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LEARNING AND EVALUATION

Learning and evaluating during the pandemic

The scale of the COVID-19 outbreak and its impact is unprecedented and has changed the way in
which we are able to look after those in our care. It's meant that we've had to redesign the way that
we deliver existing services, and open up some new ones.

As a result of these changes, Anna Badley and Dr Sarah Williams have been leading on the
Solent COVID-19 Learning and Evaluation project, which aims to rapidly evaluate the things that
are changing so that we can collect, analyse and learn from these changes as we navigate this
unprecedented situation.
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Rapid Evaluation
Our plan for learning during the pandemic

At the beginning of the COVID-19 outbreak there were few community trials in process, so our team
looked at ways to learn from the changes that were happening, as well as feed in to adaptations
and improvements across the Trust. This was our ‘master plan’'...
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How did we carry out the Solent Evaluation?

The methods...

Our approach

As it became apparent that the coronavirus pandemic was going to have a significant impact on the
daily functioning and wellbeing of staff and patients at Solent, it felt important to capture our story
and our learning. The evaluation was grounded in the following principles:

Learning erganisation

= Continwous improvement is grounded in good quality evidence,

= We learn just as much from what goes well a5 we do from what is
challenginmg and hasn't gone so wall.

» Learning is shared across the whole organisation,

A climate of rapid change and new territary

+ Any approach needed 1o be flexible and able to feed back rapidly.

* The unique situation made it imperative to take a structured
approach tao learning.

= Context had to be captured to provide a memary and back-drop to
the dechions that were made,

Lhared ownership

= The pandemic was experienced by all, and 50 the evaluation
needed to allow people across the organisation to tell their story
and share experience.

* The evaluation team needed to be part of the experiences by being
present - not always working remotely (ethnographic approach).

Dpenness and honesty

= inevitably some messages were going to be difficult. These would
not be sanitised, but would be shared openly, fairly and
respectfully.

= There would be full transparency of methoeds and limitations.

Ethics Evaluation period

The evaluation followed the Trust evaluation The core evaluation took place between the first
registration process, and followed our policy interviesy on the 16th April and the end of July
standards for consent, data protection, 2020, Learning and events between August and
confidentiality and dissemination, December have been included as part of the

write-up where appropriate.
These align to the national principles as ouwtlined in 4 e

the UK Policy Framework for Health and Social
Care Research (2020).

The team

The evaluation team comprised of:

Two evaluation leads; they set the strategic
direction of the evaluation, provided
aversight and carried out the final analysis
and warite up,




A data collection team to carry out interviews,
produce event timelines and do some
'spotlight’ studies.

A data coding and analysis team to begin to
pull out key themes and code the qualitative
data.

Mentorship from the RREAL team at
University College London. This team carried
out some of the interviews but also provided
mentarship and support in regards to the
Rapid Evaluation methodology. Their input
helped to ensure robust data callection
methods and analysis.

Data collection:

The approach we took needed to be flexible and
varied. It also needed to be pragmatic and set up
at pace. We chose 1o carry out:

1.Interviews around experiences carried out
primarily with staff.

2. Observations of events, services and remote
consultations.

3.5potlights and case studies on particular services
and responses.

4. Surveys of staff and patients.

5. A series of blogs, own account narratives about
experiences of the pandemic and lockdown.

6. Collation of a trust time line; recording what
happened and when.

7. Collation of quantitative data for deep dives
into particular topics, for instance, remote

consultations and re-deployment.

Interviews

Recruitment

In total we carried out 112 interviews; these were held remotely on either the phone or via Zoom, and

consent was taken remotely.

solent Team Facebook page

= Emails from managers and team
leads

# Evaluation leads attended training
and feedback events and invited
delegates to follow up with more

in |'_ﬂr:-;_'|1: h interdiews.

Interview schedules

Fatient volunteers were recruited via:

s word of mouth (from teams and
el and perconal invitations.

by leaving their names at the

ends of surveys when asked if 0

they'd like to be able 1o give
more infermation,

» via peers (for peer interviews).

Interviews were carried out primarily over the phone, but occasionally in person. They were typically
carried out by two people: one to ask questions and prompts, and the other to take notes. Generally,

interviews lasted between 20 and 90 minutes.

A short interview guide was developed, to help interviewers, but the aim was not to script an interview
but rather to let participants share their experience. These were typically not fully transcribed but notes
taken, and key quotes captured; this was for speed and pragmatism.




Appreciative Inquiry

Cur Appreciative Inguiry (Al)

approach was still based on

interviews, but with a stronger focus

on what worked well and what was

Al wat done with k oy groups around
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Oecupational Health and some
front-line teams.

Observations / Ethnography

From the beginning of lock down through to the workshops on recovery and reset, both evaluation leads
attended a range of events to 'get a feel for the room’ and to listen to the conversations. It also served as
a relationship building exercise and a demonstration of a willingness to be a small part of the world that
patient facing teams were living.

it also afforded some ethnographic and Events that were observed included:
observational data and allowed for
changes over time to be captured (for
example, with those redeployed onto
Southampton wards, we observed and
took part in the induction day, later
training days and carried out follow-up learning and reflection events and,
interviews when staff returned to their
normal place of work).

training and up-skilling of new/redeployed staff,

launch of the new ward units at the beginning
of the pandemic,

“focus forums” for each service line,

Blogs: Qur people, their stories Our services, their stories
Calls for individuals to write their own accounts We're sharing the experiences of our teams
of their pandemic experience went out in staff and services through "Qur services, their stories”.
news emails and on social media. Key teams and These aimed to capture their story as a team
individuals were personally approached. and how they had adapted and offered support
s i . either ta staff or to patients.
and Trust intranet. The content was used as part They were published to support shared learning
of the svaluation namative data. across and beyond the organisation. In some
cases the ‘resources’ developed were shared
T S U S A S Pa— nationally via the NHS Academy of Fab Stuff,
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B T v || e e [ Infection Prevention Control, the practice
—— | s S e educators, Learning Disability, and a range of
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Surveys

Twen core surveys were run for both patients and staff:

1 The experience of remote consultations

Batween May and August two surveys were carried out using
SurveyMonkey. One survey was targeted at staff and participants were
encouraged to share how they were finding
cansultations either aver the phone or via
video calls. Patients received a similar survey
on the experience and effectiveness of having

Patient/
consultations remotely. Most received this af rer

automatically at the end of a video consultation;
some were sent it manually at the end of the
appointment.

2. The experience of the lockdown period

An online experience-based design gquestionnaire was used to ask people
how they had felt during the lockdown peried; respondents were asked to
choose waords that expressed how they fielt {both
positive and more challenging emotions) at Experience of working
various stages - before, during and looking during the pandemic
forward., [Salent staff)

They were then invited to explain the reasons
for their answers. This survey went out to both
staff and patients between the middle of May
and the middle of June. It was timed to go out
at the point of that it locked likely that
lockdown would be eased.

Timelines and events

A timeline of national and |local
events Wwas ma ppe d s that all

findings from the interv
surveys could be contextualised
according to what was happeaning at

the time.

We also summarised changes to

services and the time at which they

'|_r.:|-|::||l: Fll.j-:: i
Quantitative data was taken from
standard trust systems on the use of

remote consultations, attendance at

appointments and incident
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Data Coding and analysis
The coding and analysis was done in three main stages:

1 The first coding team was separate to the data analysis and collection team. Two of our clinical
academics worked through all the interview data and pulled out core themes. These were
academics with qualitative research analysis training,

2 This was then “senge checked” for validity with themes highlighted by the data collection team
who were asked to read through and note if the ‘tone’ of the themes felt right to them.

3 The final and full coding frame was pulled together by the two project leads. This was done
individually and then cross checked and merged where necessary.

A% a final reliability and validity measure, we worked alongside our mentor team at University College
London who included Solent in their Rapid Evaluation. We were their only community organisation and
they interviewed an additicnal 20 people, using a similar methodology. This was intended to give an
independent set of interviewers and analysis. The themes that they have identified cross-matched very
closely with those determined by ouwr in-house analysis

Dissemination will be done via social media, the Academy website and via formal reports to the

Board. It is hoped that most of the findings can be displayed visually

There will be a Trust feedback event in early 2021,

Tools we've used
Learning and evaluating at speed

COVID-19 meant a rapid change to the way in which we deliver healthcare services, and the way in
which we all work together at the Trust. We wanted to capture this story, and to learn from what

happened; how people felt, how patients found our new ways of working, what was working well
or not so well.

In April 2020, we started our data collection. We decided to use “Rapid Evaluation Approaches”
combined with Appreciative Inquiry. Rapid Evaluation let us gather learning at pace, using a range
of methods summarised in the infographic below. We were extremely lucky to have the mentor-
ship of from experts at the Rapid Research Evaluation and Appraisal Lab at UCL.

In numbers
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What does an Academy do during a pandemic?

Research

W Research is hugely important to us and we have
consistently been named as the most research active Care

Trust in England by the NIHR. With the pandemic, the
research effort turned to rapid discovery of effective
treatment and prevention of COVID-19. Wea've ensured that
we are ready to support any trials and currently have a
number of studies open. In addition, our research team is
also supporting the national vaccine research programme.
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- - Where we can, we've opened up more of the non COVID
studies that had to pause.

The long-term impact on research

is going to be significant

SIREN - this study looks at infection and
immunity levels of COVID-19 amongst
healthcare professionals. We have 77
members of staff currently being tested. Because of COVID-19,

the visibility and importance
COVID-13; ISARIC - this study collates of research has increased

clinical data from patients who are on our

exponentially, and we will
inpatient wards with Coronavirus.

do whatever we can to help
and support our staff and

Psychological impact of COVID-19 - this patients to be a big
survey aims to help us understand the part of this.
psychological impact of Coronavirus.

Improvement

Cur improvement work includes our audit and
evaluation activity, and our Quality Improvement
Programme.

it involves-a lot of work supporting our staff as
they carry out projects and a wide range of
training events. Our training programme has now
restarted and is being delivered virtually

Our team has also been:

sOurcing and Delivering onling slipporting teams

distributing new Quality Improvement to run in-depth



clinical guidelines for Training and other evaluations on new
the management of waorkshops. ways of working.
Covid-19 and other

conditions during this

period.

Patient and People
Participation

Our face-to-face work has obviously temporarily
stopped, but we're trying to stay in contact with the
members of our Side-by-5ide network and people from
ACross our community.

staying Connected Mewsletter

This is published every two weeks and focuses on keeping
our community up-to-date on what's happening, how
they can get involved and where to find support.

Peer Interviews

Some of our Side-by-5ide network member have been
conducting peer interviews with patients across our
SErviCes.

Zoom Conversations
We've been holding regular Zoom calls with patients and
community members 50 that we can work with them as we
recpen our services.

Our People, Their Stories

We've been exploring different ways to share the
experience and stories of people in our community through
& series of blogs and video diaries,

Invalvement Toolkit

We've produced o selection of resources to support servioes
to work in partnership with the peopls who use their
services on planning.




Learning

In addition to the above, our core purpose is to
support learning and innovation. This is a critical
time to remember to evaluate what we are
daoing, to constantly asses evidence and to
provide support and guldance to clinical teams,

In addition to the Solent Covid Evaluation and
Learning project we have also been supporting
learning in the following ways:

Evidence reviews

We have been supporting rapid evidence reviews to help some

of the decision making related to how we deliver services,

including how to best look after Covid-positive patients at home

We would like to offer patients more choice about where they are looked
after, especially it a hospital environment 15 possibly not in their best interest

Good ideas and case studies

We are collating a series of case studies and examples of situations where things went well,
from across the trust. These will be shared in a dedicated online space and we will also use
social media and other channels to try to make this content easy to navigate and engage

with.

Learning from excellence

As keen members of the Learning from Excellence community we recognise

that we learn much more from what goes right or well, than from what

goes wrong. With this in mind, we are using a variety of methods to

capture all of the good work that people and teams are doing, so YDU PLRE

that we can share the |earning from this, spread good practice, RECI-P*-TED
and most importantly, say thank you and well done. .PLPP '
In addition to our onling reporting system, we [H? -,
have produced an appreciation postcard and

distributed these to our frontline teams.

Our team...

As with many teams across the NHS, we are working very differently. Many of our team
members were redeployed in to different roles; working in clinical areas, supporting
swabbingftesting for Coronavirus, providing administrative support for the supply of Personal
Protective Equipment (PPE) distribution, and supporting the Infection Prevention team. We've

been sharing their stories and experiences on our blogs, 50 go and take a look at what they've
been up to. .




Many of the team are working from home on the projects
we've mentioned above. Whilst we can’t do our normal
activities as a team, we know it's important to retain the
sense of a work family that we had before lockdown.
Some of the things that we've been using to help stay
connected are:

- a team WhatsApp group,
- Microsoft Teams, and

- regular Zoom meetings.
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COVID-19 Rapid Evaluation overview of findings
Sharing our findings

It's hard to convey the significance of the COVID-19 (Coronavirus) pandemic. For the NHS the
changes were rapid, substantial and continual. Some services were paused, some continued with
significant changes and new services were created; all of these changes happened almost overnight.
At it's core the changes that were made were about people; the wards set up overnight, the extra
hours worked by teams, the people suddenly faced with working alone from home, those who
carried on caring whilst facing the unknown and of course, to the people we do it for - those within
our care.

Our COVID-19 Rapid Evaluation was about capturing and learning from those changes by
understanding the experience of those living through it.

As the repercussions of the pandemic continue to be felt across the NHS and its people, we hope
that we've been able to capture and tell the Solent story so far. We also hope that these stories can
inform how we adapt and change, how we work and how we deliver our care as we go forward.

Background to our evaluation

On 11th March 2020 The World Health Organisation (WHO) declared COVID-19 as a global
pandemic. New self-isolation measures were announced by the Prime Minister (PM) as well as a
stark message that “many more families are going to lose loved ones before their time"”. Images
from an overwhelmed Italy filled the media, a country already in a nationwide lockdown and
forewarning the dangers of a beleaguered healthcare system.

Following in Italy’s footsteps, on the 16th March the UK PM announced that there would be a
nationwide lockdown in order to reduce the spread and transmission of COVID-19. In the PM'’s first
daily briefing it was announced that people should stop all non-essential contact with others and
stop all unnecessary travel.

We are asking people do something that is difficult and disruptive
of their lives. And the right moment, as we've always said, is todo
it when it is most effective, when we think it can make the
biggest difference to slowing the spread of the disease, reducing
the number of victims, reducing the number of fatalities.

- Boris Johnson, UK Prime Minister, 16th March 2020

Solent had been preparing for a response to COVID-19 since January, when the virus first entered the
UK, and the announcement on the 16th March 2020 marked a sudden and drastic change. For Solent,
alongside every other health and social care provider in the UK, the announcement instigated the
beginning of a rapid response in order to adapt to the changing needs of people within our care.

The importance of capturing the story of our response and of learning from it was clear; we set about
planning a rapid evaluation, and started this in early April. The level of take up and engagement with
the evaluation was a testament to the learning organisation that Solent has become. The summary of
our findings are wide reaching, and come in many forms.



1. Compassionate leadership is central to people’s experience of change

Clear and supportive leadership led to feelings of trust. Positive experiences of
leadership was linked to good communication, transparency and compassion
which generated a feeling of safety. Leadership that supported people’s
experiences often was from direct line-managers, but some line-managers
reported difficulties in accessing their own support

2. Connectedness with team and peers was key to helping people adapt to change

S5ense of team and connectedness improved wellbeing and feelings of positivity; helping

people as they adapt to change. Peer support decreased uncertainty, particularly for people
in patient-facing roles as this contact helped to foster feelings of safety.

L/

3. Everyone is different; people need individualised and personalised support

COVID-19 blurred the lines between our work lives and our homeffamily lives, and
everyone's situation was different, with differing factors impacting them. People were able

to adapt, respond and then thrive if they had leaders and peers who were able to respond
compassionately to their specific, individual needs.

4. Change can be empowering but only in the right conditions

People with the right support not only adapted to change but were empowered to
cultivate positive change. People who had both leadership and peer support were able to

thrive and make positive change when underlined by the principles of autonomy, trust,
safety and compassion.

L

5. The pandemic has facilitated a 'digital revolution’

The need to work from home and to carry out remote consultations with
patients led to a rapid adoption ot digital technologies. Often these were
technolagies or approaches that services had been trying to implement for a
long time, but had been considered risky at the time. This has been shown to be

a highly acceptable and effective approach both from the staff and patient
viewpoint.




Our evaluation suggested that people need a ‘Community of Support’ that comes from both leadership
and team peers, and is based on four key principles; safety, autonomy, trust and compassion. With
these well established, front-line teams and individuals felt empowered to adapt and find innovative
and positive solutions to the many challenges they faced. This will apply well beyond the pandemic.

Community of support

Peer support/team
Connection

Leadership

NN

. ' ‘ 4

safety Autonomy Compassion Trust

safety is multi- People enjoy Everyone is Trust is two-fold;
dimensional and autonomy to be different and we all pecple want to feel
includes feeling involved in need different trusted to do their

physically, decision-making things; kindness is job and to trust

psychologically safe when they everything their leaders through
both at home and feel safe and clarity of purpose
at work supported and transparency

Empowered to

EGETNSGRELT
create) positive

change




Our services, their stories

Learning in action

During COVID-19 our teams have been rapidly analysing the changes that they have had to make
within their services. Within this section we will be sharing with you a selection of their findings.

Case Study: Portsmouth Learning Disability Service

|II ‘| I |'- YL | .'IJ

The Portsmouth Integrated Learning Disability (LD) service is a team
of specialist clinicians who work in partnership with social care
colleagues from Portsmouth City Council and service users, in order
to deliver tailored support to people with learning disabilities.

With the outbreak of Coronavirus, not only did the team have to
quickly adapt in order to still be able to provide their services, but
they also had to implement a number of additional supportive
systems for the people they were looking after,

Their aim...

In the early stages of COVID-19 the team rapidly developed user-
friendly materials that explained what was changing in the service,
and how people could continue to access support. They also
implemented a co-ordinated approach to working with providers of
residential and supported living, as well as a Red/Amber/Green (RAG)

rating system that was used to assess individuals who were considered

'in urgent need of support.'

Higher levels of engagement with their services has been associated
with better healthcare and wellbeing, in part because difficulty
maintaining a normal routine can lead to increased anxiety and worry
for service users. This meant that adapting to an online support

structure, combined with embracing digital innovations to increase

e ngagement was cruckal



Notification cards
W) Portsmouth NHS|

Solent They designed 'notification cards’ that

B Wi 5 ing disabilities co f
My nare is INSERT NAME. | hav  learming pEﬂpI!:- with I:arnl_ng disabilities could carry
disabilty. | understand the rules about social with them whilst they were out of their

distancing and | do have a reason bo be oul. homes, to show to the police if they were
I mighit find it hard io explain this fo you 56 "t: i
yOU Bre Lngure why | am oul of the house of stupped.
Yol are comnsaimbd abodul mea ol Can apnak b
my support siaff on: INSERT NUMBER:

In addition, they also wrote letters for carers
| am alsa supponisd by Portsmouth Inlegrated or staff to use if they need to be out with
Leaming Disability Service, you can speak io service users for longer than the specified
T T S S-S 1 length of time, for example, those with
autism were allowed extended time outside

during lockdown.
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dicated Facebook group
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A closed/private facebook group was established to provide service
users, their family members and carers with a safe space to share
information and resources, as well as fun activities to maintain
engagement at home.

This has been a really important way of maintaining contact and
connectedness with their service users, and the team have been able
to send out useful advice about things such as sleep hygiene and
hand washing. Service users have also been sharing pictures of what
they are doing to pass the time, and are offering each other moral
support and advice. Those in the group seem to really value this safe
online space, and it has received great positive feedback.

Pinterest ideas

Recognising the need to provide service
users with ways to stay active whilst at
home, the Occupational Therapy team at
the Kestrel Centre created a Pinterest page

to share ideas for individuals to try out.

ific boards for people
with mild, moderate, profound and
multiple learning difficulties, and added
suitable activities, crafts and cooking
ideas to each board,

Take a look at their Pinterest boards...




Activity and schedule

It's important for service users to keep daily or weekly plans in order
to maintain a sense of structure and normality. With this
in mind, the team created a schedule containing a mixture
of BACE activities:

Br}dy care - maintaining physical and mental wellbeing, such as:
having a shower, eating a meal and doing some
breathing exercises

Achieue - things that give a sense of achievement and purpose,
such as: playing a game, learning a new skill or creating
something (eq, a film, painting or poem)

Connect - understanding the importance of interacting with
others, this type of activity focuses on staying connected
with letters, emails and telephone calls

Energy - taking pleasure in leisure tasks, such as: reading a
book, tie-dying a t-shirt, taking a bath or making a scrap
book

Autonome

Enabling service users to be independent
and safely complete activities at home

during lockdown was really important, so
the team introduced the Autonome App.

The app has aver 100 videos on it, and
helps vulnerable people as they develop
skills by keeping track of their progress
and setting reminders and providing
support whenever they need it
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Video calling
Encouraging service users to engage with video

phone calling such as FaceTime and Skype, to
provide virtual-face-to-face interaction.

_ A

Messages

Using messages with minimal text and
supporting images to help service users
understand what to do if they think they may
have COVID-19:

Carcnavineg) i you hawve:

@ = A bagh lemperue

ﬁi Due to the Covid-19 for

Apps

Introducing Apps to enhance service user's
day-to-day lives, such as:

Y | Drink Water Reminder N Tracker -
@ reminds you to drink enough water

Jr"'

/
Pillboxie - an app to help you
remember to take your medication

f@' Dental Hygiene Mastery - helps you

» understand about dental hygiene

¥

Social story

The team also put together an accessible story

to help explain what COVID-19 s, what
happens if people get it and the impact on
the services they use in a really user-friendly
format.

Pacple who have the virus will have
symptoms such as a cough and a
high temperatura



Spotlight on Redeployment
Our learning

In response to the anticipation of the first wave of the COVID-19 pandemic, many Solent NHS Trust
staff members were asked to step out of their “normal” roles and support other services in order to
address the changing needs of our teams.

We have Allied Health Professionals [AHPs] who have worked as AHPs
always and we told the redeployment team you can use us but they didn't listen,
it felt like no one heard us - instead they [AHPs] were redeployed
as HCAs and it didn't work as well as they would have liked, they are OTs
[Occupational Therapists] and Physios and trained as therapists, so they
perhaps missed their expertise

New skills and new relationships; the "take homes" I met some superb people

from redeployment and have made friends for
life. I also couldn’t have
asked for better training. I

« People’s positive experiences of redeployment

were linked to learning new skills which could

be used in their role in a different way, as well know so much more now.
as developing relationships with other teams
and serdices., 111E outcome 1s that thE
¢ This contributed to a sense of pride and sense relatinn5h1p5 between
of being part of a consolidated team. ward, therapy and
e For soma, this sense of team was also echoed .
: community staff has really
when people returned from redeployment to :
their own teams, particularly when they improved.
hadn't enjoved redeployment.
s Lots of people were very positive about the [ enjoyed learning new
training and the opportunity to advance their things - I enjoyed having

skillset. to think on my feet and

s Far some, there was a difference in what was
apply my own common

learnt in training and clinical practice,

although frustrating most people were able to SENSE.

overcome this with support from their new .

ST There is now a sense of
* Redeployment allowed for greater readiness and having

understanding of different roles. gained so many new skills.




Communication and

connection

Communication in the early days
around redeployment was confused
(different surveys, little follow up).

There were long delays between
being asked or told about
redeployment and anything
happening.

People wanted to be kept informed
even if there was little to report.

Loss of contact with team members
was isolating to begin with.

Keeping in touch with the team they
came from help to support those whao
were redeployed, and kept them
connected.

Increased support for sources of

uncertainty around changing roles.

Increased communication about

processes and next steps.

Personalise redeployment; decisions
are multi-dimensional and should
consider the individual.

Increased autonomy for people to

have say about redeployment.

Improved planning for demand
for care and need for staff

Clearer guidance would have been helpful....
clearer steps and more communication to those
that are being redeployved and awaiting
information.

Things felt muddled, duplicated and frustrating.
People were trying to be helpful and firing
things off but this caused confusion.

Getting an email to tell me I was redeploying but
not having any details of the job, or who [ would
be working with - the department wasn't even
expecting us which made us feel we were in the
way.

I felt T wasn't having much contact with
colleagues as [ was working in [different] clinics -
this impacted as it was much harder to access
support for well-being

Up-ckilling and training - people
faund increased confidence from
sessions and enjoyed sessions as a
source of peer support.

Peer led learning - many people

enjoyed stepping into different
areas, thereby understanding

ko

people’s roles increasing relationships

between teams amd services

Profeszional identity and skills

le who were able 1o keep
their professional identity and use
tkills that they already had had a

more positive experience.




If redeployment is needed managers should have early discussions with team
members to understand people’s preferences and skills, This decision should be
haolistic taking inte consideration the person, work, family and home.

Keep people informed - even if there is no news, let themn know that.

Focus on a values based approach, ie what do people prefer, how would people’s
skills best be used?

This should match rosters - allowing people to have notice on what shifts they will be

daing, so they can balance family requirements.

Where possible keep people in roles that match their professional identity.

Ensure that staff have a mixture of leadership and peer support with their original

team and their new team.

Ensure a team vision — everyane has a role to play, value every contribution whether

redeployed or remaining in current role.

if you have people redeployed to your area encourage a peer led buddy system for

pastoral support and clinical support.




Spotlight on Working From Home
Our learning

In response to UK Government Guidance, Solent staff have been asked to work from home

where possible. This section describes what we heard from people working in Solent about their
experience about this new way of working. The majority of the data collection took place between
April and August but the learning includes feedback received until December 2020.

Key events from 2020 so far:

..« @ 17th March - 5olent announce that ‘following the change in government advice, we have sent
messages to your leadership teams with advice on working from home. Qur aim is for as many
pecple to work at home as possible.”

«««+ @ 23rd March - Occupational Health and Wellbeing launch guidance on how to stay healthy and
get the most out of working from home,

++»+ @ 30th March - Daily employee Zoom calls launched.

«««+ @ 12th May - Sclent staff encouraged to work from home if they are able to do so. Additional
support offered to people who are working and parenting from home.

==+ @ 5th June - Additional guidance offered for taking care of "bones, joints and muscles (MSK)
whilst working from home.

oo i@ 11th June - S5olent creates "working from home' self-checklist.
csso g 20th July - Solent announces COVID-19 secure guidelines.

.«=s @ 23rd September - Change in government guidance; people, who can effectively work from
home, should do.

.2+ @ 5th November - Second UK National Lockdown; "we expect as many people work from home
as possible”.

Data sources

1 Interviews with those working at
home.

Experience based design survey data
{emaotional mapping).

Survey feedback from staff carrying
aut remote consultations from bBome.

Ethnographic notes - from dedicated
zoom calls on working from home,
isolation

Hh LN




Key themes

A

S L

Blurred Physical and Connection and Autonomous Rapid Learning;
boundaries psychological team working Cultural
between home wellbeing *togetherness” Revolution
and work

Blurred boundaries between home and work

« The ability to separate home life and work life is much more challenging when working

from home.

* Many people have children at home, as well as partners also working within the house.

* The added responsibility of childcare and home schooling was a source of significant stress.

Those who are able to flex their working hours to adjust to family demands find this useful.

* The inability to visit or connect with family, and concerns about their wellbeing can't be

separated from a daily work life. The dangers from the pandemic are omnipresent.

* For a significant number, people’s experiences are mediated by type of work and environment:

Type of work - in many instances people who were carrying out remote

consultations and clinical work from home found wnrking this way far more

challenging.

Environment - the availability of dedicated space to work in was a challenge.
Many were working in kitchens or bedrooms, with no access to quiet space; this
raised concerns about professionalism and confidentiality

MNormal place of work

some people who would normally have been front-line

had to change roles and work from home because they were shielding, or in

high risk categories. Often their colleagues were still visiting patients or working

on wards and in clinics, this increased feelings of guilt and isolation.

When we are all stuck in
our homes, there is no
separation between the
place vou go to discuss
yvour worries in detail. and
the place vou try to relax
and watch TV in the
evening.

[ still hawve noisy kids
around and [ don't have
my own office space. I can
hear the kids in the
background and they still
come in and ask me
questions. [ have found it
very distracting and at

It messes with normal
living as you never know
what will happen. This is
difficult for things such as
planning meals or child
care - some kids have
become quite unsettled.



This is hard in your own
home - those emotions

and that trauma are in
your home. There are
blurred lines between

home and work.

tirnes, felt unprofessional.

I had to wark from home
because of my own
health, I felt 1 was a let
down of a nurse, [ felt
useless for a while.

I sit all day on my bed, go
down for tea, have a
shower etc..then back to
the bedroom to get into
bed. [ have struggled with
that, and I still do.

Physical and psychological wellbeing

For many, working from home has many
advantages - some enjoy not having to
commute or spend a lot of time travelling.

Many found the greater flexibility stimulating,
and as a result, productivity increased.

The physical set up, howewver, was often not
ideal; with poor seating, working positions
and lighting leading to some back and neck
pain. Staff were working on beds, on ironing
boards or balancing laptops on their laps.

Whilst the rapid rell out of IT functionality
enabled safety and at home working, the
frustration that came from having to quickly
learn a lot of new techneology and struggling
with connectivity was a challenge for many.

Respondents also reported some izolation and
laneliness from being at home, which was
emotionally challenging.

Some also felt that their psychological safety
was threatened by having to "allow patients
into my house’. The lack of a professional
environment limited the psychological
distance from patients, which sometimes felt
intrusive.

As time went on, some techniques to help
with this were put in place. For example,
people could collect screens and furniture to
borrow to make their workplace set up more
suitable.

As time went on, [ felt work took over
more and more, and the work and home
life becamne very blurred.

If your last call of the day is a horrible
one..they are rude to you or whatever...
yvou've got that....you're just at home,
there’s no drive home, there's no talk to
yvour colleague. It's really difficult.

I have phone calls with patients that |
wouldn't want to have at home,
especially with my son around at the
time e.g. those with suicidal thoughts. I
feel like [ come across as being not

genuine to the person because they can
hear children in the background.

What [ have found really difficult is
separating my work and home life. I had
one really difficult call with a guy [ have
been working with and he was getting
really angry over the phone. Afterwards
I felt really annoyed as it was my
personal space being invaded.

This is hard in your own home as then
those emotions and that trauma are in
your homes. There are blurred lines
between home and work.



People learned to be more "boundaried”®
about their work and ‘clock off’ on time. Or Not leaving my house to go to work is a

take a walk in the day - some actually had a change in itself. I've worked for the NHS
short walk in the morning and evening to since I was 18 so I'm very used to the
simulate the going to and from work. : : ,
routine, now | just come down the stairs
Psychological support such as increased and I'm at work. It was tricky at first, ]

supervision, daily check-ins and virtual coffee had to learn to have boundaries; to clock
breaks were introduced in some teams.

on and off, like [ would in the office.

Connection and team "togetherness”

One of the key challenges to working from The ability to feel connected to and part of one’s
home was the |oss of the daily connection with team was one of the most important elements

colleagues and the tearm. to wellbeing as the pandemic progress

The casual conversations that were either social
[+]§ i.l'rl_'lfr_"'.15|"|_lr'|d| Were a r.r.'lﬂi'..l'.“.-ﬂ'f r_'|=- most TherE | I'i-l'_k nr a "them and us' I.',.lJI[lJrE
people’s professional experience, and that developing as some can work from hame and

suddenly was unavailakble. others cannot,

This was extremely daunting for many,

particularly when dealing with more complex
patients, or for more junior and less experienced

clinicians,

For me the most Support from colleagues It was different on Zoom
challenging thing about it hasbeenreally good butl  or whatever because after
was missing my work have noticed that the time  a difficult session, the
colleagues. That has been away from work and not patient is essentially in my
the hardest part and | being able to access that home so when physically
have not seen them since  easy support network has  at work you're able to
March which is tough. been difficult for me. leave the room, have a cup
Recently a photo of our o bl o st of tea, talk to colleagues
team was sent out for and other distractions; at

network and people who

Natigna! Hmes ey, know you well and who
which was emotional Y difficult with less

can tell when things aren't ;
seeing their faces. oka o distractions.
¥

home it's much more




Autonomous working: trust vs. risk

People spoke positively of having the
option of working from home, enjoying
the flexibility.

Some people spoke of a need for a
changed perception towards working from
home particularly around the concept of
trust. Many reported early on in lockdown
being worried about being trusted to work
productively at home {managers had
previously not allowed it) and felt the need
o work longer hours to increase and
"prove" productivity.

The definite positive for me

has been being able to work
from home. [ think [ work

quite well frorm home and 1
am much more productive.

Initially undecided whether |
liked working from home but
not having the commute is
beneficial. 'm getting more
sleep, having a proper lunch
and taking the dog for a
walk. ['ve found my flow.

Over time, working at home and flexibility

! In tearm meetings on Zoom
has felt mare acceptable and normalised.

my manager would say
things like “XX can do that -

she's working from home”,

without considering my
view, as if | was doing

Along with the enjoyed increased
autonomy, this was a 'bit scary’ for some
staff whao felt that they needed more
support from colleagues when talking to
patients.

nothing or had all the time
in the world.

Rapid Learning; a cultural revolution {you're on mute)

The transition to working It took place in a time of Teams and individuals

from home or working heightened national and had to adapt rapidly to a
differently happened very
rapidly and with little ability

to advance plan

personal anxiety and

uncertainty.

very different working

environment.

The most obvious new skillsets required were IT related - how to use video

conferencing, how to use MS Teams, how to use any remote consultation

software and for some, how to access systems from home. For many, this
required rapid learning equating to new languages, for many, IT literacy and

general technological understanding wasn't well developed.




The cultural shift ©o enable this to happen is significant - and the adaptation has
been impressive. Attention is still required to individual needs around training,
support, and to the human factors around change.

They also had to learn From clinical consultations to People have had to learn

news skills and adapt 1o team meetings, all the way up  new ways of communicating
new ways of working to Trust Board meetings, the with teams and patients,

almost overnight business of the organisation and a new set of ‘perceived

has shifted to a virtual risks’ around the guality of
gnvironment over the course care for patients.

of just a few months,

My mind shifts between feeling positive and excited about integrating a lot of what we
have learned, and developing new ways of working. but this is a vastly steep learning
curve with many unknowns which can feel overwhelming at times.

Feels like the NHS is in a period of ‘re-set’ for example moving to use virtual consultations
and appointments. No waffle, things just get done and implemented guickly. When
forced into rolling things out or making changes, it has gone really well.

Hugely happy and [ have to ask myself "why haven't we done this years ago?" [ guess the
answer would be lack of time, sornetimes it takes something drastic to make things
happen that you've thought about for years.

We have embraced the digital revelution!



During the sarly days of the

pandemic, many pesple had to

work from home and the

adaptation was stressful for many. It was
clear that a personalised level of support
was necessary, given individual
circumstances around family, health and
the teams within which they worked.

Those working at home all the

time as they were unable to ﬁ
come to their base often felt

more isolated and vulnerable,

particularly when their team was

working front line

When all or part of teams are
working at home, there is a need

to pay particular attention to

team connection both professionally
and for social reasons.

There needs to be a level of

flexibility around need - not f
everyone enjoys a team guiz.

Some people want more communication

others will need less

People who are working clinically

at home will need additional ﬁ
support in terms of holding risk

arnd psychological wellbeing.

Where home working is likely to be
angoing workspace environment

support is needed

The rapid decision to allow and
encourage people to work from
home contributed to a feeling of
being valued and cared for.

The rapid deployment of IT and
equipment enabled the vast

majority of people to work at

home effectively within a very short
time, and to continue to feel
productive in their role. It also enabled
ongoing connection with patients

There was a period of rapid
learning and a cultural/technical
revolution as new practices
became the norm

The acceptability of flexible
home working has increased
substantially.

Many new forms of

communication between teams

have been established to address
feelings of isolation, such as virtual
coffee mornings, evening social events
for teams, reqular check-ins and
enhanced supervision.

Over time, people have adapted

to working from home well,
although there are still many
challenges around team connection
and infrastructure (workspace set up,
connectivity etc).




There has been a significant cultural shift in the acceptability and ability to work

effectively from home

Mast people in Solent have coped with rapid learning and adaption to digital
technologies. However, there is an ongoing need for training and support around IT
literacy, and easy support around connectivity.

Many people enjoy working at home, or having the option for flexibility — the ability

ta fit in family demands and not spend many hours travelling has improved work-life
balance

Consideration of "safe’ space at home for working is important, particularly with
vulnerable clients. Many clinicians felt that their psychological safety was often
compromised by letting patients into their home., In some situations, increased clinical
supervision may be beneficial

The ability to feel connected to the Trust and to a team is critical,




Spotlight on Remote Consultations

Data sources

1
2

3
4

Clinical record summary data on
consultation type.

Surveys on the experience of use (375
staff and 495 patient respondents).

Interviews with patients and staff.

Project documents from the ICT team.
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Rapid move to rermote consultation

L] L ] L ]
Face-to-face physical contacts Telephone consultations Video consultations saw a
dropped by approximately gquadrupled from 500 to 2000 rapid and sharp increase as
50-75% at the end of March a week, over the course of lockdown eccurred from less
when leckdown came into March, than 10 to over 500 a week.
force, Contacts fell to The primary platforms used
approximately 10,000 a week, were Visionable,
then stabilised towards May at AttendAnywhere and Zoom.

about 12,500 a week - this
didn't change much between
May and August.

Context

# 50% of clinicians were conducting
remote consultations from home, 30%

from their normal place of work.

» Of those working at home, 60% were

using their home broadband rather

than the Vodaphone SIM.

Connectivity
slr
N 4 o ko
There have been The responses from A turther 25% were Very few reported
challenges with the survey data reported to be seyvere connection
connectivity. showed over 60% of relatively easy to get issUes.
the calls were reported into but there were
as easy to connect to challenges with calls

and successful. freezing or cutting off.



i3] |

We could connect
but there was

alwaysa 2 -3 second

The patient was on
their iPhone and to

There were some Some experienced get them connected

difficulties with a 'lag’ lag between audio challenges with the they had to ask

or with delays with i technology - training :
the video: and video. or information leaflets their daughter to

would be of benefit.  help set up.
Thesync wasoutso  patients sometimes had

we kept talking to ask relatives to assist

them.
over each other.

Effectiveness of the consultation

It is clear that remotefvideo consultations are an acceptable method of communication for most
clinicians and could be used in combination with face-to-face sessions.

worked well enough given the circumstances.
20% of respondents thought there were either as effective or better than face-to-face.
96% said they would be happy to use remote consultations in some form post pandemic.

I 60% were concerned that remote consultations weren't as effective as a face-to-face session, but
I The needs of the individual patient are important in the type of consultation

What's missing?

A move to remote consultation is by no means a ‘lift and shift' exercise, it is a unigue type of

communication between clinician and patient,

Elements of a traditional consultation that presented challenges were:

Not baing able 1o do full assessments

We've been providing a service to the best
of our ability, But we're all feeling
uncomfortable that we're not providing
the service that we'd like to.

Lacking non verbal cues

Missing the "sense in the room’; “It's I miss the luxury of face to face. It's ok
like two of our senses have been over the phone but the rapport with the
stripped away” patient is slightly blurred. No patients are
complaining at lack of face to face but |

Patients being so grateful for the call, think it would be better,
that they don't reveal all of the issues

Missing a lot of non-verbal clues around

Not having all diagriostic tests mood, compliance. Plays a huge part in
available decision making.




Clinicians were also concerned that there was an impact on an ability to build good relationships

with patients. Or to make a good human connection.

[ think that the rapport |
have built up over the
maonths with patients has
been interrupted by this.
Over the phone is just not
the same as face to face

contact.

[ wanted to hold her hand,
| wanted to look in her eye
when [ told her diagnosis.

The client became tearful
at one point - it's harder to
show compassion and give
comfort/ support over the
video.

Rermote consults miss the
'sense” you get about
patients. It makes it so
much harder to build trust
and relationships.

I worry in case we are
missing something that
may be easier to pick up
F2F, eg .domestic violence
issues, People tend to be
more open if there is
rapport already. The subtle
signs/holding back the
truth might be missed; a
learning disability is not
always obvious over the
phone.

What is gained?

The environment

There were many situations in which there was a

reported advantage to remote consultations, in

particular "seeing’ patients in their own

environment:

« Uynderstanding a child’s home environment has
helped therapists to understand a Tamily more
broadly and often a child is more relaxed at

home,

» seping patients practice exercises in their

home enabled therapists to adjust accardingly,

which wouldn't be possible in a clinic,

» additional materials could be provided online

to support consultations.

Many multiagency meetings
have been facilitated via video
call, often with more
professionals and agencies
attending than would have
been possible in a face-to-face
meeting. This has significant

Inclusion

Parents have been able to
record their children eating and
drinking in a much more
natural environment to what
would normally occur when |
do a home visit...it has allowed
me an opportunity to get
"“inside” the home.

[Video provides] a great insight
in to [the child's] natural
environment. It helped me to
understand Mum and the
wider home/family dynamics.

&« Patients and families are now able to be

included in in multidisciplinary or multi-agency

meetings.

= Relationships with stakeholders have

improved

# The patients have increased access in some



meeting. This has significant
benefits for families, being able
to access multiagency support
and information in one space.

Use of time

As clinicians adapted to remote consultations,
they found that they were 'better’ for many
types of calls and they could make better use of

their time,

This was a review that [ would have normally gone into
school to complete however, I was able to see the child
complete a couple of tasks and talk to mum about any
other concerns. This then lead to discharge. Time-wise it
was really useful; no travel to the school, talked to mum
and didn't have to play telephone tennis with them. It
was nice to round it up in one go as well being able to see
parents and them to see me.

One other positive example was an experience | had of a
child being discharged from Southampton. It has always
been extremely difficult to organise attendance of
appropriate staff at MDTs. They were able toset up a
remote MDT meeting on Zoom and this was fantastic. It
was great to have everyone in the hospital, along with
community therapists, a parent at the home and also a
parent at the hospital. It worked so much better and it
enabled staff to attend, as otherwise they would have
had to take the time to drive over to Southampton when
it was much easier for them to spare an hour on Zoom.

+ The patients have increased access in some

ways, for example, reduced pain from travel

(eq rheumatology patients).

One thing that surprised me
was how many patients you
can manage doing remote
phone calls in both my job
roles. You can manage less
complex patients well with a
telephone call.

Less faffing around... more time
engaging with the patient...
that's got to be better value,

I think the remote consults will
help with waiting lists and may
help with better assessments at
speed, rather than always
visiting people’s homes.

5




Peer support - the importance of team

a+a
COVID has strongly
highlighted the
importance of team
and peer support,

particularly for clinical
decision.

The ‘quick question’,
or ‘head around the
door to check
something” way of
working was made
very difficult for
clinicians as most
remote consultations
happened from their
home.

You underestimate the support yvou get
from vour colleagues where you can
quickly go into the next cubicle and speak
to a colleague for another opinion about
vour patient. Personally [ like to ask
questions and to chat through a patient’s
condition so as to learn how to manage
these things. You can still call people but it
doesn't happen as easily as people are
busy so this has become more difficult.

What has been challenging is not having
those ad-hoc conversations that you
would usually have when something is
playing on your mind.

You ask yourself "am | taking too much of
a risk here?” When you are in a face-to-
face team you usually have colleagues
around yvou or with you. There is
immediate support. This isn't the same
way when working alone at home.

We were taking calls from people at real
crisis level, It definitely helped having the
psychologists alongside us on the calls.

autonomy came with a
sense of increased risk

l.i e
This increased Additional supervision

and support measures
have been
implemented to try to
counteract isolation,
including daily check-
ins, more supervision,
buddy systerns and
closed WhatsApp or
Facebook groups.

for some.

The change was especially difficult for
those who are less experienced clinicians
or are more risk adverse and they would
normally be able to constantly check with
colleagues and pull back the curtain to ask
someone’s advice. Now they are suddenly
at home with no sense checking and no
corridor consults. It is a big ask.

It was down to our judgement, which was
tricky at times.




Wellbeing

Fatipue

The act of carrying out consultations
remotely feels more tiring for

clinicians. Many reported increased
fatigue - both from increased
concentration but also from worry
about others.

Being out of the way and upstairs is
much better, but it has been difficult to
juggle with no childcare support. It has
also been difficult to hold confidential
conversations at home too.

I don't want to have to shut my childin a
bedroom while | make a phone call and
it's hard for him to understand why. |
can't concentrate properly.

| have to work harder to pay attention to
the cues that [ can get, so I'm more
exhausted after a clinic.

It is much harder to read body language
remotely. This is perhaps why, despite
my commute shortening from 20 miles
to one staircase, | am feeling really tired.

Invasion ol personal space

Where consultations were carried out
from home, clinicians struggled to
find adequate "space’ between work
and home. For some this was
challenging for confidentiality but
also a sense of personal space and

safety — a split between the emotive

work environment and home,

How willing would you be to use remote consultation (either instead of, or alongside
face-to-face appointments) in the future (n=488)7

FRRFRRPRRRPRFRARRARIRFRRPRID

o517 PRRRFFRRFAD
5@ B2 fRRFFRPPFED
c @B% FHERRFRTRFRD
@S pRRRFTRRIND
il AL L LI LA
i LI I LI IL L,
TRRRRREEPRE

e e He =He H» - e
=ls =ls =l =He = =3 =5
He e He Fe F» 5 -
=ls =l =l =+ =He =5 =5
=l e He =H- H- -F- -

7w
® <5 %#iiiiii#i#i#i#i#i#i%i#i%##%i??
T

=~ 1]
=
=

=He =ls =ie e =S+ =+ =5
e He He e - - -
=le =ille =le e =s =5 =5
e o Sl SBe He e e
=le =i+ =lle =l =Hs =5+ =5
=He i Sle Sl Sls e =
=ille =i+ =ille =l =Hs =5 =
Sie o SHe =l =l
=ile =+ sile =le =i
sije =ij» =ilje =lje =i
Slle =5+ =lle =le =i

Sije sije Sljs =He =He =+ —H»
e - = o 3o
e - =He o e

=B =He =He =Fo =Ho =3+ =B




Connection

The most common device used by patients for
calls is a smartphone (45% overall, and 55% in
those aged under 55), followed by either a
laptop or tablet. Only 10% used a telephone.

76% used a link provided by the service and
17% used Zoom.

Very few reported having major problems
connecting to the call; 76% reported that it
was very easy, with a further 18% saying it
‘was okay’. Only 5% reported having difficulty.

Acceptability
When asked about preference in comparison to face-to-face, respondents state the following about

remote consultations:

Acceptability of this Just over 10% said
type of consultation is  they preferred remote
high - a third consultation, and 55%
reported 'loving it' said they thought they
and another 43% were more or less the
‘liked it". Only 4% same. The remaining
reported not being 30% said they
happy about their preferred face-to-face
experience. but understood why a

remote consultation
Was Necessany.
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Overall, 85% said that 95% of respondents
they were able to get reported that they

all or most of what would be happy to
they needed to achieve  have some degree of
during the remote consultation

consultation, going forward. RESPONSES




The benefits
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Convenience
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Self care
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Comfort Safety

Easy, and think of the time
and money saved by not

Made it easier to arrange a Being in my own

time and logistics; it meant surroundings made me feel

having to take time off

work to drive to the surgery
and sit and wait. This is the

that M could run off and

play whilst we went over

more things.

more at ease.

Very relaxing being able to
be in my home

way forward [ think. T :
The ease of being in my own environment.
g and sople. i anj:l Lot il t? ~ Less hassle than going in in
travel with a young child is
. person.
very convenient.
The challenges

There were very few challenges reported, those issues that were mentioned centred on °

connectivity and communication.

The video screen
froze making it
tricky to see what
the consultant was
showing me.

The lag meant we
were talking over
each other.

He couldn't
physically examine
me 50 that diagnosis
was likely limited.

Connection

problems, screen
freezing and the
sound is poor.

Can be challenging
to see what
movements I'm
doing.

Trying to show a
dentist a child'’s
back tooth isn't
easy.

The exercises are
sometimes difficult
to understand - this
is where a hands on
approach might be
better.

Just difficult for the
nurse to see my
stomaupclose. 1
worry something
could be missed as
it's hard for her to
seeit.



It feels like patients are starting to take more responsibility for their own health.

Self-care is better and my time is saved if people are doing more self-care... that doesn't have
to change after COVID.. [l noticed] changing attitudes about risk and self-care... less
ownership of other peoples feet... we cant afford to go backwards.. It's an opportunity to

change how we work.

For patients it has made us give people responsibility for self-management, we've been
giving people their own things to do and be responsible and then we monitor them. This is
something that we've wanted to do for a long time and it has forced that issue forward

which is good.

It's forced us to push forward with the self-management idea that we've had for a long time
and not acted on, and it is going well for a lot of patients.

Acceptability
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Before COVID, as an

organisation, Solent

wias on an ambitious
journey of digital
transformation.

k.

A number of factors
made this challenging,
not least the hesitancy
of clinicians who were

concerned about the

impact on their care
and how patients
would perceive it,

From a professional point of view, exploring
how we can do things remotely and have
good therapeutic connection - perhaps (we
should) offer more choice in the future as
some people prefer to communicate
remotely we have recently discovered.

We have been forced to think more
creatively in our offer of support.

The current situation has forced usto

innovate, an innovation [ hope we will keep.

Many reported how
positive this felt, and
that there was a
chance to rethink
many of the ways in
which clinical
interactions could take
place.

COVID took this
decision out of many
people’s hands, and
enabled a revolution
in the perception of
different types of
consultation.

Feels like the NHS is in a period of re-set’ for
example moving to use virtual
consultations/ appointments. No waffle,
things just get done and implemented
quickly. When forced into rolling things out
or making changes, it has gone really well.

Rermote consultations have worked very
well for lots of things and have given us an
opportunity to rapidly pilot things we were
hoping to start but we're struggling to get all
the ducks lined up.



Hugely happy and I have to ask myself “why
haven't we done this years ago? | guess the
answer would be lack of time, sometimes it
takes something drastic to make things
happen that you've thought about for vears.

I would not have agreed with that change
but now (reluctantly!)l agree that maybe
80% of work can be done by phone.

Consultations now done over the phone, it
has been revolutionary; I can't believe we
didn't do more of this before lockdown.

We historically tend to do practices a certain
way because that's how they have always
been done and it never gets looked at.
Telephone consultations and chlamydia
treatment by post has revolutionised that.

Liked that we have embraced the digital
revolution! We want to keep them and
develop them... WhatsApp and Zoom. We
could use these lots as they meet the needs of
our clients. Possibly more inclusive e.g. for
teenagers.

As we get better | think for a lot of people it
will be as good as a face to face consult if
they are able to use it



Remote consultations are not ideal
for all episodes of care, and the
absence of non verbal cues, and

the inability to do full physical
examinations have an impact on care.

The technology or internet

connections aren’t yet stable

enough. The 3G connection for

home working doesn't work well enough
for many, and so they use home
broadband - the quality of connectivity is
often limited.

Remote consultations require new
clinical skills, and dedicated
supervision. Many staff felt that

they were holding additional risk that
they were uncomfortable with.

Clinicians were worried about the
guality of care that they were

giving, and the possible impact

on building relationships and rapport
with patients. This was particularly
problematic when delivering difficult
News,

The remote consults felt more tiring
for clinicians, many reporting

being 'exhausted’ at the end of
the day.

If people are working at home,
there are issues of feeling that
personal space and privacy are

compromised, and there is a lack of
access for peer and colleague support.

The importance of team and the
support of colleagues is

particularly applicable where clinicians
feel they are more isolated or are
holding more risk.

Solent was able to rapidly enable
remote consultations in a short
time period, enabling people to
waork from home and continue to
provide care,

Remote consultations are highly
acceptable and successful for

many types of consultations.

In some cases they improve
access and the quality of the
interaction. They have been used
widely across the Trust, both for
individuals and groups

Innovative solutions such as
providing additional online
material to support consultations
have helped improve the quality of
remote consultations.

The ability to see patients or
families in their home
anvironmeants has led to an

improved quality of care.

Remote consultation has enabled
more effective multidisciplinary
and agency working, allowed
patients to attend and improved
wiorking relationships.

Owver 95% of patients and
clinicians would like to see
remote consultations continued
in some form.




The pandemic has resulted in a "digital revolution’ in Solent, with the rapid

acceptance of remote consultations as an acceptable element of clinical care.

The delivery of care remotely isn't a ‘lift and shift’ exercise. Consideration needs to be

given to both technical and emotional factors.

Training in IT skills is necessary and there are additional training needs in

communication and other clinical conversations when working remotely.

Remote consultations are highly acceptable to patients, and should be considered by

all clinicians. There is a significant opportunity to further personalise care by

discussion remote options for patients rather than assuming ‘clinician knows best’.




Spotlight on Frontline Teams

Changes in response to COVID-19

In response to COVID-19 frontline clinical teams went through a rapid transition. Clinical services
were adapted to ensure that those people who needed face-to-face care continued to be seen.

Data sources:

l Interviews with those working on the frontline.

2 Ethnographic notes from observations and
meetings with people working on the frontline.
- S i.|l ”
What we heard: @
With the rapid onset of lockdown and a need for services @

1
across the healthcare system to adapt at speed, enabled much- _”""_
needed change led by clinical teams. Frontline teams had Autonomy and
increased autonomy in making decisions about care and enablement ‘ ‘

i | i i " : X
services centred around one goal; the person in Solent’s care ® Collaboration,
For many, this shared goal unified teams with a sense of lq ntegration and
togetherness and a ‘can do' spirit, enhancing collaboration lp mnovation
within Solent services as well as the wider health and social
care community. Leadership and

peer support

Autonomy and enablement

e

# The initial few weeks of Solent’s response were characterised by rapid and significant

thange.

¢ For frontline services this meant adapting processes to enable face-to-face care when

needed, and remote or virtual care and support for others.

As acute hospitals acted to free up more space, community teams were rapidly required

to look after more complex and unwell patients,

Decision-making was often led by the frontline clinical teams; making clinically-based

decisions of how services could run to best look after those within our care

Many found they were enabled to make change and decisions swiftly, with enhanced

support from corporate services such as IT and Estates teams.
For most, the removal of previous barriers 1o change and autonomy was empowWering.

Some teams in the community such as those visiting people’s homes, felt there was an

imbalance in support between themselves and inpatient areas, for example: guidance




Positive - shows what
you can do when you're
given the freedom to do
it. The trust put in you
counts for a lot.

Lots of challenges around
FPE. The Royal College
guidelines are different to

Normal barriers are
removed - it's amazing
what you can do.

the Trust guidelines. |
didn’t want to visit

patients without correct

PPE guidance.

Collaboration, integration and innovation

The removal of barriers and local decision making
enhanced collaboration, integration and
innovation. Many teams talked of working across
organisational boundaries effectively, with joint
approaches to problem solving.

Frontline clinical, social care and community
organisation teams thought innovatively about
how best to provide clinical services for those
within our care trialling new ways of working.
The unified goal of care centred around patients.

Many front line teams received the support of
redeployed staff and had to ensure that they
were trained and able to work safely, whilst
continuing to adapt services rapidly.

By removing barriers people many spoke
positively about collaborating with other services
and professional groups within Solent as well as
integrated ways of working across the wider
health and social care communities.

The empowerment and ability to just get on
has been refreshing. Local solution-finding
has led to so much more connectivity;
understanding different professions,
different stressors, different ways of
working. Much closer relationships with
teams.

The changes have brought us closer
together as a team and increased joint
working. More awareness of what each
other do.

Looking at issues and patient need from a
city wide perspective, rather than one
locality, has been really positive.

It has removed barriers between services.

MNetworks and collaborations have worked
well. There are better pathways and
improved services.

Leadership and peer support: the importance of team

The pressure of this time was undoubtedly
huge, people were responding to looking after
people within their care as well as dealing with
the pressure of blurred boundaries between
home, work and family.

Those in leadership roles spoke of the feelings of

absolute responsibility for the safety of their
teams and their patients, and the additional
stress that resulted. Many worked very long

hours to support and protect their teams.




Inmitially, the rapidly changing guidance
around PPE fuelled by media reports impacted

some frontline workers' perceptions of safety.

These were also fuelled by different

approaches and equipment used by different

organisations.

For many the support from leadership and teams
was essential in people feeling safe and for

mediating levels of uncertainty.

| The support from peers and the ability to pull

together helped people feel safe in work, even

in times of uncertainty.

There was a very strong sense of a ‘can do NH5

Spirit" unified by a shared goal giving clarity

and purpose.

I'm finding that holding a
lot of people’s emotions can
be challenging. There are
staff members who are very
anxious and everyone is on

Feeling informed and connected helped people

* to manage changes in working practices

I have always been proud to
work for the NHS and more
so now. The way we have
all pulled together and
everyone is a part of that.

It's really brought us
together as a teamn in terms
of collaboration and
problem solving and
utilising individual's skills.

edge because their whole It's been a real challenge for

life is in turmoil and life our service and [ think
generally is upside down. weve really risen to it. The
Because I'm a people

manager it can be

temptation early on was to
just stop - some of us were

exhausting containing and asking how?! But we really

guiding them through it. did, it was transformative

Short case studies

There are so many teams and services that demonstrate excellent practice, here are just a few examples:

Mental Health Community and Wellbeing Team:

This is the team that carry out physical healthcare checks on those with mental health illness,
particularly those who are taking medication, They either administer the medication (when it
15 injected) or carry out physical health checks to assess for side effects etc. With lockdown, it
wasn't possible to hold the clinics in person, and so the team had to reorganise themselves to
be able to visit their 400 patients at home. It was a totally new way of working for the team;
finding their way around the city, wearing PPE in the community, taking blood samples
gutside of the clinical environment.

The team developed a buddy system so that a clinician would visit the home, and one of

their colleagues who was working from home would make the appointments and complete

the clinical notes. This saved time, enabled home visits to take place, and ensured a system of
peer support. The added benefits of home visits included being able to assess the broader
aspects of wellbeing, and an informal food bank was set up by the team to enable the

delivery of food packages.




School Nursing - Portsmouth:

With schools closed during lockdown, it was difficult to
continue to support and see families. The school nursing
team worked with social workers to co-ordinate care
across the city. Packs to create memory boxes, feelings
boxes and other crafts were made for families and
delivered; similar boxes to support healthy weight

have also been provided, and supplemented with 0
conversation being held by phone or WhatsApp. In

one case, a single mum was living in a hotel room

with three teenage girls and collaborative multi-agency
effort enabled them to be rehoused, despite lockdown.
The picture was drawn by a young girl from a family

working with one of our school nurses.

Community Emergency Discharge Team
{Southampton) and Community Nursing:

At the start of lockdown, hospitals were asked
to discharge as many of their patients as they
could back into the community; their homes ar
residential settings. A number of services joined
forces to give a single point of access for the
hospital teams. The Community Emergency
Discharge Team and the Community Nursing
(Twilight) and Palliative Care service joined with
the Social Care Team (5CT), and located
themselves together in Southampton. This
included support from a number of redeployed
staff who reguired a rapid programme of
training (side skilling) and shadowing.

The teams worked together to keep as many
people safely at home as they could (Home First) -
the result, has been a much better understanding
of roles and professions, not only within Solent
but across different organisations.

Inpatient wards:

Solent has a number of inpatient facilities in both Portsmouth and Southampton. New

inpatient facilities were also rapidly established in preparation for any need for bed capacity.
Within the space of a month, teams built and equipped wards in both cities, additional staff

were found through recruitment campaigns and a programme of redeployment. 0

Training and 'side skilling' sessions were held for staff to enable them to work in a ward
environment; and infection prevention measures were checked, with addition PPE and




guidelines distributed across the county.

Many processes for approval of Empowering frontline teams to
change can safely be streamlined adapt and improve their services
and simplified. around patient needs led to rapid

and successful mobilisation of services,

Differing guidance and PPE Clinical and corporate support

equipment between organisations services were able to work closely

caused anxiety and confusion. together to establish significant

extra inpatient capacity.

Service adaptation was always
Many of the support mechanisms driven by patient need - this

were easier to access for teams enabled much stronger

working at home, but it was cross-sector and professional working.
difficult to attend Zoom or other

sessions held threugh the day when Compassionate leadership across
warking out in the community. teams led to feelings of security
and immense pride.

Frontline teams whao had increased autonomy in making decisions were empowered
and enabled to create solutions that focussed on the needs of those people within

solent’s care,

Communication, wellbeing and support strategies need to take into account the
working environment and natural patterns of teams working in the community or on
inpatient units (including housekeeping and catering teams).

Maybe those in leadership roles need equal access to on-going development and
support to enable them to provide compassionate and personalised care to their

teams.




