening, conforming to national guidelines, is offered to all women/parents/carers for their babies

Screening is available to all babies born in the Boards audited (notwithstanding comments for standard 5h).  Not all services provided ‘offered’ data.  Of those that did, the range was 92.6%-99.8%, although there were inconsistencies in how this data element was defined.   

Babies that have been in special care for more than 48 hours are thought to be at a higher risk of Auditory Neuropathy/Auditory Dysynchrony (AN/AD).  This is thought to be best screened for by a combination of AOAE and AABR, where AABR is still the main referral criteria (i.e. fail at AABR results in referral for diagnostic assessment, regardless of AOAE result).  AN/AD however can only be accurately diagnosed through thorough audiological work up.  Only NHS Tayside, NHS Glasgow & Clyde - Clyde and NHS Lanarkshire offered this mixed screening protocol; the other services should consider whether an alternative protocol of mixed OAE and AABR testing should be implemented.

Standard 5b - Newborn hearing screen-rescreen arrangements are in place in all NHS Boards. Core

The number of babies completing the screen by 10 weeks is high; the mean coverage (completed by 10 weeks) was 96.9%.  Only NHS Glasgow – Yorkhill fell short of the essential standard.  NHS Forth Valley, NHS Lanarkshire and NHS Glasgow & Clyde - Clyde and Argyll met the desirable standard also.   NHS Glasgow & Clyde - Clyde, which is described as a community-delivered screen should review how the second stage of the screen is delivered.  It is currently not very family friendly since a significant number of parents have to travel to clinics for the second screening test (AOAE2).  

There is a low non-attendance rate for hearing screening clinics across Boards (range 0.55% in NHS Forth Valley to 3% in NHS Glasgow - Yorkhill, mean 1.26%).  Even in NHS Glasgow - Yorkhill, who have the highest non-attendance rate, this is commendably low given the urban population it serves.  All services had active DNA reduction strategies.

There are some challenges in ascertaining which babies have risk factors, particularly at NHS Forth Valley and NHS Glasgow – Yorkhill and its resolution will require co-operation and joint working with neonatal unit staff.  NHS Tayside have addressed this particularly well with ongoing training sessions for new medical staff on rotation.

Standard 5c - All women/parents/carers receive clear information (written or in other formats) to help them to make an informed choice about newborn hearing screening.

The information about the screen appeared to be generally good although all services wanted to improve information giving in the antenatal period.  All services reported an increase in the demand for interpreting services, particularly for Eastern European languages.  The use of family members as interpreters seemed to be encouraged in some services.

All programmes had processes to record if the screen had been declined.  Letters which clearly stated that babies could be screened at a later date if necessary were given out in all services and all except the NHS Lothian service gave out a hearing surveillance checklist to parents who declined the screen.

Standard 5d - There is a clearly defined regional or local protocol for informing women/parents/carers of the results of screening tests, which addresses the most appropriate methods of communication for the local population

All services delivered screening results immediately, by the screener, verbally and in writing.  All reported results to the child health department within 5 days.  Verbal delivery of screening information should continue to be a core part of ongoing screener training and competency assessment.

Standard 5e - The number of babies required to attend clinics for repeat screening and diagnostic assessments is kept to a minimum.

The number of screening tests that babies could be offered ranged from two in NHS Forth Valley to four in NHS Tayside, NHS Lanarkshire and NHS Glasgow & Clyde - Clyde (see Table 2).  

Table 2 Screening Protocol and re-screen 

	
	Stage 1
	Refer to next stage
	Stage 2
	Refer to next stage
	Stage 3
	Refer to next stage
	Stage 4
	Refer to next stage
	Stage 5

	Forth Valley
	AABR1 screen
	-
	AABR2 

re-screen
	1.45%
	Audiology
	-
	
	
	

	Greater Glasgow Yorkhill
	AABR1 screen
	9%
	AABR2

re-screen
	-
	AABR3

additional-screen
	0.6%
	Audiology
	
	

	Lothian
	AABR1 screen
	10%
	AABR2

re-screen
	-
	AABR3

additional-screen
	0.7%
	Audiology
	
	

	Tayside
	AOAE1 screen
	-
	AOAE2 screen
	-
	AABR1 screen
	3.5%
	AABR2

re-screen
	0.64%
	Audiology

	Lanarkshire
	AOAE1 screen
	-
	AOAE2 screen
	-
	AABR1 screen
	3.4%
	AABR2

re-screen
	0.5
	Audiology

	Clyde and Argyll
	AOAE1 screen
	13%
	AOAE2

re-screen
	-
	AABR1

re-screen
	-
	AABR2

additional-screen
	1.4%
	Audiology


Key

	Screen

	Re-screen

	Additional Screen after rescreen

	Audiological assessment


All services except NHS Forth Valley had introduced an additional screening test over and above what was originally agreed.  Services were advised to revisit screening technique, to go ‘back to basics’ in order to try to reduce the referral rate and eliminate the need for an additional pre-audiology screen.

There was the range of interpretations of ‘repeat screen’.  Standard 5e1 states that 

‘the number of babies required to attend clinics for repeat screening and diagnostic assessments is kept to a minimum - Less than 8% of ‘well babies’ completing the initial screening episode (which may comprise 2 OAEs and an AABR) will be recalled for repeat screening’.  

The definition of ‘repeat screening’ varies across the boards audited (see Table 2).  Some services define the repeat screen as the screen immediately after the first screen test e.g. AOAE1; others define it as the screen after the screening protocol has been carried out (i.e. a further screen prior to diagnostic referral).  As a result the data returned varied but generally correlated with the stage of the pathway defined as repeat screen (see also Table 2). 
Given the differences in screening protocols, it is not surprising to report that the referral rate to audiology also varies, with a range from 0.5% in NHS Lanarkshire to 1.45% in NHS Forth Valley (see Table 1 and 2).  NHS Lanarkshire however only refer babies for full audiological assessment if they have a bilateral screen refer.  Babies with unilateral screen referrals can have a bilateral hearing loss and the service should review their care pathway in regard to this.

Audiological data is not currently entered into eSP and so there is no national register or Yield report of children with bilateral Permanent Childhood Hearing Impairment (PCHI), the target condition.  Each service was asked to report their yield (Table 3). 
 The yield of the programmes – Table 3
	Board
	Bilateral yield/1000
	Unilateral yield/1000

	Greater Glasgow Yorkhill
	1.1
	0.8

	Lothian
	1.3
	1.3

	Tayside
	>1
	>1

	Forth Valley
	1
	0.16

	Lanarkshire
	1.2
	Data not available

	 Glasgow & Clyde - Clyde
	1.1
	Data not provided

	Expected –Davis et al., 1997 HTA Report
	1-1.1
	0.6


Unfortunately the yield was not defined by each service i.e. whether it included PCHI only or all HI and Moderate or above in the worst ear or any hearing loss.  Further analysis is needed for higher resolution information

Recommendation

There should be a review nationally of what is considered an acceptable screening protocol (for both well babies and those in special care for more than 48 hours) and how many screening tests should be offered prior to full audiological assessment.  

Recommendation

All services should enter a minimum data set of audiological data into the screening management system eSP (after version 4.2 has been released – which has significant improvements to the audiology components) so that there can be a national yield report produced centrally.  This can then be used to quality assure services. This could be used as a basis for an agreed register of hearing impaired and deaf children, which would enable better planning and evaluation of programme outcomes.

Standard 5f - Support is available for all women/parents/carers whose babies do not have a clear response bilaterally on the newborn hearing screen.

In all services there was appropriately trained staff available to answer questions for parents, particularly those with a screen referral.  However parents of children still undergoing screening are not provided with information about support groups since this is more appropriate to the information given post-diagnosis.

Standard 5g - There is training and ongoing education for healthcare professionals involved in newborn hearing screening.

All screening staff observed had excellent communication and interpersonal skills.  Screeners, often the original staff from implementation, have received good training.  There is a programme of ongoing training for Screeners (Health Visitors) in NHS NHS Glasgow & Clyde - Clyde, although they were not observed as part of the audit, but there is yet to be a system of competency assessments put in place.  Training packages are however developed locally and there may be inconsistencies in the light of this.  Access to ongoing training was variable and there is no national training material for new Screening Managers, should the need arise.  Ongoing awareness training for related healthcare staff was variable.

Recommendation

There needs to be an agreed national package of training and competency assessments for all screening staff across Scotland and a national requirement for appropriate continuing professional development.  

Standard 5h - The NHS Board has a failsafe mechanism in place to ensure screening is offered and a result is recorded for all babies registered on the CHI.

In all Boards, the Screening Managers cross checked eSP with Child Health lists (although NHS Forth Valley use the Registrar’s list and it was not clear if this was in fact different).  There are concerns that without an electronic link between eSP and the CHI number, there may be some babies that ‘slip through the net’ largely because of the inherent risks associated with manual checking of Child Health lists and concerns that there are variations in child health boundary definitions.  The latter was not interrogated in detail as part of this audit.

Because in most services (i.e. all except NHS Glasgow – Yorkhill) data is not electronically downloaded from equipment into the screening management system eSP, there is no electronic assurance that data is entered correctly, children are discharged appropriately or indeed seen in audiology for assessment.  Data is not archived from equipment into a secure server location meaning that the details of each screening event are not protected, should the need arise to review screening data as part of a clinical investigation.  Equipment replacement was not under consideration in most services and needs to be built into financial plans.

Recommendation 

There needs to be a national commitment to the development of an interface between the Scottish birth record and eSP.  The manual entry of data into eSP is time consuming and open to risk through data entry errors.  A link will provide more screening time plus an important failsafe for notification of births ensuring no babies are missed.  There should also be consideration of this link being extended to allow the population of the child health system with the outcome of the screening test.
Audiology and early intervention

There are currently no paediatric audiology and early intervention standards endorsed by Quality Improvement Scotland.  There are however paediatric audiology standards currently available from the National Deaf Children’s Society and Newborn Hearing Screening Programme (England) and protocols for electro-physiological assessment, early hearing aid and medical management, endorsed by the British Academy of Audiology and other professional bodies.  Judgements in this audit were made using these professionally accepted points of reference.  In addition, services were asked to self rate themselves, as part of the pre-audit questionnaire, against emerging paediatric standards, currently in development, that complement the adult audiology standards (see Appendix C).  The audit team did not give a validating score against these standards but were able to categorise the services according to their current success in implementing modernised services (See Table 4 and Chart 1).  

Table 4 – Self rating and audit rating of services

	Self Rating using Questionnaire rating tool and emerging quality standards
	Self rating Score
	Audit ranking - audiology assessment and HA mgt
	Audit ranking - Multidisciplinary working ranking inc medicine and early intervention

	1
	Glasgow - Yorkhill 
	94.5
	Glasgow - Yorkhill
	Glasgow - Yorkhill

	1
	Forth Valley
	94.5
	Forth Valley
	Lothian

	3
	Lanarkshire
	69
	Lothian
	Tayside

	4
	Lothian
	68
	Lanarkshire
	NHS Forth Valley

	5
	Glasgow & Clyde - Clyde
	65
	Glasgow & Clyde - Clyde
	Lanarkshire

	6
	Tayside
	63
	Tayside
	Glasgow & Clyde - Clyde


Chart 1 Paediatric Audiology Self Rating Scores against the quality standards
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A common theme across all services was the need to address parent information about deafness at the time of confirmation of hearing loss. 

Recommendation 

There needs to be a consistent and unbiased approach to giving parents information about deafness and sources of support available, at the time of confirmation of loss 

Of particular note also across all Boards audited was the consistent approach to fitting hearing aids in children as late as 4-5 months of age, usually following very early confirmation of deafness.  It is not clear what the evidence base for this is and certainly goes against the ethos of early intervention fostered by most Early Hearing Detection and Intervention Programmes.  Indeed the 2007 Joint Committee on Infant hearing suggest the following quality marker 

“For families who elect amplification, the percentage of infants with confirmed bilateral hearing loss who receive amplification devices within 1 month of confirmation of hearing loss; the recommended benchmark is 95%”.

Recommendation 

There should be a nationally-agreed quality marker for the provision of early amplification

Services successfully implementing modernisation

NHS Glasgow – Yorkhill, a paediatric only service, was a consistently highly rated service (self and audit), reflective of good integration of service delivery along the care pathway.  Although there are recommendations for improvement, they are implementing all the core principles of the modernisation process – good access to services with direct referrals, comprehensive and timely audiological assessments, integrated input from specialised medical services for aetiological investigations, verification of each individual aid, responding to the individual patient experience and evaluating outcomes.   There could be more parent involvement in service planning.  In terms of early intervention and family support there is a Specialist Speech and Language Therapist employed by the audiology department which is excellent practice and there have been significant improvements in recent years in other aspects of education provision and family support; this has been particularly challenging since there are seven local authorities that work with this audiology service and all have different resources, practices and challenges.

NHS Forth Valley, a joint adult and paediatric service, also provides a high quality audiology service and has improved beyond recognition over the last 2 years.  Multidisciplinary reviews for children do however need to be implemented along with joint working with ENT for this service to excel.  There are some concerns expressed by the Scottish Cochlear Implant Programme with regard to timeliness of referrals (see above).  There needs to be an improvement in audiological support outside the clinic via the early intervention services, particularly in one authority area.  The Sensory Centre in Camelon would benefit further from investment in terms of training in audiology for the medical lead, administrative support and IT infrastructure to enable networking of patient management systems in other localities.  

In both cases, their focus for the coming year should be to achieve the recommendations made for them in their individual reports.

Services struggling with some aspects of modernisation

NHS Lothian is a paediatric only service and is currently providing high quality services under considerable pressures.  Its success is largely due to the dedication of the staff involved.  In particular there are staffing shortages that have impacted upon the audiology service and as a knock-on effect, the UNHS.  The current acting head of service, whilst doing a commendable job, is not at an appropriate grade to lead this large, complex service.  There is excellent team working between different staff and professions however there is a need for some MSc level input and knowledge into the service to facilitate its development.  Diagnostic testing is done at commendably young ages and is usually complete by 10 weeks of age and at the other end of the spectrum, excellent arrangements are in place for the transition into adult services.  
Given the size of the service provided and its regional status, NHS Lothian requires the appointment of an appropriately trained and qualified paediatrician or audiological physician. A consultant post would be most appropriate.  The current medical lead is however leading significant service improvement and this should be acknowledged.  

NHS Lothian audiology has strong working links with allied professionals and together provides successful support for families, though the very effective teamwork is based significantly on the goodwill and practice of current staff.  In particular the Educational Audiologist has a pivotal role in linking health and education.  There needs to be a Children’s Hearing Services Working Group in place, and it should have a monitoring and strategic role, ensuring working practice is formalised, and be able to involve parents in the service development.  

NHS Lanarkshire, a joint paediatric and adult service, by their own admission, is ‘about 2 years behind where it should be’.  They have only recently reached a full complement of staff and whilst there are two staff dedicated to paediatric work, neither have completed an MSc in audiology.   A full range of audiological testing techniques are available, although protocols need to be standardised and there are sometimes long waits for assessment (up to 11 weeks).  

A method of recording aetiological investigations needs to be established along with a care pathway involving ophthalmologists.  There needs to be written care pathways for children and multidisciplinary working could be improved with the introduction of multidisciplinary reviews.  

Early intervention services are underpinned by good professional relationships and information sharing although parents expressed a strong need for better information earlier in the diagnostic and support pathway.  The role of the CHSWG in monitoring the service needs to be developed and needs to include parents.  

In both NHS Lothian and NHS Lanarkshire there is a high percentage of babies with normal assessment results followed up at 8 months of age and these need to be audited in order to determine how cost effective this is.  Both services have the potential to be good, even excellent but will require investment in terms of personnel and training.  This investment must be accompanied by a commitment to embody roles, responsibilities and practice into documented policy.

Services which are failing to implement modernisation

Both NHS Tayside and NHS Glasgow & Clyde - Clyde services are joint adult and paediatric audiology services and are not currently providing adequate commitment to the specialised demands of paediatric audiology, particularly in the light of the implementation of hearing screening at birth.  Diagnostic testing and early amplification for babies as young as 4 weeks old is extremely high skilled work and requires a critical mass of patients for competencies to be acquired and maintained. 

NHS Tayside has the skills within the team to develop a defined paediatric service.  In particular audiological medical support is excellent and could provide the leadership needed to redesign and define an excellent paediatric service.  The new accommodation due to be accessed this year provides the opportunity for this to happen but will require strategic commitment.  It is recommended that this service is monitored closely since there was a commitment to quality improvement that seemed to be heavily depended upon relocation, new equipment and new staff.  This service should be re-audited again following the move.

The Early Years education provision in two out of the three areas is vulnerable with an identified need for training, support and strategic planning to ensure continuity of services to deaf children and their families.  

NHS Glasgow & Clyde - Clyde is currently suffering from a lack of specialist paediatric audiology leadership and this service is in urgent need of review.  Due to additional screening stages there are relatively few referrals to audiology resulting in limited expertise in diagnostic testing.    There need to be adequate facilities to perform Insert Phone and Bone Conduction Visual Reinforcement Audiometry (VRA), aided soundfield and speech testing in appropriate audiological conditions.  The service are advised to re-visit the use of Tone-pip ABR and staff need to develop a clear understanding of the calibration procedure used for the equipment so that they are confident that it is appropriate.   Modernised hearing aid fitting protocols need to be followed and there should be a move towards ensuring that prescription and verification of the hearing aids, together with evaluation and other appropriate outcome measures takes place at the reviews.  

Medical paediatric input into this service is disjointed and lacks the specialist audiological knowledge which could be access by neighbouring NHS Glasgow – Yorkhill service.  

This site has some geographical challenges in ensuring access to appropriate levels of support for all families, and the heavy caseload of the Ed Aud/ToD means that her direct involvement with families, especially early in the family journey, can be inconsistent.  However a good developing working relationship with Senior Audiologist/ SaLT overcomes most difficulties in practical terms.
Serious consideration should be given to the viability of this service, particularly given the proximity of the NHS Glasgow – Yorkhill dedicated paediatric service.
Audit and Quality improvement

Universal Neonatal Hearing Screening

Several of the services, namely NHS Glasgow - Yorkhill, NHS Tayside and NHS Forth Valley have regular screening team meetings.  These meetings ensure that the whole team are updated together and provide a forum whereby everyone can contribute to the development of the service.  All services had in place systems to report and learn from incidents, although the benefits of a national incident learning culture are not fully realised.  At least 3 services, NHS Tayside, NHS Glasgow – Yorkhill and NHS Glasgow & Clyde - Clyde have already carried out a parent satisfaction survey and this should be encouraged nationally.

The screening management system eSP is not currently used to its full potential.  It is currently used as a database, rather than a service management tool.  Variations in screening protocols and data definitions mean that national reporting capabilities for auditing, data quality checking, performance monitoring and benchmarking are not as robust as they could be.

Recommendation

There should a formal mechanism for incidents to be reported nationally and lessons learnt shared nationally to prevent incident recurrence.
Recommendation

Any discussions about national screening protocols should consider the improved reporting capabilities, performance monitoring and benchmarking from eSP that uniform protocols would facilitate.  

Audiology and early intervention

There is a strong will, from within the teams, for each service audited to improve and move forward with modernised paediatric audiology services.  In each audit the teams engaged in positive and honest discussions with the audit team and appeared to welcome the feedback given.  

There is a robust culture of audit and monitoring of the screening, audiology and medical services in NHS Glasgow – Yorkhill, with good use of IT systems for data collection and reporting.   Monitoring and audit needs to be improved in NHS Lothian, Lanarkshire and NHS Glasgow & Clyde - Clyde, particularly around outcome measurement, waiting times and non-attendance using IT systems e.g. Auditbase.  Audit of 8 month follow up outcomes should be carried out in NHS Lanarkshire and NHS Glasgow & Clyde - Clyde and aetiological investigations are not recorded in detail in NHS Tayside, NHS Lanarkshire or NHS Glasgow & Clyde - Clyde and there needs to be monitoring of Down’s Syndrome patients in NHS Forth Valley.

Parent questionnaires have been developed for different aspects of service delivery in Yorkhill, NHS Forth Valley, NHS Tayside and NHS Lanarkshire, although in NHS Tayside there needs to be clerical support to administer this.  Excellent family information has been developed in NHS Forth Valley in the family file and in NHS Lanarkshire.

NHS Glasgow – Yorkhill have also implemented joint development days with education, commissioned externally to the department in order to improve multidisciplinary working and NHS Forth Valley hold parent days to engage immediate and extended families with the services in a relaxed environment. NHS Glasgow & Clyde - Clyde are working with West of Scotland Deaf Children’s Soc to facilitate parent to parent support.  

A CHSWG needs to be established in NHS Lothian and in all services audited the CHSWG or its equivalent could be developed to have a more strategic function, enable multidisciplinary monitoring of early years services and integrate parents’ views into service development.

In education there needs to be more robust monitoring and assessment of developmental and communicative progress in children 0-2 in NHS Glasgow – Yorkhill, NHS Tayside and NHS Glasgow & Clyde - Clyde with more feedback on outcomes to audiology.  Teachers of the Deaf need access to CPD in relation to working with babies under 6 months of age, particularly in NHS Glasgow – Yorkhill, NHS Forth Valley and NHS Lanarkshire.

Recommendation
All CHSWGs need to develop strategic capacity in order to drive forward service monitoring and improvement
Recommendation
There needs to be a consistent and robust approach to the monitoring of children's communicative and developmental outcomes. Whilst on the whole this is in place for children over 3, it is in need of development for early years and specifically babies. Parents play an important part in monitoring early progress and this needs to be formally recognised
Service Systems and Capacity

Universal Neonatal Hearing Screening

With the exception of the NHS Lothian manager, who needs more time set aside for UNHS, all Screening Managers have adequate time to carry out management and audit/quality assurance duties and all have a good understanding of their role and responsibilities.   There is funding for an adequate staff of screeners in each service although some services, particularly NHS Lanarkshire, have had a reduced staff complement previously.  All services appeared to have sufficient equipment although there were different types of equipment within services which presents unnecessary complications for screening staff and when equipment is replaced, consideration should be given to unifying equipment selections within a service.  There needs to be standardised protocols for equipment set up and checking.

Recommendation

Services would benefit from a centralisation of equipment procurement (which would present a cost saving for all Boards) and standardisation of equipment set up and checking protocols.

Audiology and early intervention

There was good family friendly accommodation in NHS Glasgow – Yorkhill, NHS Lothian, NHS Forth Valley and NHS Lanarkshire, although there could be improvements which have been detailed in individual reports.  The NHS Tayside service is relocating to larger premises this year.  

NHS Glasgow – Yorkhill had a full complement of staff and access to all essential equipment.    There are capacity challenges in NHS Lothian in particular, with only one member of staff carrying out hearing aid work, limited time dedicated to medical input and shortage of specialist Speech and Language therapists.  In NHS Forth Valley there is a shortage of clerical support, the SaLT is the only person skilled and qualified to work with newly diagnosed families and very young deaf children and education support services are working to capacity.  Staffing levels should be reviewed to ensure that all children and families can receive qualified ToD support and in Clackmannanshire there needs to be access to Social Services for all families.  In NHS Tayside there are no dedicated paediatric audiologists, although there are plans to address this and identified staff need to be offered development opportunities such as secondments to centres of excellence before the move, to ensure best practice is embedded in the new service.   Education service needs to develop 52/52 cover in NHS Tayside and there are imminent staff vacancies which leave the service vulnerable.  
In NHS Lanarkshire, outreach services in the South are stretched and staffing resources could be reviewed.  

In all services, staffing of medical and non medical audiology personnel in community paediatric audiology, review and routine clinics seemed inappropriate with little to no use of skill mix.

Recommendation

Capacity and access to appropriate CPD are issues for most support services. The advancing age profile of qualified teachers of the deaf together with the lack of numbers coming through for specialist training is of concern for the future

Conclusions

The quality assurance audit findings described in this report, along with the six individual reports, build a picture of sound referral pathways from newborn hearing screening to audiology.  Screening programmes are generally extremely well managed and have clear accountability and reporting lines.  There is a culture of sharing practice between the screening managers and learning from one another.  Currently, UNHS is a successful national programme.  However its success is precarious, being stabilised by good will and a shared feeling of responsibility from the screening managers.  There needs to be national direction for the screening services at a strategic level to address emerging inequities through standardisation of protocols, systems and use of the information system eSP.   There needs to be greater emphasis on sustainability of programmes and their mainstream integration into child health, whilst maintaining the undoubted success that they have achieved in a short period of time.

The care pathway from audiological assessment through to early intervention is inconsistent across the Boards.  Expertise in paediatric audiology and medical intervention is patchy, with some services woefully ill-equipped in terms of workforce skills and competencies, equipment and facilities.  There is an issue around critical mass of patients in some areas and consideration should be given to the establishment of regional partnership working or similar to address this.  Children’s Hearing Services Working groups also need to take a more strategic role and ensure parent involvement in service development.  

For early intervention and family support there is in general year round provision for families of newly diagnosed deaf children.  There needs to be a consistent and unbiased approach to giving parents information about deafness and sources of support available, at the time of confirmation of loss.  Capacity and access to appropriate CPD are issues for most support services. The advancing age profile of qualified teachers of the deaf together with the lack of numbers coming through for specialist training is of concern for the future.  There also needs to be a consistent and robust approach to the monitoring of children's communicative and developmental outcomes; whilst on the whole this is in place for children over 3, it is in need of development for early years and specifically babies.  Parents play an important part in monitoring early progress and this needs to be formally recognised.

Appendix A

Mixed screening model in NHS Greater Glasgow and Clyde   

In NHS Glasgow & Clyde there are currently 2 screening delivery models in place; a legacy of previous Health Board boundaries and recent merger.  The community-based service in Clyde (and Argyll) is the only community based service in Scotland.  Whilst the screening protocols are different and the screen is delivered by different professionals, there is good communication between the services and shared reporting to Public Health.  There will be a joint annual report in 06/07 although it is not clear if this will include Argyll screening data (currently the Clyde part of the screening programme also delivers services to Argyll residents).  

Delivery of a community-based programme is family friendly since the screen is delivered in the home, by a familiar professional, offering continuity of care.  The time delay between birth and the first screen is also sufficiently long that the false positive rate is much lower than when carried out immediately after birth in hospital.  However community screening also poses additional quality assurance challenges to a hospital-based screening programme.  There are more health professionals to provide training and competency assessments for, more equipment to maintain and replace, and difficulties presented in terms of robust data transfer arrangements.  However, that said, the Clyde service currently is, or will be, addressing these issues; there is a recommendation to implement competency assessments, equipment replacement has been considered for forthcoming budget allocation and the ongoing checking of equipment is carried out but documentation needs to be improved.  

Coverage is high in both services and non-attendance at clinics low.  Relatively few babies appear to be born over the boundaries although there was no data provided to review this in detail.  The juxtaposition of community and hospital based programmes can present challenges since the hospital programme screens all babies born in the maternity unit regardless of residence of the parents but community-based services only screen babies within the boundary of Health Visiting services.  This is not quite quid pro quo.  The impact of the Clyde and Argyll screening programme on other Health Boards in this respect was not assessed.

A major consideration of which screening model best suits a population is around the birthing choices of the population.    A community model may suit a region where there are a large proportion of home births and numerous small maternity birthing centres spread over a large area.  Clearly the delivery of a hospital model in these circumstances may not be ideal.  However no data was provided about the location of and provision for births in Clyde and Argyll and so it was not possible to determine which model best serves this population.  There would need to be a review of how many home births there are, how many hospital births there are and where the hospitals are located.  There would need to be an evaluation of whether more babies could be screened prior to discharge from hospital than would be missed in remote birthing centres or at least than would need to come to outpatient clinics.  In Clyde, the current delivery model does require a large proportion (over 12%) of parents to return for outpatient clinics for the second stage of the screen.  Given that the second stage of the screen is the same screening test as the first, which is delivered by Health Visitors, it would make sense for the Health Visitors to deliver the second screen as part of a second home visit.  Only those parents of babies needing the final screen (AABR2) would need to visit an outpatient clinic.  This equates to only 3% of babies/parents.  Of course there will be a balance between having to wait for three stages to be completed on three different occasions for 3% of the population versus stages 2 and 3 being delivered together in a clinic, potentially some distance from home for up to 12% of the population.  

In short, the audit team did not receive enough information to provide a full and considered opinion about whether there should be one unified screening model across NHS Greater Glasgow and Clyde. Further analysis is needed and further assurances on the issues above need to be sought. However, it is clear that the simpler the services and the better they are understood by the population and professionals alike, the more likely they are to be sustainable. There are clear implications for leadership and development of critical mass if the services are kept as they are currently.

Appendix B

The QIS Quality Standards

In reviewing performance against the QIS Pregnancy and Newborn Quality Standards, 2005, some inconsistencies and potential misinterpretations were identified. These have been outlined below.

Standard 5a.2 

Newborn hearing screening, conforming to national guidelines, is offered to all

women/parents/carers for their babies. Newborn hearing screening is offered for all babies born within the NHS Board area within the first 4 weeks of life, unless born prematurely or ill.
It is not clear wither this means there should be a system in place to offer the screen for all babies living in the board area, as opposed to those living outside, or that all babies/parents should have been offered the screen within the first 4 weeks of life – which would be presented as a % performance indicator.  The former was selected as the interpretation for this audit.
Standard 5c.3 

All women/parents/carers receive clear information (written or in other formats) to help them to make an informed choice about newborn hearing screening.  An opportunity to discuss this information is provided.
It is not clear in this standard when an opportunity to discuss the screen should be provided.  Whether this is at least 48 hours in advance of the screen or whether at the time of the screen is sufficient.  The latter was selected as the interpretation for this audit.
Standard 5e.1 

The number of babies required to attend clinics for repeat screening and diagnostic

assessments is kept to a minimum.  Less than 8% of ‘well babies’ completing an initial screening episode (which may comprise 2 OAEs and an AABR) will be recalled for repeat screening.
This standard states that less than 8% of babies should be recalled for repeat screen.  There are several different definitions of what a repeat screen is in the 6 Boards audited and potentially more across the rest of Scotland.  Some define repeat screen as the screen after the very first stage of a 2 or 3 stage testing protocol, some define it as a test offered at the end of the testing protocol but before referral to audiology.  This has been tabulated in Table 2
Standard 5f.2 

Support is available for all women/parents/carers whose babies do not have a clear response bilaterally on the newborn hearing screen.  Information is provided to women/parents/carers about support groups.
It is unclear which parents should be offered support groups.  They are not appropriate during the screen but are appropriate after confirmation of hearing loss.
Appendix C

The following is based on provisional paediatric audiology quality standards developed by clinicians from the UK.  In total 7 standards have been developed.

Each section below contains several statements relating to different criteria within the quality standard.  Providers can rate their current activity against the scale 1-5 where 1 is not yet introduced and 5 is Good to best practice, with graduations in between.  Examples of what a score of 1 and 5 might look like have been given so that providers can make better judgements about where on the scale their service corresponds.  The 5 positions are:

1. No elements of the quality statement are met (or not evident) (examples given)  
2. Few elements of the quality statement are met 
3. Meet about half of the elements of the quality statement are met
4. Almost fully meets the quality statement 

5. Fully compliant with good to best practice (examples given)
In addition, a separate row provides suggestions of evidence to assist providers in their rating assessment and direct discussion for any external quality assurance/audit visit. 

Please enter your score in each table in the right hand box indicated ‘self assessment score’

1 Standard - Access
All children shall have access to the audiological services they require:

  
(i) with clearly defined referral pathways

(ii)  with referral pathways that are widely disseminated

(iii) with referral patterns that are monitored and reviewed

   (iv) in a timely fashion

1.1 Referral 
	Quality Statement

 Referral pathways and criteria should be clearly documented, freely available and widely disseminated to referrers.

	1

No elements of  the quality statement are met (or not evident)


	2

Few elements of the quality statement are met


	3

Meet around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	No clear referral pathways and pathways not disseminated.  
	
	
	
	Clear referral pathways which are widely disseminated. Referrers are updated on a regular basis regarding changes or affirming the process/criteria
	

	Evidence Written referral pathways, written referral criteria, written policy on communication with referrers and audit, evidence of training in Primary Care


1.2 Monitoring and Reviewing referrals
	Quality Statement
Referrers comply with referral criteria.  Compliance should be monitored in order to assess how effective the communication is about direct referrals between primary health care, audiology and specialist medical services.   

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met

	3

Meet around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement

	5

Fully compliant with good to best practice 

	Self assessment score

	· There is no monitoring of compliance with referral criteria
	
	
	
	The number of appropriate direct referrals is monitored and action plans implemented to address significant non-compliance with referral criteria

	

	· Evidence Audit, ideally over several time points to indicate trends 


1.3  Waiting times for Direct Referrals
	Quality Statement

Referrals are seen in a timely fashion. Early identification of permanent hearing problems and subsequent interventions leads to improved outcomes for the child at a later date (8 and 9).

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Meet around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	No targets in place 
	
	
	
	Routine referrals are seen within 6 weeks of receipt of referral. Urgent referrals within 4 weeks of referral 
   
	

	Evidence Written referral pathways, written referral criteria, written policy on communication with referrers


1.4  Monitoring and reviewing waiting times for Referrals
	Quality Statement

It is important that waiting times for assessment are monitored in an effective manner e.g. using IT systems, and that there are sustainable strategies in place to reduce waiting times or at least meet national waiting time indicators/targets.  

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Meet around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	Waiting times are not monitored  
	
	
	
	Waiting times are monitored using the patient management system. Sustainable strategies are in place that keep waiting times to a minimum without detriment to the service overall
	

	Evidence Audit, ideally over several time points to indicate trends


1.5  Access to Ear Mould, Hearing Aid Repairs and Battery Services

	Quality Statement
Prompt access for children wearing hearing aids for replacement moulds; hearing aid repair and loan service and replacement batteries is required to maintain effective amplification for children.  

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Meet around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	Access to impressions for new moulds, aid repairs, loan aids and battery replacement is limited.  
	
	
	
	Services users are provided with information about repair/replacement services.
There is access to loan hearing aids within the same working day. 
There is a 24hour turnaround  postal service for hearing aid repairs batteries and moulds
There is availability for new impressions to be taken within 2 working days

 Moulds are returned from the manufacturer within 5 working days.

New moulds can be sent directly from manufacturer to parents if requested


	

	Evidence Clinic lists; written information for service users on how to access new moulds/ loan aid/repair/battery replacement;  ; written protocols


1.6  Monitoring and Reviewing Ear Mould, Battery and Repair Services

	Quality Statement
It is important to monitor and review the mould/loan/battery service to ensure targets are met effective amplification for children is not compromised and that service users are satisfied.

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Meet around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	The service of new mould/loan/battery replacement is not monitored.  
Breaches of quick turn around time targets are not recorded
The satisfaction of service users is not sought
	
	
	
	The mould, battery and repair service is monitored and improvement plans developed and implemented based upon the outcome of these surveys.  

Breaches of quick turn around time targets for moulds, repairs/loans and batteries are recorded and monitored 
The satisfaction of service users is sought
	

	Evidence Patient satisfaction surveys; audit of turn around targets 


2 Standard – Assessment   

	i) All referred children shall receive audiological assessment commensurate with their age and stage of development. The range of audiological assessments available should enable definition of degree and nature of hearing loss. 
ii) In many cases this assessment will be conducted through a multidisciplinary team approach with parents recognised as key members of the assessment team.
iii) All audiological procedures use calibrated equipment which meets national and international standards  
iv) The outcome of these assessments should contribute in sufficient detail to establishment of aetiology, prognosis and further management and should inform a clearly defined care management plan.


2.1 Audiological assessment

	Quality Statement
All referred children shall receive comprehensive audiological assessment commensurate with their age and stage of development. The range of audiological assessments available should enable definition of degree and nature of hearing loss to be established in sufficient detail to inform aetiology, prognosis and further management.   Accurate and complete audiological information is required to inform decisions and discussions regarding support and management options 

All audiological assessments should be obtained following standard procedures.  

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	The service does not have access to the full range of audiological assessments to enable definition of degree and nature of hearing loss
Assessments are performed which are inappropriate for the age and developmental status of the child
Audiological procedures are not carried out in accordance with national standards and guidelines
	
	
	
	A comprehensive range of audiological assessments is available locally, either in the local audiology department or by a pre-arranged referral pathway to an alternative service close by to enable definition of degree and nature of hearing loss
Assessments are performed which are appropriate for the age and developmental status of the child

All audiological procedures follow national standards and guidelines
	

	Evidence Written protocols, case audit


2.2 
Audiological Equipment
	Quality Statement
All audiological procedures use equipment which meets national and international standards and all equipment to be calibrated at least annually. Assessments are carried out in acoustical conditions conforming to national and international standards. Accurate and complete audiological information is required to inform decisions and discussions regarding support and management options.

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	Equipment is not checked daily and calibrations are not always up to date
Assessment is not always carried out in acoustical conditions conforming to national and international standards
	
	
	
	Equipment is calibrated annually

Daily checks are carried out and documented  

Assessments are always carried out in acoustical conditions conforming to national and international standards  
	

	Evidence Written protocols, calibration and equipment check logs/certificates


2.3       Multi disciplinary approach to assessment 
	Quality Statement
A multi disciplinary approach to assessment is available to assess the hearing status in children who may have other social, educational and medical difficulties. Parents are recognised as key members of the assessment team.
Assessments are interpreted taking into account the developmental status of the child and any co-existing medical conditions.

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 


	Self assessment score

	There is no opportunity for a multi disciplinary approach to assessment 

Assessments are interpreted without reference or understanding of the child’s age, developmental stage and other medical conditions

There is no regular consultation   the opportunity for peer review of individual cases 
	
	
	
	A multi disciplinary approach to assessment is available 
Audiological assessments are interpreted by staff with reference to the developmental status of the child and any co–existing medical conditions    
There is an established peer review of individual cases and opportunities for consultation with peers
	

	Evidence Multidisciplinary team, case audit, peer review of cases 




2.4 
  Assessment outcome

	 Quality Statement

The outcome of the assessment should inform a clearly defined care management plan.  Written local protocols exist which define appropriate management options arising from the assessment (such as decisions to refer, review or discharge).  


	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	 5

Fully compliant with good to best practice 


	Self assessment score

	There are no written standard procedures or protocols for management options following assessment

Local care pathways do not comply with national guidelines

	
	
	
	There are written procedures and protocols for management options following assessment eg decisions to refer, review, discharge

Local care pathways comply with national guidelines


	

	Evidence Written protocols, case audit.


3 Standard - Developing an Individual Care Plan
Quality Standard

An individual care plan ICP is required as each child needs to be treated as an individual case as circumstances, medical condition, audiological status and family needs will vary. 

i)  An individual care plan will be developed and documented for each child with a significant hearing loss. This will be tailored by the information gathered at the assessment phase taking into account the child’s developmental age, other medical needs and the child and parental views.

ii)  A multidisciplinary team is necessary to develop an individual care plan. 

iii) The content of the plan is determined by the parents and all the agencies who may be involved in the multidisciplinary team supporting the family. 
3.1     Developing an Individual Care Plan
	Quality Statement

Individual care plans encourage joint holistic discussion of service needs, agreement of priorities, regular reviews of any support that is being provided.  The content of the plan should include audiological management (including provision of hearing aids where appropriate); an assessment of current priorities and details of the level of service provision offered. 

	1

No elements of  the quality statement are met (or not evident)
	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 


	Self assessment score

	Children with a significant hearing loss do not have an individual care plan.
	
	
	
	All children with a significant hearing loss have an individual care plan within 3 months of diagnosis to reflect the information gathered at the assessment phase.

The ICP is documented and distributed 

The specific goals of the individual elements of the ICP and their timing are documented and circulated to all members of the team.

The content of the ICP should include-

an initial programme of audiological management [including provision of hearing aids where appropriate] 

an assessment of current priorities including the level and type of service needed from audiological, educational, paediatric and therapy services

requirement for information, family support and practical advice

details on service provision from those involved with the child and family supported by written information
	

	Evidence Audit of case studies. Records of Individual care plans.  Documented plans


3.2  Multidisciplinary team

	Quality Statement
Each service shall have in place a multidisciplinary team who will be responsible for developing the individual care plan. Working as a team leads to more effective use of time and resources.  There is evidence that families value joint working because it avoids duplication and there is less conflict of information.  Parental involvement in the habilitation process improves the outcomes for the child 

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	There is no identifiable team
	
	
	
	The team includes members with expertise in paediatric audiological assessment, development of language and speech skills, medical aspects of audiology and child development and family support

The team has defined written roles The team has a “key worker” for each case

The team  has an appointed coordinator  

Parents are a central part of the team

Liaison with a wider team to include paediatric otologist, social services and  educational psychologist depending on local availability
	

	Evidence Notes of care plan meetings; defined written roles for the team members;  Identified coordinator;  Identified key worker 


4 Standard - Delivering an Individual Care Plan 

The service shall deliver an individual care plan for each child who has an ongoing significant hearing loss.

The individual care plan is effectively delivered by the multidisciplinary team over a period of time with the opportunity for revision at regular intervals to ensure:
i)  set objectives have been achieved

ii)  response to the child’s changing needs  

iii) flexibility to incorporate additional information for benefit of the child’s management.
4.1 Multidisciplinary team 

	Quality Statement:  Each service shall have in place a multidisciplinary team who are responsible for delivering the individual care plan. When a number of different services work with a family, the individual care plan ensures that individual components of a service/care package are understood in relation to one another and more importantly in relation to the overall aims and wishes of the family.  The care plan should be recorded and copies given to parents and all other members of the multidisciplinary team

	1

No elements of  the quality statement are met (or not evident)
	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 
	Self assessment score

	There is no multidisciplinary team delivering the individual care plan.  
The roles of team in delivering an ICP are not documented 
No evidence of sharing care plan with parents and other members of the team
	
	
	
	There is a multidisciplinary team in place responsible for delivering the ICP 
The role of each member of the multidisciplinary team in delivering an individual care plan is documented.  
Parents are given a copy of care plan and contents explained. 
Care plan copied to all relevant members of the multidisciplinary team
	

	Evidence Records of care plan and distribution; Case audit; Interviews with parents


4.2 Flexibility of the care plan over time

	Quality Statement

For an effective care plan each discipline will carry out their own role in the further, more detailed assessments and information gathering necessary to complete the clinical, educational and social picture of the care plan. During this process, information should be fed back and shared with the all other members of the multidisciplinary team.  The care plan is a means to move on in a purposeful way from recognition of disability and service need to service provision.  Parents and carers should receive accurate and unbiased information throughout the delivery of the plan.

	1

No elements of  the quality statement are met (or not evident)


	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 


	Self assessment score

	There are no regular multidisciplinary team meetings or discussions to discuss the progress of individual cases

Care plan is delivered without reference to the wishes of family

No information given to parents

Information not shared. No communication between members of the team, letters not copied
	
	
	
	Regular multidisciplinary meetings are held to discuss progress of children and review  the care plan 

The team meets at least 6 monthly for pre-school children and annually for school age children 

The care plan is delivered in a coordinated way and in line with the wishes and needs of the family.

Further detailed assessments and additional information from the team members are shared within  the team and incorporated into the care plan

Information disseminated to all members of the team, letters copied 

 Efficient flow of information between members of the team and carers to ensure that the care is coordinated

Parents receive unbiased information at all stages of the care plan
Written and verbal information given to parents explaining the role of the voluntary sector
	

	Evidence Minutes/ reports of care plan review meetings, Case Audit; Information given to parents, Interviews with parents; Efficient flow of information


4.3 Selection, Fitting and Verification of Hearing Aids
	Quality Statement
The selection, fitting and verification of hearing aids should follow national guidelines. If hearing aids are fitted to a child as part of the individual care plan, the aids must be programmed taking the child’s age and needs into account in order to ensure effective amplification.

	1

No elements of  the quality statement are met (or not evident)


	2

Few elements of the quality statement are met


	3

Meet around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	National guidelines for fitting and verification of hearing aids are not routinely applied
	
	
	
	Professional body (BAA/BSA) and national guidelines, where they exist are used to guide selection, fitting and verification of hearing aids to include;

Appropriate use of correction factors to estimate hearing threshold from ABR

Use of a prescription rule 

Non linear fitting unless indicated otherwise

Real ear measurements to verify fitting

Hearing aids will be fitted within 4 weeks of diagnosis
	

	Evidence Case Audit


5 Standard – Outcomes for children and their families 

Measurement of outcome is required to evaluate the effectiveness and benefit of the service provided to families and to shape the individual care plan

Outcomes range from discharging those who do not require interventions through to timely provision of most appropriate amplification, assistive devices and other necessary help.

Measures of success following implementation of the individual care plan will be monitored. This will include:

Evaluating short, medium and long term outcomes for the child and family

Child and family satisfaction with the service they have received

5.1 Measuring Outcome
	Quality Statement

Monitoring of outcomes set in Individual Care Plans is essential in order to identify the effectiveness, or otherwise, of the services being delivered to the child and family and to set appropriate future short, medium and long-term goals. Early identification of significant hearing loss and appropriate intervention leads to better communication, speech and language and educational outcomes for the child 

The management of hearing impairment should take a holistic approach leading to reduction of disability and minimising handicap, following national guidelines and protocols. 

	1

No elements of  the quality statement are met (or not evident)
	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 


	Self assessment score

	Protocols for regular review and monitoring of Individual Care Plans are not in place.

Outcome questionnaires are carried out for less than 10% of children
	
	
	
	Protocols for regular review and monitoring of Individual Care Plans are in place and followed. 
Regular evaluation to ensure that the objectives set in the care plan have been achieved.  

Outcome measures considered  during  care plan reviews include as appropriate

· Compliance of wearing the aids

· Aided speech testing in noise and/or quiet conditions

· Sound field aided testing

· Standardised questionnaires of listening ability as perceived by child/teacher and parent

· Communication development

· Results of aetiological investigations

· General developmental assessment
· Education achievement
	

	Evidence Case audit


5.2 The Clinical Record 

	Quality Statement
The intended outcome and actual outcome of any intervention should be recorded in the clinical records.

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	The clinical record does not contain information about the outcome of intervention
	
	
	
	The clinical record contains information about how each element of the Individual Care Plan was implemented, the extent to which each goal was met (including details of assessment, intervention / management, follow-up and final outcomes, details where changes or omissions occurred 

(variance recording and the reasons for these).  


	

	Evidence The clinical record


5.3 Multidisciplinary Working and the Clinical Record

	Quality Statement

In order to ensure optimum outcomes for children and their families it is essential that there are close working relationship between all involved agencies; the family, audiology services, education services, social services, speech and language therapy services and medical services. This close working relationship is underpinned by good information sharing across the agencies, including the family, and regular attendance at Individual Care Plan Meetings. Completed Individual Care Plans and notes of Care Plan meetings are circulated to all involved agencies and the family.

	1

No elements of  the quality statement are met (or not evident)
	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 
	Self assessment score

	There is no formal mechanism for sharing of information between agencies

The clinical record does not contain information about the outcome of intervention
Individual Care Plans and notes of review meetings are not circulated to the family and all involved professionals
	
	
	
	Formal arrangements are in place for sharing of information between the different agencies. This may include the use of standardised reporting forms which can be copied to the families and other agencies.
The clinical record contains information about how each element of the Individual Care Plan was implemented, the extent to which each goal was met (including details of assessment, intervention / management, follow-up and final outcomes, details where changes or omissions occurred (variance recording) and the reasons for these).
Individual Care Plans and notes of meetings are circulated to the family and all involved professionals within a week of the review.
The families wishes regarding information sharing are respected regarding medical information
	

	Evidence The clinical record


5.4 
 Families and Children’s Views of the Service

	Quality Statement  The views of service users should be sought. There should be annual survey of the satisfaction of individual families and children, where appropriate, with the service they have received. This leads to the early identification of areas for development which will contribute to the level of service offered to families.

	1

No elements of  the quality statement are met (or not evident)


	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	Family and Children  satisfaction surveys are not carried out
No local CHSWG or equivalent group.
	
	
	
	Surveys are undertaken with families (and children where appropriate) on an annual basis to determine:  the  experience of families when attending paediatric audiology clinics (to include attendances at second tier/community audiology clinics)  (eg waiting times

location of clinic, facilities,
attitude of staff, hearing aid service, information flow, interpreters)

Action plans are implemented to address areas of concern arising from surveys
A Children’s Hearing Services Working Group, that includes parent representatives, meets regularly to consider the development and delivery of services for hearing impaired children and their families. The remit will include the extent to which services meet the standards described in this document.
	

	Evidence Survey results,; written policy on engagement with service users; Minutes of CHSWG


5.5   Service Outcomes

	Quality Statement

Outcomes range from discharging those who do not require interventions through to timely provision of most appropriate amplification, assistive devices and other necessary help.  Audit is essential to ensure standardised and quality assured paediatric audiology care. It helps to identify variances in practice, encourages reflective practice and helps to highlight changes that are required to effect improvements.

	1

No elements of  the quality statement are met (or not evident)
	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 
	Self assessment score

	Written protocols are not in place for any or many aspects of the paediatric audiology service.

Audit is not routinely undertaken.
Multidisciplinary audits are not undertaken
	
	
	
	Written protocols covering all aspects of paediatric audiology, that take into account national guidance are in place, implemented and monitored at least annually.

There is a planned rolling programme of audit of different aspects of the paediatric audiology service which includes

· audits of evidence of conforming to protocols

· waiting times

· non-attendance rates

· age of identification and confirmation of hearing loss

· intervention following confirmation of hearing loss

· verification of hearing aid fit

Multidisciplinary audits are undertaken routinely.
	

	Evidence Audit documentation


6 Standard - Communication and Information Flow
Each service has in place processes and structures to:

i)  facilitate communication with families

ii) underpin effective communication and collaborative working with other agencies and services   

Rationale:  Families want coordination between services to eliminate unnecessary repetition of information and conflicting advice.  

6.1 Communication – Prior to Assessment

	Quality Statement

Families need clear information to facilitate attendance and reduce anxiety

	1

No elements of  the quality statement are met (or not evident)
	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 


	Self assessment score

	There is no written information sent to the family prior to assessment

Less than 10% of staff have received training in communication skills, deaf awareness, use of interpreters, cultural and religious diversity.
	
	
	
	Written information regarding the audiology appointment (directions, maps, parking facilities, appointment duration, procedures, facilities, desirable baby state) is provided prior to the first appointment.
All staff with direct patient contact (including reception and admin staff) receive an appropriate level of training in communication skills, deaf awareness, use of interpreters, cultural and religious diversity
	

	Evidence Written information leaflets or letters, CPD records, Certificate of attendance for staff member


6.2 Communication – During Assessment

	Quality Statement

Families are enabled to participate in the development of the individual care plan, to understand information and make informed decisions.

	1

No elements of  the quality statement are met (or not evident)


	2

Few elements of the quality statement are met


	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	Results are not routinely explained verbally during the assessment appointment e.g. audiograms are not shown and discussed.

Copies of letters/assessment results not routinely provided to parents.

Families do not receive written information in their preferred language. Families have no access to independent verbal interpretation services.
	
	
	
	All parents receive appropriate verbal explanation of the audiological assessment results on the same day that the assessment is carried out
After the assessment parents are provided with appropriate written information. Where hearing is normal this may be a copy of a clinic letter. Where assessment shows a hearing loss (of any degree and type)   appropriate additional written information should also be provided.
Families have access to information in their preferred language via the provision of translated written material and independent interpretation services. 
	

	Evidence Written information provided to parents, Material in different languages. Reviewed regularly, version controlled, non technical, Copies invoices for use of interpretation services?


6.3 Communication – After Assessment

	Quality Statement

Other services require comprehensive Audiological information in a timely manner in order to provide appropriate support to the child and family.  Families require information to make informed choices. 

	1

No elements of  the quality statement are met (or not evident)
	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 
	Self assessment score

	<10% results reported to referrer within 7 days.

<10% non-attendance cases reported to referrer. No local protocol in place.

<10% families offered a referral to other support groups/organisations. 

No local protocol to manage transition.
	
	
	
	Results of audiological assessments are reported to the referrer, GP, Child Health department and any other relevant professionals within 7 working days. 

Non attendance is reported to the referrer and an appropriate professional e.g. HV, Child Health, in accordance with local guidelines/protocols.
The service will encourage and facilitate referral of families to appropriate voluntary organisations and parent support groups.

Systems are in place to manage the transition from paediatric to adult services.
	

	Evidence Systems are in place for the referral of families to other agencies and services involved in the management of children with hearing impairment and for the ongoing sharing and exchange of information with these agencies and services.  Local protocols.  Database evidence of referrals/reporting non-attendance etc


7 Standard – Professional Competence 

Each department must demonstrate within the team, the clinical competencies necessary to support the assessments and interventions required to deliver the agreed service objectives

 7.1  Training and Education

	Quality Statement

Audiology staff working with children should have the skills necessary for their contribution to the diagnosis, assessment, treatment and support of hearing impaired children. Health Professions Council ‘Standards of Proficiency’ for practitioners statement details requirements for registered practitioners to remain registered.   All organisations involved in the delivery of the care plan can manage their accountability for maintaining high standards through the clinical governance framework 

Children and young people who require ongoing health interventions must have access to high quality evidence based care, delivered by staff with the right skills.  Services have a duty of care to their patients and must ensure that assessments and interventions are delivered by properly trained, qualified and registered clinicians. Competency must be maintained through continuing professional development.

	1

No elements of  the quality statement are met (or not evident)
	2

Few elements of the quality statement are met
	3

Around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement
	5

Fully compliant with good to best practice 
	Self assessment score

	Staff do not have experience of paediatric audiology

No staff member has a post-graduate qualification

No staff working in paediatric audiology hold the necessary qualifications or are  registered with the appropriate professional body

There is no acknowledgement that additional competencies are required for paediatric audiology staff

Assistant staff hold no additional competencies for working with children

No staff have Child protection or deaf awareness training

Staff are not actively encouraged to access CPD 

Staff decide independently whether they will pursue CPD
	
	
	
	All professional staff working in paediatric audiology  hold the necessary qualifications and are registered with the appropriate professional body*

Senior staff are trained at post-graduate level supplemented by assessed practical experience

All professional audiology staff working with children must have experience to perform and interpret the tests

All clinical Audiology staff with roles and responsibilities detailed within a nationally agreed scope of practice comply with minimum requirements for education and training associated with that scope of practice.

All assistant staff are able to demonstrate additional competency training in paediatric audiology 

Where competencies required by a Care Plan are not held within a service, clear referral routes to external providers exist

All staff dealing with children have basic training in child protection and deaf awareness

CPD Activities should reflect the learning needs of the staff group as defined in their personal development plan
	

	Evidence  CPD records


7.2 Recruitment and retention

	Quality Statement
To help ensure a safe and effective clinical service there should be an appropriate staff recruitment and retention strategy in each service. The policy should include a statement on working towards appropriate skill mix within the services, coping with unexpected absences, development of audiological, management and leadership skills

	1

No elements of  the quality statement are met (or not evident)

	2

Few elements of the quality statement are met


	3

Meet around half of the elements of the quality statement are met
	4

Almost fully meets the quality statement


	5

Fully compliant with good to best practice 


	Self assessment score

	Staff are not actively recruited into vacancies as they arise (eg locums appointed on a recurring basis), nor are current staff motivated to contribute to the leadership of the department
	
	
	
	All posts are filled as they fall vacant, an effective succession policy is in place, staff are encouraged to develop and deploy their leadership skills
	

	Evidence Percent filled staff posts, percent locum used in posts, staff morale, take up of management and leadership courses


Thank you for completing this questionnaire.

We look forward to meeting you on the visit.

SECTION 3
AUDIOLOGY MODERNISATION: CLINICAL AUDIT OF ADULT AUDIOLOGY SERVICES IN SCOTLAND

Recommendations from the adult services audit

Main recommendations/ themes for all services

	Effective leadership

	
	Effective leadership is a key factor in the drive to successful quality and sustainable performance. This leadership may be throughout  the organisation but leadership in the front line services is acknowledged as needing development in most of the audiology and Physiological Measurement services in the UK, not just in Scotland. In relation to specific services, the needs of NHS Borders, NHS Lanarkshire, NHS Lothian and  NHS Dumfries & Galloway have already been discussed.  There is, however, an urgent and important professional development need for support and mentoring across all services. 


	Quality standards 

	
	The current audit has been done against the backdrop of the development of quality standards for adult audiology. It is very important to see this as part of a process. The robust quality standards rating tool (which asks services for assemble evidence for self rating) that we developed for use here can be used in the future to audit the services against the  baseline output that we have described here. It is important to recognise that it will need leadership, capacity and funding to enable this to proceed. 



	Development and delivery of specialist services

	
	Development and delivery of specialist services (paediatric services, assessment and treatment of tinnitus and balance disorders, and bone-anchored hearing aids). Establishing regional partnership working to ensure the critical mass of expertise required may well be the way forward here and this maybe pertinent particularly for the paediatric services (see paediatric report)



	The impact of waiting times on quality

	
	Some services have deliberately taken the decision to compromise one or more aspects of the modernised protocols to seek to achieve their waiting time requirements. For these services, and the other four failing services, this is a live issue. Each is currently still struggling with these demands and pressures. 

The impending implementation of an 18-week wait target in Scotland provides the opportunity to set mechanisms in place to ensure that services do not feel under pressure to sacrifice quality in order to bring down the waiting times.



	Follow up and review

	
	There is a need for some services to ensure that follow up and review are appropriately implemented so there are no peaks and troughs in demand. This needs to be carefully monitored to ensure that services are meeting patient needs in terms of access and appropriate interventions.



	Public involvement in service planning and delivery

	
	Public involvement in service planning and delivery is an area where virtually all services are struggling. Time and other priorities has been a reason for the lack of effective work here; but also services do not have the baseline of experience and skills in order to involve the public in an effective manner as services are planned and new ideas implemented. Peer support or external inputs may be needed here.



	Personal development plans and annual appraisals

	
	Personal development plans and annual appraisals are not a routine feature of staff management for several services, both for Heads of Service and for their staff. This features in many recommendations. Professional and personal development and on-going training is important for the motivation of staff and thus the vitality of the service they offer. 



	On-going training

	
	There is an absence of an ingrained culture of continuing professional development and annual appraisal as noted above. Such CPD as is undertaken does not appear to have been systematically exploited or viewed as part of a programme that will both improve an individual’s competence and understanding AND advance the aims of their employing organisations and departments. 

NHS Fife has made excellent progress here with a comprehensive professional development and performance review in place utilising e-KSF (The NHS online Knowledge & Skills Framework). There is also some use of the BAA CPD scheme.

A Continuing Professional Development scheme (in training requirements/ opportunities) has been recently presented to the NES Audiology Steering Group: projected to be implemented in 2011-12. This feels too far in the future. In our view shorter term measures should be implemented as a matter of urgency. 

	Developing and implementing individual management plans (IMP)

	
	Developing and implementing individual management plans is another area in which training and support appears to be needed by most of the services. An excellent set of IMP templates has been produced in Wales by Jane Wild and is already being shared with Shetland: this could be shared more widely with other services.


	Relationships with ENT

	
	In Scotland there are examples where ENT and audiology services work closely and collaboratively. However, there have been many examples of where historic boundaries, despite best efforts persist.  We recommend that services explore ways of ensuring open, honest and transparent dialogue at both national and local levels, so that ENT and audiology can together realise the potential significant benefits of collaboration for themselves and their patients.




Recommendations in relation to several sites

	Mentoring support

	
	It is the recommendation of the team that each of the Heads of Service from NHS Dumfries, Lothian, Glasgow North and South, Glasgow and Clyde, and Ayr would profit from mentoring support for the next year as each post-holder seeks to implement the recommendations offered to them.



	Inadequate facilities at base hospital, peripheral clinic and community sites

	
	The Royal Alexandra Hospital (NHS Glasgow & Clyde) has very poor provision for audiology.  There is also poor accommodation at Dumbarton Health Centre and the Vale of Leven District General Hospital. The accommodation at Aberdeen (NHS Grampian) is very poor. There are mid-to-long term plans to move to a new site here; however, current accommodation is not compliant with standards for assessment. In addition, in NHS Tayside, the Perth facility is unfit for purpose. This is seen as inequitable service provision between departments.  We recommend that a risk assessment is undertaken to ensure the clinical implications of testing in substandard accommodation are understood and, where possible, minimised. 

The Head of Service for NHS Glasgow and Clyde needs to be moved back in, or near to, the audiology department. 



	Integrating patient management systems (PMS)

	
	The services need to develop an integrated approach to PMS development to meet their needs especially in terms of the connectivity of services. Several services are experiencing difficulty in integrating patient management systems. In Ayr the PMS is not being used comprehensively: it is only being used for the clinical record.  In Glasgow & Clyde, the PMS is not fully integrated with activities. Apart from the scheduler, the single line of notes, and NOAH, no other parts of Practice Navigator are used in North Glasgow. These problems have been raised with Scottish Heads of Service and need to be addressed with the software developers.  Additional training and support could be called on from other Heads of Service, like Highland and Fife, who are skilled in integrating PMS and IT in general.



	Administrative support

	
	We suggest that as well as those services that we have strongly recommended should improve administrative support that the appropriate use of administrative staff to support audiology services in Scotland is reviewed as this has been demonstrated to increase productivity and efficiency of services (Improving Access to Audiology Services, 2007) elsewhere and would release audiology staff to deliver quality services. A business case for administrative staff support needs to be developed as soon as possible in Forth Valley. In Shetland the backlog of demand would more likely be reduced through continuing release of the postholder from administrative duties by allocation of support staff.



	Audiology services in NHS Lanarkshire and NHS Borders

	
	In the opinion of the auditors, the lack of adequate leadership in NHS Lanarkshire and NHS Borders suggests that the quality of the services is unlikely in the foreseeable future to meet the requirements of the modernised service. 




Detailed recommendations for individual sites

Key recommendations

Recommendations of this category are considered to be fundamental to the quality of the service, and have been made because there is a serious concern about this aspect of the service provision.  

Other recommendations

Recommendations in this category will usually refer to issues which have longer term implications for the quality of service provision. 
NOTE: The audit reports have been amended in the light of comments/ corrections from services. Comments in italics are clarifications from heads of service/ management on specific points.

NHS Dumfries & Galloway

	
	Key recommendations

	1
	There is an urgent need to appoint an audiologist as Head of Service. As part of the appointment process, the scope/ potential responsibility of Head of Service post, i.e. clinical responsibility, management responsibility, research & development responsibility needs to be reviewed.  One possible option would be to rationalise current management expenditure into one post, potentially releasing revenue to recruit staff who have direct contact with patients.

“The HSM post was specifically agreed through Modernisation Funding. I am not sure that I am willing to accept this recommendation based on a very short visit to the service.”


	2
	 With regard to the Patient Management System (PMS) there is an urgent site visit required with Siemens to scope latent potential of system and action to rectify put in place; software, hardware & training. The service has worked very hard to get Siemens to work with them to develop these outstanding needs.       

	3
	There is an urgent need to write and disseminate to appropriate stakeholders and staff, BSA/BAA recommended policies and procedures for the service generally and in particular in relation to all aspects of the patient journey, including introduction of monitoring and review mechanisms . Since the audit it has been reported that this is in progress.


	4
	Only 5% of children currently fitted using REM: this needs to be urgently reviewed. Protocols; assessment criteria used by ENT undertaking diagnostic threshold ABR needs assessing. Since the audit it has been reported that this is being developed. 


	5
	The middle ear analyser used in all ENT clinics and paediatric clinics, according to records available on the visit day and stickers on machine, has been out of calibration since September 2006. Since the audit it has been reported that the calibration had been done but the sticker was not in place. Re-calibration/check due again Sept. 07.




	
	Other recommendations

	6.
	Repairs – done in staff office, through hatch, earmould grinder has no shield, no extraction fan. There is concern that the current repair process (patient hands hearing aid through hatch at reception and hearing aid is repaired in office) provides no direct confidential opportunity for consultation or ear examination. This needs reviewing.



	7
	 Information before treatment: review of information provided to patients and their significant others is required. Siemens should be asked to comment: customised letters may be possible with the Practice Navigator system.


	8
	Procurement of deaf awareness training (also disability awareness including sensory & physical training) for all front line staff.  Priority should be given to ALL audiology & ENT staff given interface with population with higher incidence of sensory impairments. Since the audit, it has been reported that this has been done.


	9
	Aim for more regular clinics with balanced appointment mix, with regular repair sessions – look to increasing provision for appointments (paediatric & adult) across geographical area after analysis of need. 
10. Consider more direct proactive ways of targeting GPs through education and training programmes.  Investigate role of Primary Care screening/new referral criteria, perhaps using a study of its potential impacts on activity, and reduction/increase in referrals to ENT.


	10
	Consider more direct proactive ways of targeting GPs through education and training programmes.  Investigate role of Primary Care screening/new referral criteria, perhaps using a study of its potential impacts on activity, and reduction/increase in referrals to ENT.


	11
	 Staff feel that an enormous range of duties is undertaken by ATOs across Scotland – they would like guidance on roles and duties applicable.


	12
	Hospital management has a clear idea of the management arrangements required for the new service – with leads for paediatrics, acute and community. This should not go forward until a new Head of Service is appointed and there are resource implications to enable development of each of these service areas.  


	13
	 Individual Management Plans. As with other services, training and support appears to be needed in this area.









	14
	Consider the establishment of a volunteer service to support new hearing aid users.



NHS Highland

	
	Key recommendations

	1
	Follow up: A period of almost one year between fitting and fine-tuning of devices and re-instruction/advice on usage might be expected to result in reduced benefit, satisfaction and hearing aid use for patients. We suggest that a review at this stage seems timely, perhaps starting with analysis of waiting list and current patients then looking at appropriate mix of new, existing, fittings. 



	2
	Rationalisation of outreach services (defining what services will be delivered, by whom, how frequently and using what facilities) to ensure that service quality is equitable and standards of care are not compromised. Once developed, apply these rules/standards across the area served. This would require agreement from representatives of all stakeholders inc GP’s, volunteer support scheme, local hospital management and Audiology. Plans should also consider the integrated training of all those engaged in delivering services for and supporting hearing aid users, including  volunteers, and all health professionals delivering audiological assessments or interventions. Historically, the Audiologists have travelled to ENT clinics with the Consultants and these clinics may have few people for hearing test on them.  More management of the Audiologists time in small ENT clinics would really help patient waiting lists, especially in remote and rural areas. 



	3
	Volunteer staff should work to clearly defined quality standards, within a locally agreed scope of practice and be trained by the service through in-house competency based frameworks.








	
	Other recommendations

	4.
	Karen Williamson should be encouraged to share some of the IT skills she has with other service heads.



	5
	As with other services, training and support may be needed in developing and implementing individual management plans.







	6
	Training and support may be needed in developing written patient information. 



	7
	Introduction of measures to routinely seek the views of service users and respond to these through a multi-agency/service user group.




NHS Lanarkshire

	
	Key recommendations

	1
	The service does not do REM, or programme the hearing aid ‘click and fit’ to manufacturer first fit protocol. A protocol & action plan to introduce REM as a matter of urgency required.
· Comment: REM was routinely used when digital hearing aids were first introduced, however due to significant staff vacancies and an inability to recruit to them.  Services had to be reconfigured, utilising the use of Audiology assistants to fit pre-programmed hearing aids.  This was a requirement if patients were to continue to be seen timeously.   REMs are used for patients reporting difficulties. 

· A review of hearing aid services will be undertaken in the near future when the best approach to the reintroduction of REMS will be planned. 



	2
	PMS – this needs urgent action. The department has requested link to new PAS system.
· Comment : PMS is presently being installed into all Audiology Department is Lanarkshire

· The use of a PAS link is being investigated



	3
	Protocol for GHABP is required. Urgent talks need to take palace with Siemens for remedial action to resolve technical problems with summary screen. 
Comment: 

· The full Glasgow package has not been available for some time however despite repeated attempts to fix it Siemens cannot discover the fault.  Work is ongoing in updating the functionality of PN system

· Staff are aware of this and utilise the patients GHABP and GHABD  information to monitor the effectiveness of their hearing aids, despite not having access to the summation page

· Only two staff was interviewed briefly, during their clinic session. One staff member had only recently joined the service.

· Hearing aid notes held in Hamilton are supplementary to the main case notes held in the hospital where the patient was issued.

· Notes are being transferred onto PN as patients present to the clinics



	4
	Introduction of protocol for follow up. 

Comment: staff experience in interviewing patients and assessing need for opt back into the service has been used until now, however having a written protocol will now be introduced


	5
	The head of service needs to ensure that all policies and procedures are being implemented by all staff. This will require reviewing staff practice on a regular basis.
Comment: A service review is planned this aspect of service will be included



	6
	Patient satisfaction questionnaire/ audit has not been done for 2-3 years: this needs to be re-introduced. 
Comment: Paediatric satisfaction questionnaire have been completed, adult ones will be done in the next month


	7
	Patient information and communication: there will be problem when the hospital PAS is introduced –the service will not have control over what is sent out to patients. Audiology needs to be leading this IT development and to be an advocate on behalf of their patient needs. 

Comment: Disagree, patient information will be sent as per the requirements of the service, Head of Service is the Audiology lead on the implementation group



	
	Other recommendations

	8
	Extra resources have been provided for ENT waiting list initiatives (500 patients), but resources will be required too for Audiology to fit hearing aids and these have not been accounted for.

Comment: additional funds for this initiative were requested and have now been agreed   NB the decision on this was still awaited when the visit took place.


	9
	Training and support is needed in patient feedback mechanisms – this could be provided by other audiology services who are more active in this area. 
Comment: Patients are encouraged to comment on their care and to make comments and observations on their hearing aid, staff and the service.  This is done at consultations and they are further encouraged to contact the department whenever they require to.


	10
	Patient information and communication: potential consent issue here. Review of information provided to patients and their significant others is urgently required.

Comment: 

. Patient are given copies of test results if they request them

. Disagree that there is a consent issue, patients request to be sent to the audiology/hearing aid service and consent by virtue of attendance.

All aspects of the assessment/testing is explained to the patient prior to them being carried out


	11
	Links to be established, perhaps a seat for Social Services on adult working group.  Protocol is required with formal prioritisation and referral guidance for all staff.
Comment: There are good links with Social Services referral to Social Services is discussed with patients and done on patient need and request.  A joint training project with the development of a joint assessment tools in the discussion stage with North Lanarkshire Sensory Support Services 



	12
	Continuing Professional Development. Shorter term measures should be implemented, and there needs to be much greater central support and impetus for this from the Scottish Executive.



NHS Glasgow North and South

NHS Glasgow North
	
	Key recommendations

	1
	Protocol and implementation plan for monitoring follow ups should be produced.


	2
	Use of Integrated patient management system needs urgent action. 


	3
	Introduce Unity 2 system as soon as possible and produce protocol and implementation plan for achieving a higher level of REMs.


	4
	Protocol and implementation plan for introducing GHABP should be produced.


	5
	Review of patient information is urgently required: information specific to audiology should be provided to patients and their significant others. 



	
	Other recommendations

	6
	Protocol for monitoring DNAs should be produced.


	7
	Aim for more regular clinics, with regular repair sessions – look to increasing provision for appointments across geographical area after analysis of need. Audit of patient satisfaction would inform this so should be introduced.


	8
	As with other services, training and support appears to be needed in developing and implementing individual management plans. Integration with PMS is recommended.







	9
	Short term measures to improve training opportunities should be implemented, and there needs to be much greater central support and impetus for this from the Scottish Executive. These training issues to be highlighted in final report; and to be shared with Manchester MSc team. 



	10
	Procurement of deaf awareness training (also disability awareness including sensory & physical training) for all front line staff.  Priority should be given to ALL audiology & ENT staff given interface with population with higher incidence of sensory impairments.




NHS Glasgow South 

	
	Key recommendations

	1
	 The issue with the waiting area needs to be raised through this report with senior hospital and health board management so that a shared arrangement between Audiology and Diabetes introduced.



	2
	Use Practice Navigator to monitor waits and keep pending lists reviewed regularly. 



	3
	The head of Service needs to ensure organisational efficiency with better use of time.  Consider using staggered lunch breaks to maximise room use.



	4
	Management support is needed to improve and modernise the relationship with ENT. 

I feel it is not clear as to how the clinics work currently and the options I have looked at and tried to introduce to resolve the difficulties. However, it is an area that needs to be urgently addressed as it is extremely wasteful of audiologists’ time and also causes greatest stress to the audiologists if they are very busy and patients are waiting to be seen.(Lilian Vernham)


	5
	Introduce higher level of REM.


	6
	Introduce 45 minute assessments incorporating GHABP. Introduce follow ups for all and complete GHABP. Since the audit this has been introduced.


	7
	Produce an implementation plan to introduce telephone follow up. 



	
	Other recommendations

	8
	Volunteer service needs to be reintroduced.

We have now re-introduced volunteers at both sites as of September.


	9
	Introduce email and text messaging for patients to use.



	10
	Staff need to make referrals to Social Services where appropriate.

We have tried to address this and have met with Social Services. As I said during our meeting Social Services have asked us not to formally refer as they do not have the resources to support this. This is obviously an issue for Social Services to address.


	11
	The service needs to consult patients about the type and content of information they want to receive.



	12
	Set up system for patient feedback.




NHS Forth Valley

	
	Key recommendations

	1
	A business case for administrative staff support needs developing as soon as possible.


	2
	Consider the use of REM with open ear fittings. Evidence and training is required before this can be planned and implemented.


	3
	Lack of complaints is not a valid reason for failing to audit satisfaction: patient satisfaction surveys need to be implemented.


	4
	Written information before during and after appointment for adults needs to be developed and implemented.



	5
	True direct referral to Audiology needs developing: this would need better engagement with ENT, administrative support, training for GPs etc.



	
	Other recommendations

	6
	Explore how the volunteer service to be developed



	7
	Training and support may be needed in patient feedback mechanisms – this could be provided by other audiology services who are more active in this area.




NHS Grampian
	
	Key recommendations

	1
	PAS link should be added to PMS to reduce risk of clinical data errors.


	2
	Ensure full implementation of plan to reduce waiting times and monitor progress.


	3
	Ensure standard compliant pathways including REMs are documented, distributed and implemented. Implement process to monitor compliance with protocols. Improve staff capability to fully utilise REMs as a technical and rehabilitative tool.



	4
	Improve systematic approach to outcome measures, monitor compliance, develop whole service effectiveness measures. 


	5
	Develop and implement a departmental process/protocol for individual management planning that meets the requirement of the standards. Integration with PMS is recommended.  As with other services, training and support appears to be needed in developing and implementing individual management plans.


	6
	Undertake risk assessment to ensure clinical implications of testing in substandard accommodation are understood and where possible minimised. Ensure plans to re-house service at Aberdeen fulfil requirements.


	7
	Policies and procedures need to be documented and made available to all staff. Monitoring mechanisms need to be implemented e.g. daily calibration.




	
	Other recommendations

	8
	Seek additional information from early adopters of open ear technology, trial one-stop shop.


	9
	Improve level of capability of staff to fully utilise GHABP.


	10
	Staff appraisal and personal development plans need to be introduced.  
Formal records of CPD  activity to be encouraged e.g. BAA scheme.


	11
	Make email available to users as mainstream communication tool.


	12
	Push for early local approval of patient information leaflets, add information on role of significant others and ensure full utilisation 



	13
	Systematic approach to user involvement in service development , i.e. regular survey, user groups/forums etc. and on-going monitoring of provision,  needs to be implemented.  Training and support may be needed in patient feedback mechanisms – this could be on the basis of shared learning with other audiology services.




NHS Ayrshire and Arran

	
	Key recommendations

	1
	Review training/ operational barriers for staff in use of integrated patient management system needs urgent action. 


	2
	Protocols and implementation plans for introducing GHABP and REMs as part of core practice should be produced by the Head of Service, to ensure they are being conducted by all staff. The operational barriers to implementation need to be specifically identified and, if necessary, addressed with the support of line management.


	3
	Telephone follow-up reviews should be considered to maximise time available at the hospital.



	4
	As with other services, training and support appears to be needed in developing and implementing individual management plans. Integration with PMS is recommended.







	5
	5. Staff appraisal and personal development plans need to be re-introduced for the whole team as a matter of urgency.  



	
	Other recommendations

	6
	Ensure that all stages of the patient journey are properly documented.



	7
	Procurement of deaf awareness training (also disability awareness including sensory & physical training) for all front line staff.  


	8
	Repairs and batteries: More proactive/ objective patient feedback mechanisms need to be considered. 


	9
	Training and support needed in patient feedback mechanisms – this could be on the basis of shared learning with other audiology services.




NHS Borders

	
	Key recommendations

	1
	The head of Service needs to ensure organisational efficiency with better use of time.  Consider using staggered lunch breaks to maximise room use.



	2
	The service does not do REM at all. Protocol & action plan to introduce REMs, including training, is required as a matter of urgency.


	3
	Protocol and implementation plan for introducing GHABP should be produced.


	4
	The recovery plan should be supported and closely monitored by senior management and the Head of Service.



	5
	5. As with other services, training and support appears to be needed in developing and implementing individual management plans. Integration with PMS is recommended.









	
	Other recommendations

	6
	Need to put pressure on Siemens to address the problems with Practice Navigator.

	7
	Availability, training in and use of BSA/BAA recommended procedures to be undertaken routinely and recorded. 


	8
	Consideration of deaf awareness training for all admin and clerical staff.  


	9
	Potential consent issue regarding patient information provision. The planned review of information provided to patients and their significant others is urgently required.



	10
	Training and support needed in patient feedback mechanisms – this could be provided by other audiology services who are more active in this area.



NHS Fife

	
	Key recommendations

	1
	Urgent attention should be paid to the services accommodation, any  new facilities must meet or exceed published standards for audiological rooms. 



	2
	Whilst there is no necessity to have a direct referral route, there is need improve GP awareness of criteria for audiology route and the level of information needed to utilise this. 



	3
	Training and support needed in patient feedback mechanisms – this could be provided by other audiology services who are more active in this area.



	
	Other recommendations

	4
	There is need for additional training in outcome measures to fully utilise this amongst the team.



	5
	Streamline patient management systems with Audiology to utilise PMS for all activity; PAS module to be used for two-way link to OASIS to ensure accurate patient demographics and capture of activity.



	6
	Involve patients in development of the information pack and further information, ensure significant others are explicitly invited to support and implement this consistently across the two appointment systems (or have one appointment system).  
Patient information should be developed to include a “contract” and fulfil the “individual management plan” concept.




NHS Orkney

	
	Key recommendations

	1
	In relation to the repair service, develop a strategy for holiday, sickness cover. There is the potential that a hearing impaired person could be waiting go for a repair for nearly 3 weeks, and this needs addressing.



	2
	As with other services, training and support may be needed in developing and implementing individual management plans. 



	3
	As planned, start to involve patients in aspects of the service. Do at least one significant piece of public involvement in the next 12 months. If training and support is needed in patient feedback mechanisms, this could be shared with other audiology services.




	
	Other recommendations

	4
	Review information provision in relation to the first appointment letter: to include the patient process and invitation to significant others to attend if appropriate.


	5
	More proactive communication with stakeholders and public about the scope of the service and what it offers.


	6
	The Head of Service should look for clinical support and a mentor. 



NHS Shetland

	
	Key recommendations

	1
	The Head of Service should have clinical advisory support and a professional (audiology) mentor to participate in the PDR process and to formally communicate with the organisation’s management with respect to the development and support of the postholder. 



	2
	The organisation’s Business Continuity Plan needs to consider cover for short term absence and contingencies for other events (e.g. long term illness and loss of the postholder).



	3
	In relation to the hearing aid repair service, develop a strategy for holiday, sickness cover.



	4
	Perform (annually), report on and respond to outcomes of patient satisfaction/use/benefit surveys. Use surveys developed elsewhere to reduce required time commitment to develop. 



	5
	Start to involve patients in aspects of the service. Do at least one significant piece of public involvement in the next 12 months. If training and support needed in patient feedback mechanisms, this could be shared with other audiology services.




	
	Other recommendations

	6
	Encourage the establishment of a volunteer support group with all volunteers to receive training (and assessment of their competencies) from the Head of Service.



	7
	Encourage development of and engagement with local service user groups. Encourage representation from relevant national charities in Shetland.


	8
	Templates to formalise (and standardise the structure/recording of) individual management plans, should be introduced.   



	9
	More proactive communication with stakeholders and public about the scope of the service and what it offers



	10
	Monitor the repair/battery replacement service, including measurement of user satisfaction.  Ensure batteries are more widely available. 



	11
	Collate outcome measurement tool scores to determine and demonstrate efficacy of intervention (e.g. reduction of disability) across and within the patient group. 



	12
	Routinely provide patients with their (updated) outline agreed management plan. Provide consistent patient information in a variety of formats including through a patient accessible website. Formally encourage significant others to participate in clinical contacts



	13
	Ensure support staff are Deaf Awareness trained.



	14
	Hearing aid fitting against REM verified targets should be performed at three different input levels (50, 65 and 80dB). 



	15
	Routinely measure ULLs as part of the assessment process (unless contraindicated) 
This recommendation has been implemented post visit as soon as practicable i.e. after Audiologist returned from annual leave. (J.Haywood)



	16
	Formally monitor and conduct audits around the direct referral scheme to help ensure safe and effective practice. 




NHS Lothian

	
	Key recommendations

	1
	A full review of all service provision, policies and procedures needs to take place with all staff once the new head of service is in post. All procedures and protocols need to be documented, communicated, regularly reviewed and compliance routinely checked.


	2
	Protocol and implementation plan to reduce waiting times for follow up is needed and progress should be monitored.


	3
	Implementation plan is needed to ensure the organisation of appointment times is done more efficiently and effectively, with better use of staff time.


	4
	The service has been awaiting replacement balance equipment since October 2006. Equipment failed and unable to be upgraded ( i.e. 13 years old DOS  system). No balance testing has been possible since October 2006. We recommend that this should be addressed as a matter of urgency.



	5
	Protocol and implementation plan to improve the organisation of the repair service is needed and progress should be monitored.


	6
	A protocol and implementation plan to introduce REM as a matter of urgency is required.  Ensure standard compliant pathways including REMs are documented, distributed and implemented. Implement process to monitor compliance with protocols.


	7
	A protocol and implementation plan to introduce GHABP is required.



	
	Other recommendations

	8
	Develop and implement a departmental process/protocol for individual management planning that meets the requirement of the quality standards. Integration with PMS is recommended.  As with other services, training and support appears to be needed in developing and implementing individual management plans.



	9
	The new Head of Service needs to ensure that staff appraisal and personal development plans are introduced and progress monitored.  


	10
	Short term measures to improve training opportunities should be implemented, once the new head of service is in post. 



	11
	Deaf awareness training needs to be introduced for all front line staff.



	12
	Ensure patient involvement in all aspects of development and ongoing monitoring of services. I.e. regular survey, user groups/forums etc. Training and support may be needed in patient feedback mechanisms – this could be on the basis of shared learning with other audiology services.




NHS Glasgow & Clyde

	
	Key recommendations

	1
	The accommodation and service needs to be urgently reviewed as part of the strategic plan for audiology being developed by Greater Glasgow and Clyde Health Board.


	2
	The Head of service needs to be based back in, or near to, the audiology  department. In addition, management support may be needed to review staff morale, motivation and staff links with management



	3
	Protocol & action plan to introduce REMs and GHABP, including training, is required as a matter of urgency.


	4
	Implement monthly audit of staff entries on PMS – journal entries, audiograms, etc.  Supervision, formal appraisal, staff meetings discussions need to be introduced to monitor compliance with guidelines.


	5
	User feedback is needed before implementing service delivery changes. Training and support may be needed in patient feedback mechanisms – this could be provided by other audiology services who are more active in this area. Review and implement pre-appointment information to cover expectation, role of significant other, journey, what to expect/ who you will see, etc.




	
	Other recommendations

	6
	Case reviews, led by Head of Service with all staff to be implemented (alongside monthly audits of journal entries / management decisions of patients by staff.  Monitoring the impact on repeat visits /reviews by implementing REM. 



	7
	Protocol and implementation plan for auditing of referrals is required 



	8
	Hospital support is needed to develop assessment services for balance, tinnitus – it will need additional rooms and equipment.  



	9
	Significantly reduce the 70dB average for fitting of 2 hearing aids.


	10
	As with other services, training and support appears to be needed in developing and implementing individual management plans. Integration with PMS is recommended.







	11
	The Head of Service should investigate the possibility of re-instating a volunteer scheme and scope the potential uptake of services in residential homes.


	12
	Introduce deaf awareness training for all front line staff.  



NHS Tayside

	
	Key recommendations

	1
	Review accommodation provision at Perth to address inequitable provision between departments.



	2
	Review, implement and monitor use of protocols and guidelines throughout the service. In particular a protocol is required to standardise follow-up procedure. The wait for re-assessment needs to be addressed as soon as possible.



	3
	Procedures need to be in place to do REM at 50, 65 & 80dBSPL input levels.



	4
	Auditing systems need to be in place to monitor staff compliance to GHABP protocols: training and monitoring plan to be implemented. 


	5
	In terms of individual management plans there are no standardised journal entries: templates are not used. So there is no standardised collation of expectations, lifestyle, etc. We recommend that they develop and implement a template to standardise journal entries.



	
	Other recommendations

	6
	Review and implement CPD for staff. If not routinely done, staff appraisal and personal development plans need to be introduced.  


	7
	Extend the role and responsibility of Audiologists – Audiology led wax removal services, Direct Referral, balance services, covering all age groups, etc. 



	8
	Deliver plans to use electronic referral from Primary Care into Audiology once the move to new premises takes place.


	9
	Introduce a monthly audit of referral compliance.


	10
	Implement protocols and auditing of use of services, referrals and feedback from external agencies/ other providers.


SECTION 4
Recommendations from the paediatric audit

Strategic Overview
	Governance and Strategic Partnerships

	
	Consideration should be given to designating a national hearing screening programme manager, with appropriate expert support, who could co-ordinate such expertise. This would better ensure equitable services across Scotland, sustainability of the programme and continued improvement of this successful national service.

	
	Each audiology service also needs access to specialist (MSc level or higher) non-medical audiological expertise in e.g assessment, interpretation of data, calibration of equipment etc.  This may be through regional partnership working

	
	Audiology services should have integral to their delivery plan, fully integrated medical input for aetiological investigations and ongoing appropriate medical management of deaf children.  Given the specialised nature of deafness, this should be delivered by highly skilled staff with qualifications in audiology in the larger services and formalised access to this expertise in the smaller services

	
	Delivery of services should be based around appropriate skill mix.  In particular review clinics should, where appropriate, be delivered by appropriately trained audiologists rather than ENT surgeons or community paediatricians

	
	All services should have referral criteria, pathways and protocols that ensure services have the systems and capacity to meet the needs of children and their families, including direct referral to audiology where necessary, reducing unnecessary duplication of appointments between professionals

	
	All CHSWGs need strengthening and should have greater involvement from parents who are service users

	
	For effective delivery of paediatric audiology services for deaf children and appropriate access to specialist medical input, consideration should be given to the establishment of a regional partnership working with outreach or another model that meets the needs of services, whilst delivering care locally to children in each health board (ie a service could not just be delivered from a centre of excellence without very good reference and integration with local services)

	Quality Standards - Screening

	
	The Quality Improvement Scotland Pregnancy and Newborn Screening Standards, 2005, should be reviewed to meet the needs of an established universal neonatal hearing screening programme and to limit the possibility of misinterpretation


	
	There should be a review nationally of what is considered an acceptable screening protocol (for both well babies and those in special care for more than 48 hours) and how many screening tests should be offered prior to full audiological assessment

	
	All services should enter a minimum data set of audiological data into the screening management system eSP (after version 4.2 has been released – which has significant improvements to the audiology components) so that there can be a national yield report produced centrally.  This can then be used to quality assure services. This could be used as a basis for an agreed register of hearing impaired and deaf children, which would enable better planning and evaluation of programme outcomes

	
	There needs to be an agreed national package of training and competency assessments for all screening staff across Scotland and a national requirement for appropriate continuing professional development

	
	There needs to be a national commitment to the development of an interface between the Scottish birth record and eSP.  The manual entry of data into eSP is time consuming and open to risk through data entry errors.  A link will provide more screening time plus an important failsafe for notification of births ensuring no babies are missed.  There should also be consideration of this link being extended to allow the population of the child health system with the outcome of the screening test

	Quality Standards – Audiology and Early Intervention

	
	There needs to be a consistent and unbiased approach to giving parents information about deafness and sources of support available, at the time of confirmation of loss

	
	There should be a nationally-agreed quality marker for the provision of early amplification


	Audit and Quality Improvement - Screening

	
	There should a formal mechanism for incidents to be reported nationally and lessons learnt shared nationally to prevent incident recurrence

	
	Any discussions about national screening protocols should consider the improved reporting capabilities, performance monitoring and benchmarking from eSP that uniform protocols would facilitate

	Audit and Quality Improvement – Audiology and Early Intervention

	
	All CHSWGs need to develop strategic capacity in order to drive forward service monitoring and improvement

	
	There needs to be a consistent and robust approach to the monitoring of children's communicative and developmental outcomes. Whilst on the whole this is in place for children over 3, it is in need of development for early years and specifically babies. Parents play an important part in monitoring early progress and this needs to be formally recognised

	Service Systems and Capacity - Screening

	
	Services would benefit from a centralisation of equipment procurement (which would present a cost saving for all boards) and standardisation of equipment set up and checking protocols

	Service Systems and Capacity – Audiology and Early Intervention

	
	Capacity and access to appropriate CPD are issues for most support services. The advancing age profile of qualified teachers of the deaf together with the lack of numbers coming through for specialist training is of concern for the future


Site Specific Recommendations

UNHS Glasgow – Yorkhill

	
	Detailed Recommendation

	1
	Pursue and secure funding for the development of an interface between the Scottish birth record and eSP.  The manual entry of data into eSP is time consuming and open to risk through data entry errors.  A link will provide more screening time plus an important failsafe for notification of births ensuring no babies are missed.  There should also be consideration of this link being extended to allow the population of the child health system with the outcome of the screening test.

	2
	There should be ongoing annual competency assessments carried out for all screeners.  

	3
	Consider the screening protocol for babies in the neonatal unit for more than 48 hours to include an AOAE in order to screen for babies with Auditory Neuropathy/Auditory Dysychrony

	4
	Screeners are not clinically trained or qualified staff and therefore there should be more input and advice for the screeners from the Neonatologists and Paediatricians regarding risk factors for hearing loss for SCBU/NICU babies.  This should include the completion of documentation regarding which risk factors, if any, are present.

	5
	Although there is archiving of data this should be routine archiving of data onto a secure network server rather than saving it to the desktop computer.  There should also be a procedure established for naming, identifying and retrieving this data should it be required along with a checking mechanism to ensure this procedure works

	6
	Establish a plan for the ongoing replacement of all the screening equipment over a five year cycle

	7
	To clarify whether the third ‘discretionary’ AABR is conforming to the agreed screening protocol for this programme.  This additional screening test is carried out following a subjective assessment of the conditions by the screeners therefore there should also be a review of the criteria for performing this screen and an audit of the number of occurrences.  It should also be considered if this results in the low referral rate to audiology.  This low referral rate could also impact on the competency of the Audiologists in performing specialised diagnostic testing on this cohort of babies.

	8
	There should be access provided to the CHI data base for members of the screening team.  This will provide timely access to the unique patient identifier, the CHI number.

	9
	Information giving in the antenatal period needs further development based on the outcomes of the audit of parental satisfaction with the screen.


UNHS – Lothian

	
	Detailed Recommendation

	1
	Pursue and secure funding for the development of an interface between the Scottish birth record and eSP.  The manual entry of data into eSP is time consuming and open to risk through data entry errors.  A link will provide more screening time plus an important failsafe for notification of births ensuring no babies are missed.  There should also be consideration of this link being extended to allow the population of the child health system with the outcome of the screening test.

	2
	The screening manager role needs to be returned to full time.  This is a large service split over 2 sites.  Essential duties are not currently being carried out due to time pressures.  These include screener competency assessments, audits of parental satisfaction with the service, ongoing training of other health professionals and data archiving.

	3
	The screening protocol for babies in the neonatal unit for more than 48 hours should include an AOAE in order to screen for babies with Auditory Neuropathy/Auditory Dysychrony 

	4
	To clarify whether the third AABR is conforming to the agreed screening protocol for this programme.  This additional screening test is carried out following a subjective assessment of the conditions by the screeners therefore there should also be a review of the criteria for performing this screen and an audit of the number of occurrences.  It should also be considered if this results in the low referral rate to audiology.  This low referral rate could also impact on the competency of the Audiologists in performing specialised diagnostic testing on this cohort of babies

	5
	Review the current workflow processes for screeners as the paperwork element is extensive.  For example, where the demographic information regarding the baby is obtained from and where this information is then transferred to.  The current process required the screener to write out the same information five different times.  

	6
	To ensure that, as a well established programme, information is given and fully informed consent is obtained from parents who may have experienced the screening programme with a previous baby.  It should not be taken for granted that parents will recall the detail of the previous screen.

	7
	Equipment checks must be carried out at St John’s hospital

	8
	The screening manager and line manager of the nursery nurse screeners at St John’s hospital should work together to ensure joint planning and service improvement

	9
	Nursery nurse screeners at St John’s should have the same access to training and the screeners at the Royal Infirmary, Edinburgh

	10
	The holding of regular team meetings with all the screening staff, including those that provide the service at St Johns, should be considered.  This will provide a forum where all staff can contribute to the service and add to a feeling of inclusion

	11
	Parents who decline the screen must receive a copy of the surveillance checklist

	12
	Review the procedure for both informing parents of babies in NICU/SCBU about the screen and for obtaining their consent to screen

	13
	Explore the availability of interpreting services within the hospital.  Also ensure interpreters are used as per the hospital policy, for example are family members permitted to act as interpreters?

	14
	Provide ‘formal’ equipment checking log sheets for each piece of screening for equipment.  This documentation will provide a more robust mechanism for ‘back checking’ should a fault arise in a piece of equipment.  This will minimise the impact of a potential recall of babies should a piece of equipment ‘fail’ by being able to identify a date at which this occurred.  This procedure should also be implemented at St Johns hospital

	15
	It is essential that there should be routine archiving of data from the screening equipment onto a secure network server. There should also be a procedure established for naming, identifying and retrieving this data should it be required along with a checking mechanism to ensure this procedure works

	16
	Although there is a process for the checking of paper records a procedure to cross check results against screening test results on the equipment should be established.  This should be viewed as an interim step prior to the introduction of electronic importing of screening test results directly into eSP

	17
	Establish a plan for the ongoing replacement of all the screening equipment over a five year cycle.  It is also important to standardise the equipment used within the programme with a view to introducing electronic importing of screening results into eSP.  This is important in terms of governance and screener workflow and time


UNHS – Tayside

	
	Detailed Recommendation

	Across all Boards
	There should be an interface between eSP and the CHI number either directly or via the Scottish birth record.  The manual entry of patient records into eSP is time consuming and open to risk through data entry errors.  A link will provide an important failsafe for notification of births ensuring high coverage.  

	2
	Screener training should be revisited in a programme of ‘back to basics’.  In particular the training should focus on technical aspects such as earpiece fit and communication issues, ensuring that verbal information to parent is accessible to all.    

	3
	The refer rates from each stage of the screen should be monitored in the light of the above recommendation with a longer term aim of eliminating the additional AABR, the so-called ‘diagnostic screen’.   

	4
	Review local hospital policy on the use of interpreters especially the use of family members.

	5
	The service needs to continue to build upon the initial work on promoting the distribution of information in the antenatal period.

	6
	A more robust, reliable system should be put into place and agreed with the labour suite staff to ensure the screening team receives timely information regarding neonatal deaths.   Current procedures rely on staff remembering to inform the screening team and this not only problematic but poses the risk of the team contacting recently bereaved parents, when existing labour suite staff leave and new staff come into post.

	7
	Develop and establish a process to cross check paper results against screening test results on the equipment.  This should be viewed as an interim step prior to the introduction of electronic importing of screening test results directly into eSP.

	8
	It is essential that there should be routine archiving of data from the screening equipment onto a secure network server. There should also be a procedure established for naming, identifying and retrieving this data should it be required.

	9
	Establish a plan for the ongoing replacement of all the screening equipment, including both AOAE and AABR, over a five year cycle.  It is also important to standardise the equipment used within the programme with a view to introducing electronic importing of screening results into eSP.  This is important in terms of governance and screener workflow.

	10
	Midwifery staff should be given easily accessible information about the performance of the screen


UNHS – Forth Valley

	
	Detailed Recommendation

	1
	Pursue and secure funding for the development of an interface between the Scottish birth record and eSP.  The manual entry of data into eSP is time consuming and open to risk through data entry errors.  A link will provide more screening time plus an important failsafe for notification of births ensuring no babies are missed.  There should also be consideration of this link being extended to allow the population of the child health system with the outcome of the screening test.

	2
	Consideration should be given to including AOAE screening for babies in the neonatal unit for more than 48 hours in order to screen for babies with Auditory Neuropathy/Auditory Dysychrony and potential milder hearing losses.  

	3
	There is a need to review and consider whether fully informed consent is being obtained by screeners prior to the screening taking place.  To ensure informed consent, all information should be given to the parent prior to signing of the consent form and should include the possibility of hearing loss as being a reason for not obtaining a response.

	4
	Establish a procedure for subjectively checking the AABR equipment.  Daily listening checks should be performed along with a more thorough check on a weekly basis.  With this develop a log sheet to record all checks and to detail any faults found.  This documentation will provide a robust mechanism for ‘back checking’ should a fault arise in a piece of equipment.  This will minimise the impact of a potential recall of babies should a piece of equipment ‘fail’ by being able to identify a date at which this occurred.

	5
	A robust system for identification of risk factors in the neonatal unit population should be established.  Ideally this should be the responsibility of the nnu nurses or paediatricians.  

	6
	Develop and establish a process to cross check paper results against screening test results on the equipment.  This should be viewed as an interim step prior to the introduction of electronic importing of test results into eSP.

	7
	It is essential that there should be routine archiving of data from the screening equipment onto a secure network server. There should also be a procedure established for naming, identifying and retrieving this data should it be required along with a checking mechanism to ensure this procedure works.

	8
	Standardised training for new screeners should be established and all screeners should have access to ongoing training and undergo regular competency assessments

	9
	Participation of screeners in midwifery ward meetings should be investigated

	10
	Review the use of dry prep pads instead of liquid soap when preparing the skin for sensor placement.


	11
	Establish a plan for the ongoing replacement of all the screening equipment over a five year cycle.  It is important that the standardisation of the equipment used within the programme is maintained with a view to introducing electronic importing of screening results into eSP.  This is important in terms of governance and screener workflow and time.

	12
	A parental satisfaction survey should be carried out in order to determine client satisfaction with the service and identify areas for improvement


UNHS - Lanarkshire

	
	Detailed Recommendation

	1
	Pursue and secure funding for the development of an interface between the Scottish birth record and eSP.  The manual entry of data into eSP is time consuming and open to risk through data entry errors.  A link will provide more screening time plus an important failsafe for notification of births ensuring no babies are missed.  There should also be consideration of this link being extended to allow the population of the child health system with the outcome of the screening test.

	2
	Screener training should be revisited in a programme of ‘back to basics’.  In particular the training should focus on technical aspects such as earpiece fit and communication issues, ensuring that verbal information to parent is accessible to all.    All screeners should undergo regular competency assessments on a formal basis.

	3
	The refer rates from each stage of the screen should be monitored in the light of the above recommendation with a longer term aim of eliminating the additional AABR, the so-called ‘diagnostic screen’.   

	4
	Participation of screeners in midwifery ward meetings should be investigated

	5
	The practice of re-screening previously discharged babies that have subsequently become ill should be reviewed.  If the paediatricians have concerns about babies’ hearing they should referred directly for audiological assessment

	6
	The decision not to refer unilateral screen referrals for diagnostic assessment should be reviewed since evidence has shown that unilateral screen positives can be found to have a bilateral hearing loss

	7
	Re-visit the delivery of ongoing information and training for primary care professionals to keep them informed about the performance of the screening programme and any updates or changes in the care pathway

	8
	Develop and establish a process to cross check paper results against screening test results on the equipment.  This should be viewed as an interim step prior to the introduction of electronic importing of screening test results directly into eSP.

	9
	It is essential that there should be routine archiving of data from the screening equipment onto a secure network server. There should also be a procedure established for naming, identifying and retrieving this data should it be required along with a checking mechanism to ensure this procedure works.

	10
	Establish a plan for the ongoing replacement of all the screening equipment over a five year cycle.  It is important that the standardisation of the equipment used within the programme is maintained with a view to introducing electronic importing of screening results into eSP.  This is important in terms of governance and screener workflow and time.

	11
	A parental satisfaction survey should be carried out in order to determine client satisfaction with the service and identify areas for improvement


UNHS – Glasgow Clyde

	
	Detailed Recommendation

	1
	Pursue and secure funding for the development of an interface between the Scottish birth record and eSP.  The manual entry of data into eSP is time consuming and open to risk through data entry errors.  A link will provide more screening time plus an important failsafe for notification of births ensuring no babies are missed.  There should also be consideration of this link being extended to allow the population of the child health system with the outcome of the screening test.

	2
	Review the possibility of primary care delivering the second AOAE screen in the home so that the number of parents/babies needing to travel to outpatient appointments is reduced (from 565 needing AOAE2 to 129 needing AABR)

	3
	Review the consent procedure in NICU/SCBU to determine whether the consent, when obtained by the nursing staff is indeed fully informed consent.

	4
	Whilst there is a programme of ongoing refresher training for Health Visitors, a system of competency assessment should be established.  This could take many forms and the service is advised to discuss alternative approaches with the English NHSP services

	5
	Although there is currently a procedure in place for logging equipment checks this information does not always reach the screening manager.   A more robust process for receiving and reviewing this should be established. Documented checks will provide a more robust mechanism for ‘back checking’ should a fault arise in a piece of equipment.  This will minimise the impact of a potential recall of babies should a piece of equipment ‘fail’ by being able to identify a date at which this occurred.

	6
	Revisit the availability and use of the hearing screening check sheet for parents in the Parent Child Health Record or ‘red book’.

	7
	To continue to involve the other key professional involved in delivering the screen and provide regular feedback on programme statistics.  The Health Visitors found the initial information given on number of babies screened, number referred and number identified beneficial and rewarding being given feedback on a service they provided.

	8
	Review incident reporting procedures within the hospital and the wider health board to encompass any differences between Health Visitor bases.  All incident should be reported following local policy.

	9
	Establish and roll out a communication programme to all Health Visitors regarding the use of the CHI number and baby’s name as screening test identifiers in the Accuscreen.  At present there is no identifiable information relating to each screening test.

	10
	Develop and establish a process to download the demographic and screening data from the AOAE equipment and cross check paper results against these screening test results. It is advisable however, that given the extent of implementing this new procedure that this is rolled out with a small group of local Health Visitors.  

	11
	It is essential that there should be routine archiving of data from the screening equipment onto a secure network server. There should also be a procedure established for naming, identifying and retrieving this data should it be required along with a checking mechanism to ensure this procedure works.

	12
	Establish a plan for the ongoing replacement of all the screening equipment over a five year cycle.  It is also important to standardise the equipment used within the programme with a view to introducing electronic importing of screening results into eSP.  This is important in terms of governance and screener workflow and time.

	13
	As the service is the only community hearing screening programme in Scotland it is vital that the screening manager makes contact with other community programme managers in the English Newborn Hearing Screening Programme.  This will provide peer support in what is an isolated role.  There should also be consideration given to the Screening Manager attending English NHSP community sites meetings.


Paediatric Audiology – Glasgow Yorkhill

	
	Detailed Recommendation

	1
	Continue development of written protocols regarding referral pathways and criteria.  Incorporate the vetting process for ENT referrals used by the ENT Consultant to determine those patients who it is felt should be seen by Paediatric Audiology rather than ENT.

	2
	Check test parameters used and double-check the use of stimulus level correction factors against NHSP recommended protocols/guidelines.  Introduce use of Estimated Hearing Levels (eHLs).  Continue development of written diagnostic and hearing aid protocols.

	3
	Parental satisfaction questionnaire to be undertaken (this is planned) to incorporate investigation of parent/carer(s) attitudes to timing of hearing aid fitting for UNHS cases.

	4
	Implement use of real ear measurements in the fitting of hearing aids for all paediatric cases.


Paediatric Audiology – Lothian
	
	Detailed Recommendation

	1
	It would be sensible to have more flexibility between the 2 types of assessment appointment to allow as much as possible (eg freq specific ABR) to be done at the first appointment if time allows.   The 2nd appointment should be as soon as possible after the first to minimise parental concern and worry.

	2
	Bone Conduction (BC) ABR is not currently done. This should be introduced to help with differential diagnosis of sensorineural and conductive hearing loss.  (Equipment for ASSR is available but not presently used).

	3
	After screening quite a large proportion of births (perhaps 10%) is being followed up for targeted follow up testing at 7-9 months, due to risk factors. This may not be a good use of resources and has led to unacceptably long waits (many are not now seen until 18 months old). There should be an urgent review of the risk criteria used, an audit of the outcomes, yield, workload and attendance. If possible, revision of these criteria should reduce demand while still capturing the appropriate cases and reduce the number of clinics required, freeing up capacity for more important work 

	4
	The service should look at the possibility of setting up simple low cost VRA in (some) community clinics to improve quality of results and reduce referral rate on to the centre

	5
	There needs to be a mechanism by which parental views are taken into account or parents can input into service development

	6
	There needs to be better reporting on outcomes and activity through Auditbase - including waiting times, DNAs, etc.

DNA rates should be monitored and the proven ways of reducing it (including partial booking) looked at. (DNAs are reported to be a particular problem for community clinics)

	7
	Despite very early identification, aiding is not usually done before 3 months for profoundly deaf babies and 4-5 months for moderate-severe cases. The service should review this and consider reducing the time to hearing aid fitting 

	8
	Hearing aid fitting is done to DSL targets using average RECDs. The service should move to use of individual RECDs. There have been attempts to do this but there were technical problems. Some time and outside help may be needed to sort this.. 

	9
	To minimise delays in taking impressions/ear moulds fitting, teachers could be trained to do impressions. This has been discussed but not pursued because of administrative and Insurance problems – however these could be overcome.   Consideration should be given to training parents or Health Visitors to fit ear moulds

	10
	There is a shortage of capacity for the hearing aid work. All this is done by just 1 member of the Audiology team working with an Educational Audiologist (employed by Education) . This service is therefore vulnerable through holidays and sickness and there needs to be planning for what happens when the Educational Audiologist retires. If targeted follow up cases are reduced there may be additional capacity from community clinics?  

	11
	There may be a need for another large sound field test room A review of room usage was not undertaken but facilities appear limited given the size of the birth population

	12
	Training is reported to be accessible to all staff and funding is not a barrier but lack of time means some staff feel they do not have time to pursue training and develop services as they would like. Some protected development time is required.

	13
	There needs to be a CHSWG with a clear remit and function (see Early Intervention and Family Support recommendations)


Paediatric Audiology – Tayside

	
	Detailed Recommendation

	1
	Access: Systems need to be developed to enable clear access to services by families and other professionals. More administrative time is needed to co-ordinate Paediatric Audiology, and effectively monitor and audit performance.

	2
	Assessment: Protocols for diagnostic testing need to be in place, and staff given the opportunity to discuss results with a multi-disciplinary team. Joint training with Education and Social services would enhance this process.

	3
	Care Plans: Clear information, understood by everyone involved in the child’s care, including parents, needs to be standardised.

	4
	Process of delivery: The Paediatric Audiology team need to offer continuity of care to families, through diagnosis and rehabilitation. A team approach to interpreting results, prescription methods and verification of fitting, following clear protocols, will ensure clinical governance issues are addressed.

	5
	Outcomes: Additional administrative and clerical time is needed to facilitate effective measurement of outcomes.

	6
	Communication: The flow and quality of information between the team and other professionals needs standardising. The service would benefit from strengthening links with ENT, to facilitate process mapping and jointly approach matters needing strategic direction.

	7
	Competency: There needs to be dedicated Paediatric Audiologists, supported in their training needs, with access to CPD time to maintain professional standards in accordance with the registering authority(RCCP). Secondments to centres of excellence by all staff could be undertaken before the move, to ensure best practice is embedded in the new service. Establishing links with other centres in the region will help drive a culture of joint training.


Paediatric Audiology – Forth Valley

	
	Detailed Recommendation

	1
	There is a planned increase in staffing levels and this should include more clerical time.  There is currently only 10 hours of administrative support for the whole audiology service, which is clearly inadequate. This means qualified, specialist audiology staff have to spend a considerable amount of time doing basic administrative tasks such as appointment booking and typing. Not only is this inappropriate for staff of this grade and hence wasting money, it means that further development of the service may be limited, and waiting times may not reduce. A paediatric audiology service of this size would need at least 0.5 WTE administrative support to enable it to run smoothly and enable reports to be sent out in a timely manner.

	2
	The IT provision could be improved, as using synchronised laptops is time consuming and limiting. Networking PCs should be a priority, with a replacement / renewal policy in place.

	3
	Monitoring protocols for Downs syndrome and other specific patient groups should be put in place.

	4
	The service should review ‘Guidelines for the early audiological assessment and management of babies referred from the newborn hearing screening programme’ and available evidence bases concerning optimal age of fitting hearing aids. Whilst, commendably, staff approach this from a parent led perspective, there may be instances where clinical evidence points to earlier fitting than age 4 months.  

	5
	The core team of Audiologists and Paediatric Doctor is very strong, and would benefit from improved liaison with ENT colleagues, to strengthen working relationships and enable joint planning of ‘glue ear’ pathways and management.

	6
	There are opportunities for closer working with colleagues in Education in the development of individual care plans, goals for individual children and close monitoring against these. There have been joint training days, and this could be developed into regular meetings to standardise the information and literature given to parents, and better equip TODs to support children technically in the classroom.  

	7
	The development of written test procedures, or written reference to national procedures if these are followed, should be undertaken to ensure there is consistency within the service provided.  Examples of the type / detail recommended would be the NHSP protocols and MCHAS protocols developed in England. Although this is a small team and therefore the opportunity for variation is reduced, such procedures would form good clinical governance practice, and also could be used in future training, and to encourage good practice in other areas within Scotland. These procedures would need to be reviewed regularly and updated as necessary to ensure the evidence base is up to date. 

	8
	The development of clinical audit to include patient / parent satisfaction surveys is recommended. This would add further support regarding the level of service provided, consistency of the service provided, and may identify further areas for improvement. Such evidence would be needed in order for the centre to be considered a centre of excellence.


Paediatric Audiology – Lanarkshire

	
	Detailed Recommendation

	1
	Continue to monitor referral patterns/pathways from all agencies as an extension to the current work being undertaken by the Trust Referral Management Centre with regard to ENT referrals to Audiology 

	2
	Continue to develop, and where appropriate revise, written referral pathways and protocols for all aspects of the Paediatric Audiology service delivery

	3
	Review the local policy of arranging further follow-up at 8 months of age for all assessment babies with normal results and scrutinise outcomes in order to determine if this is an effective use of resources

	4
	Compare behavioural audiological test outcomes for babies with hearing losses against their objective audiological test data  

	5
	Audit outcomes to determine age of confirmation of hearing loss and hearing aid fitting for all paediatric cases

	6
	Continue to develop the use of PN in conjunction with the hospital patient management system to standardise administration of all processes within Audiology.  This will require dedicated support from the IT Department in order to use PN to its full potential as intended by the provision of such a system and with the aim of continuing modernisation of the Audiology service

	7
	Extend parent satisfaction survey to include the views of families referred via UNHS and to incorporate investigation of parent/carer(s) feelings regarding the timing of hearing aid fitting for UNHS referred cases

	8
	Audiology staff undertaking assessment of cases referred from UNHS need to continue to develop their skills in the area of tone pip ABR and CM testing.  Introduce use of Estimated Hearing Levels (eHLs)

	9
	Speech discrimination testing should be considered as an integral part of the paediatric audiological assessment process for children (NDCS Quality Standards in Paediatric Audiology, 2000) and therefore this technique will need to be introduced into use within the service 

	10
	Continue ongoing development of pre-appointment information for families

	11
	Member of staff confirming hearing impairment for UNHS cases should undergo training in the area of counselling


Paediatric Audiology – Glasgow Clyde

	
	Detailed Recommendation

	UNHS referrals

	1
	In one year only 10 babies were tested in Clyde diagnostically which would mean less than 1 baby per month on average.  This is clearly a very low number and probably well below what would be considered a critical mass, although this concern was not shared with the service.  There needs to be a strategic and clinical discussion about whether this is sufficient to be a viable, safe and effective service.  

	2
	There needs to be sufficient room allocation for the paediatric work so that there is a dedicated test sessions for UNHS follow up.  At the moment there is no allocated session as the audiological room has to be booked on a case-by-case basis.

	3
	Across the NHSP patch there are Audera ABR/ASSR systems at Dumbarton, Inverclyde and Paisley (RAH).  The Audera at RAH is calibrated by Acoustic Metrology (Calibration Certificate dated 15.09.06).  The staff need to develop a clear understanding of the calibration procedure used for the equipment so that they are confident it is appropriate.

	4
	There is a preference to perform Auditory Steady State Response (ASSR) rather than Tone-Pip Auditory Brainstem Response for the diagnostic follow up. There did not appear to be a clear rationale for this (reported as being “easier to interpret”) and there did not appear to be any clear understanding of the algorithms and correction factors used to generate the “estimated audiogram”. There was over-reliance on the manufacturer regarding parameter/protocol setting for ASSR.   It is suggested that the service re-visit the use of Tone-Pip ABR (see English NHSP web site http://hearing.screening.nhs.uk/ and Dave Stapells’ website http://www.audiospeech.ubc.ca/haplab/clinic.htm).

	5
	The service should look at how theoretical knowledge can be supplemented by good quality impartial training workshops and look at whether there are other (local) support mechanisms, which could provide support and peer audit.

	Hearing Aid Prescription

	6
	There is a very low number of early specialised hearing aid fittings (1 fitting in 2 ½ years) and it was not clear how may children 0-16 are hearing aid users on the caseload (3 members of the team were asked for this information). 

There needs to be a strategic and clinical discussion about whether this is sufficient to be a viable, safe and effective service.  

	7
	The service reported that amplification might be considered where estimated hearing levels where > 40 dB HL but they said they were guided by parental wishes. There appeared to be a consensus that hearing aid fitting should be delayed until about 3-4 months of age. It is not clear whether the delay in providing amplification (and a preference for review/repeating audiological assessment) is related to a lack of confidence in test results.  The service should review this and consider reducing the time to hearing aid fitting if appropriate.

	8
	There is reliance on estimated Real Ear to Couper Differences (RECD) measurements and manufacturer “first fit” in prescribing amplification which is widely considered as unsafe practice. Some of this has been related to equipment problems with Real Ear Measurement (REM) equipment and software conflicts between fitting and REM modules. The service needs to look at developing skills to perform REM (using measured RECDs as appropriate) within a validated prescription and verification methodology such as DSL.

	9
	Facilities to perform Insert Phone and Bone Conduction Visual Reinforcement Audiometry (VRA), aided soundfield and speech testing in appropriate audiological should be made available. The appropriateness of the audiological accommodation in the proposed development at the Russell Centre should be formally assessed.

	10
	Children initially get reviewed every 3 months with appointments typically of 1 hour duration. There is also an annual review which involves ENT, Community Paediatrician and Audiology. The main focus of these reviews appears to be repeating hearing assessment. There appears to be only limited verification using live voice/Parrot speech testing although wordlists are used in education. There did not appear to be any evidence of the routine use of systematic (questionnaire) outcome measures.

There should be a move towards ensuring prescription and verification of the hearing aids, together with evaluation and other appropriate outcome measures takes place at the reviews and that this is documented in the reports.


Community Audiology and Medical Management – Glasgow Yorkhill

	
	Detailed Recommendations

	1
	The role of the Associate Specialist with training in Audiology should be developed further

	2
	The present role of the sessional community paediatricians in community audiology clinics is not cost effective and should be reviewed. At the very least a further sift of cases could be undertaken by appropriately trained audiologists.

	3
	A parent satisfaction survey should be undertaken with families with hearing impaired children

	4
	Further written care pathways and protocols should be developed

	5
	The role of the Children’s Hearing Services Working Group in monitoring services should be developed. The strategic direction role of the group should be established. 

	6
	Joint working with Education should continue to be developed.


Community Audiology and Medical Management – Lothian

	
	Detailed Recommendations

	1
	 The birth rate and regional status of Lothian requires the appointment of an  appropriately trained and qualified paediatrician or audiological physician. A consultant post would be most appropriate.

	2
	A further full time post is required within medical audiology (as recommended above). This should lead to a review of roles and responsibilities which would allow personal development of existing staff and service development

	3
	Protocols and care pathways should be reviewed and documented

	4
	A Children’s Hearing Services Working Group should be established with reviewed terms of reference and appropriate membership to monitor services and provide strategic direction.  (see also Early Intervention and Family Support recommendations)

	5
	A parent satisfaction survey should be undertaken with families of hearing impaired children


Community Audiology and Medical Management – Tayside

	
	Detailed Recommendations

	1
	A paediatric team across medical audiology (community paediatrics) and non medical audiology (audiologists) should be established.  Dr MacKinnon clearly has the skills, competencies and leadership needed to take this forward.

	2
	Roles and responsibilities within the team should be reviewed

	3
	If the responsibility of the paediatric audiologist was increased appropriately following training or following the appointment of an appropriately qualified paediatric audiologist, there would be less of a role for community paediatrics within hearing assessment clinics. This would be a more cost effective method of delivering the service but is entirely dependant on the establishing an integrated team.

	4
	The number of sessions of Community Paediatrics within an integrated team would need to be considered as 2 WTE is high for the population served by Tayside.

	5
	The organisation of the Paediatric Audiology Service should be such that children have appropriate hearing aid reviews.

	6
	The organisation of the Paediatric Audiology Service should be such as to allow the audiologist providing the habilitation to preschool children to attend multidisciplinary review meetings as routine.

	7
	Improved channels of communication with audiology and the other services working with hearing impaired children should be established. 

	8
	Consideration should be given to organising a multidisciplinary clinic within the new audiology rooms.



	9
	Non medical paediatric audiology should be actively involved with the Children’s Hearing Services Working Group

	10
	The Children’s Hearing Services Working Group should have a role in monitoring services and should have appropriate membership to have a strategic role.

	11
	A parent satisfaction survey should be undertaken with families with hearing impaired children

	12
	Further written care pathways and protocols should be developed

	13
	The method of recorded results of aetiological tests and discussing these with parents should be reviewed


Community Audiology and Medical Management – Forth Valley

	
	Detailed Recommendations

	1
	Dr Schulga should be supported in her aims to gain further training and qualifications to undertake the role as a specialist in medical audiology.

	2
	The birth rate alone would justify a 0.5 WTE post in medical audiology. This is further supported by the need to build up the service and to provide an improved service to those children already diagnosed as hearing impaired.

	3
	Dr Schulga requires support of her line management to develop the service as her appointment at staff grade level makes it difficult to implement change.

	4
	Written protocols and care pathways should be developed.

	5
	A Children’s Hearing Services Group needs to be established. 

	6
	Surveys of parent satisfaction in services for hearing impaired children need to be undertaken. This might help to guide future service development.

	7
	Effective multidisciplinary working with reviews of individual cases is essential with newly diagnose preschool hearing impaired children and children with hearing impairment associated with other problems. It is good practice with all hearing impaired children. This should be developed as a priority.


Community Audiology and Medical Management – Lanarkshire

	
	Detailed Recommendations

	1
	The role of the Associate Specialist should be reviewed with consideration of reducing routine clinical sessions to allow personal and service development. 

	2
	Multidisciplinary working should be developed with the Associate Specialist attending the multidisciplinary clinic and developing a role in coordinating care for hearing impaired children and their families within the community settings. This is especially relevant with babies diagnosed through newborn hearing screening.

	3
	Families should be seen for regular multidisciplinary reviews from diagnosis of hearing impairment and these reviews should include parents 

	4
	Following appropriate training and supervision designated audiologists could undertake routine second tier audiology hearing tests.

	5
	A parent satisfaction survey should be undertaken with families with hearing impaired children which includes aspects of multidisciplinary working.

	6
	Further written care pathways and protocols should be developed.

	7
	The role of the Children’s Hearing Services Working Group in monitoring services should be developed. The group should include representation from all those working with hearing impaired children and their families. The strategic direction should be established. 

	8
	A method of recording investigations should be established. Further discussions should be undertaken with the opthalmologists to establish a care pathway for hearing impaired children


Community Audiology and Medical Management – Glasgow Clyde

	
	Detailed Recommendations

	1
	In order to provide support to paediatric audiology and to develop the service consideration should be given to developing a post of an appropriately trained and qualified person to undertake the role and responsibilities of a paediatrician specialised in audiology

	2
	Alternatively networking with Dr Juan Mora, Audiological Physician Yorkhill should be considered

	3
	The role and responsibilities of the current community paediatricians should be reviewed

	4
	Aetiological investigation should be regarded as the responsibility of the medical component of the multidisciplinary clinic even if it is still regarded as safer to request the involvement of an acute paediatrician

	5
	Multidisciplinary working within the clinic should be reviewed

	6
	Multidisciplinary working should be extended outside the clinic

	7
	Written protocols and care pathways should be agreed and developed

	8
	A Children’s Hearing Services Working Group should be established to look at all ages of children who have been diagnosed as hearing impaired and to consider strategic as well as operation issues

	9
	A parent satisfaction survey should be undertaken with parents of hearing impaired children – this would guide future service development


Early Intervention and Family Support Glasgow – Yorkhill

	
	Detailed Recommendations

	1
	More, consistent, written information both about deafness/ hearing loss and about services, should be given to parents at an earlier stage than present.

	2
	There needs to be some agreed consistency of response from all the Local Authorities involved as the current variations lead to inequity for families

	3
	There needs to be more robust monitoring and assessment of developmental and communicative progress in children 0-2 and this should involve parents

	4
	There should be more regular feedback on child progress and outcomes from education support services to the audiology/ health team to inform, their management of children and to strengthen the family support from the Centre

	5
	The Ed Aud/ ToD and the Senior Audiologist/ SaLT have a good level of skill, competence and experience in supporting families and working with young deaf children (although would benefit from further cpd in relation to babies under 6 months and supporting families in the era of newborn screening)

	6
	There is commitment to developing integrated working to provide a co-ordinated service and smooth pathway from diagnostic to habilitation/ support services through 


Early Intervention and Family Support – Lothian

	
	Detailed Recommendations

	1
	The working practices of the currently very effective multi-professional co-ordination of service delivery need to be formally recognised by all agencies involved, and steps should be taken to ensure this can be maintained at a systems level. 

	2
	The CHSWG needs to be re-established and more robustly constituted to ensure its effective development and impact at both strategic and practice levels. There needs to be clear Terms of Reference, and proper involvement of parents/ service users to ensure their views are reflected in service planning and evaluation. 

	3
	Serious consideration should be given to increasing the capacity of the skilled specialist SaLT team, to develop its valuable contribution to the effective support for children and families.

	4
	The fledgling positive links with Social Care Services should continue to be developed to further strengthen the multi-disciplinary team.

	5
	Parents reportedly experience problems with earmoulds which undermines the consistent provision of effective amplification and in turn can impact negatively on the quality of support and intervention. Steps need to be taken to ensure parents can access impression-taking easily and frequently. Consideration might be given to providing the services on an outreach community or by using appropriately trained and supervised ToD’s


Early Intervention and Family Support – Tayside

	
	Detailed Recommendation

	1
	Education services should develop a protocol, in conjunction with Health and Social Services to provide year round cover to all pre-school deal babies/young children and their families.

	2
	The Education Audiologist, Speech and Language Therapist and some TODs have a good level of skills, competencies and experience. This needs to be developed across all three authorities. All personnel in education, health and social services would benefit from further CPD in relation to babies under 6 months and supporting families following NHSP.

	3
	To further develop a more systematic and shared system regarding the observation, monitoring and assessment of deaf babies and young children. 

	4
	There is a need to mutually agree appropriate protocols for the involvement of all services.

	5
	To further develop the commitment to multi-disciplinary working that will involve the inclusion of parents/families as equal partners. Through this to build on the model of sharing information with all in an accessible way.

	6
	The Educational Audiologist/TOD should be available to the parents/families from the time of confirmation of a permanent hearing loss.

	7
	The concept of full and open choice should be offered to all families by all services within an ‘Informed Choice’ framework.

	8
	Strategic planning needs to be put in place to ensure continuity/equity of services for staffing changes in the near future.

	9
	The 3 education areas to further develop cross-boundary co-operation and sharing regarding Parent Support Group, training, expertise.

	10
	There is a need to develop protocols re the systematic checking and setting up of audiological equipment.


Early Intervention and Family Support – Forth Valley

	
	Detailed Recommendations

	1
	There is a need to recognise the SaLT as pivotal in the ability to provide a consistent and robust response year round to families. The specialist SaLT is also the only early intervention professional appropriately skilled and qualified to support newly diagnosed families and very young deaf children. Consideration should be given to formally recognise a leading and co-ordinating role for her in the Early Support team, and also to extending the capacity of the small but very valuable specialist team to support this.

	2
	Information flow from the audiology to Education Services is good, but this is insufficiently reciprocated by Education Services. Education services need to ensure that audiology and medical staff receive regular updates on children’s progress in a properly systematic way. 

	3
	The HISSCC should be developed into a properly constituted CHSWG, and the good collaborative operational activity extended to work out at a strategic level with an appropriate reporting structure identified to service managers/ planners. More involvement from parents/ service users should also be sought. 

	4
	Teachers of the Deaf require further training/ CPD opportunity, in working with newly diagnosed families and the very young deaf children.

	5
	Audiological support for children in school from Educational Audiologists & Teachers of the Deaf is generally inadequate and may undermine the effectiveness of the audiology provision generally. 

	6
	ENT provision needs embedding more into the multi-disciplinary team and links with education services need strengthening – especially with regard to school age children and those with conductive losses, so that they can receive monitoring by education services and appropriate advice given to schools. 

	7
	Education Support Services are working to capacity and staffing levels should be reviewed to ensure that all children & families can receive qualified ToD support. Greater networking and mutual support between the ToD’s across all 3 education areas, together with the specialist SaLTS’s would help address the skills and capacity issues in the shorter term. 

	8
	Families in Clackmannanshire cannot currently access the excellent social care support offered through the Sensory Centre. Steps need to be taken to remedy this. 


Early Intervention and Family Support Lanarkshire

	
	Detailed Recommendations

	1
	The services (including SaLT and audiology) should review their various Parent Information Materials to remove duplication and ensure a consistent and effective flow to families. 

	2
	Currently, the referral to Education Services/ Ed Aud is immediate from the ENT clinic in which the Ed. Aud is present.  There should ideally be a referral direct from audiology at the time of identification so that there can be educational/ Ed. Aud follow up prior to ENT clinic. 

	3
	Written information about deafness and the available services together with details of sources of support should be given to the parents at the ENT clinic where news of the child’s deafness is shared. 

	4
	Consider utilising the skills of the specialist SaLT in the joint clinic with ENT during holidays periods for the Ed. Aud so that consistency of early years expertise is maintained year round.

	5
	Renewed efforts should be made to involve more parents in the ALG

	6
	ALG minutes might be usefully circulated to a wider constituency of parents by utilising the contact networks of the education services.

	7
	Develop and extend the ways in which parents can contribute to the monitoring of their children’s progress.

	8
	ToD’s should have further training/ cpd in working with very young deaf children & their families.

	9
	Outreach services in S. Lanarkshire are very stretched so the response for families is resource led rather than needs led. The staffing arrangements across the service might be reviewed so that human resources can be best deployed to provide sufficient support for families. 
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	Detailed Recommendations

	1
	The Senior Audiologist/ SaLT should be available to parents for support and information giving at the time of the ENT clinic where news of the childs deafness is shared. This might be through being in the clinic alongside Mr Murray, or in an ‘attached’ venue. Consideration should be given to follow this up with a timely home visit if parents request or require it.

	2
	Written information should be given to parents at the time of the ENT visit about their child’s hearing loss; deafness and hearing impairment; the local support teams; sources of independent support (e.g. NDCS helpline, local groups).

	3
	There is a need for more robust monitoring of developmental and communicative progress of children and this should be shared with the full early intervention of the team. 

	4
	The Early Intervention group (and as it develops into a CHSWG) should have parental representation from service users so that development and planning properly takes their voice into account. As the group extends its remit beyond the immediate focus of early intervention, it will be important t to focus on developing good information sharing around school age children and those with conductive losses, at both policy and practice levels. The group would also benefit from having increased representation from education services. 

	5
	There is some inconsistency in how families receive support/ early intervention across the area, with some particular differences in Inverclyde. This needs to be addressed to ensure equality of opportunity and promotion of informed Choice for all families. 
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