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ABSTRACT

Aims Improving access to Hackney Integrated Learning
Disability Service (ILDS) using quality improvement (Ql)
methodology by reducing the time taken to complete
eligibility assessment by 50% by April 2021, while
improving service user and staff experience.
Background Referrals to ILDS require assessment

of eligibility. It was noted that there was significant
waiting time between referral and eligibility assessment,
exacerbated by the COVID-19 pandemic. Quality Network
for Community Learning Disability Services guidelines
suggest waiting times for those accessing adult learning
disability (LD) community services be locally agreed,
although there is limited literature on this topic.

Methods All staff members across the multidisciplinary
team were invited to participate in the QI project. We
defined outcome measures as days from referral to
allocation of eligibility assessment to staff member and to
completion of eligibility assessment, comparing referrals
received before and after start of the project. The key
change ideas tested using Plan-Do-Study-Act cycles were:
(1) eligibility screening checklist, (2) eligibility assessments
drop-in sessions for staff, (3) formal training for ILDS staff,
(4) eligibility screening allocation system, (5) template
letters for eligibility decisions, (6) new ILDS referral form,
(7) workshops for local general practitioners.

Results Time taken to eligibility assessment allocation
decreased from median of 184 (mean=183.5+109.8)

to 13 days (mean=19.9+26.4) (93% reduction). Time

to completion of eligibility assessment decreased from

a median of 271 (mean=296.0+133.8) to 63 days
(mean=75.7+34.8) (77% reduction). We received positive
feedback from staff and service users regarding the new
eligibility process.

Conclusions We report waiting times for accessing our
community adult LD services and effective strategies for
reducing this. We recommend similar services use a Ql
methodology to reduce waiting times and improve the
experience of staff and service users.

PROBLEM

Approximately 1.5 million people in the UK
have a learning disability, of which around
23% have a severe learning disability.'
Learning disability is defined by three core
criteria: impaired intellectual ability (often
defined as an IQ of <70), significant impair-
ment of social and adaptive functioning and
onset in childhood.” Referrals to the Hackney
Integrated Learning Disability Service (ILDS)

WHAT IS ALREADY KNOWN ON THIS TOPIC

= There are no formal guidelines for waiting times to
access community adult learning disability services,
with almost no literature surrounding this topic or
how to reduce these waiting times.

WHAT THIS STUDY ADDS

= Formal quality improvement methodology can have
a profound impact on waiting times, with high yield
change ideas including eligibility screening check-
lists, improvements to referral forms, staff training
and primary care workshops.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= As the first study to report on UK community adult
learning disability services waiting times, we hope
that our work can prove useful to other similar ser-
vices aiming to reduce waiting times and report
their findings.

= We hope our findings can contribute to the produc-
tion of national guidelines for appropriate waiting
times for such services.

require assessment of eligibility (figure 1).
Eligibility assessment assesses the aforemen-
tioned criteria via a video-conference or face-
to-face consultation with a trained member
of staff lasting approximately 1hour with
the prospective service users and their next-
of-kin. This consultation does not constitute
a Care Act Assessment and the findings are
presented at a weekly multidisciplinary team
(MDT) meeting. For cases where additional
information is required, prospective service
users may go on to have formal cognitive and/
or adaptive testing in the form of Wechsler
Adult Intelligence Scale or adaptive/cogni-
tive testing in the form of Assessment of
Motor and Process Skills.” *

It was noted in October 2020 that there
was a significant amount of time between the
referral being received and allocation for the
eligibility assessment and final decision. This
impacted both service user and staff satisfac-
tion, with delayed access to support available
through the service. These issues were exac-
erbated by both the COVID-19 pandemic and
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testing in the form of Assessment of Motor and Process Skills or Wechsler Adult Intelligence Scale.®*

a cyber attack targeting the local authority which affected
database access.” We report results of a project to improve
access to our services using a quality improvement (QI)
methodology. We aimed to reduce the time taken to
complete eligibility assessments for new service users by
50% by April 2021, while improving service user and staff
experience over the same time frame.

This project was undertaken with involvement of all
service stakeholders including: psychiatrists, psycholo-
gists, occupational therapists, physiotherapists, commu-
nity nurses, speech and language therapists, social
workers, dietitians and administrators.

BACKGROUND

It has been well established that those with learning
disabilities have difficulty accessing health services, with
people with learning disability having a higher risk of
morbidity and over three times greater risk of all-cause
mortality.” 7 Some of the barriers identified by a review
included difficulties with communication, inadequate
facilities or rigid procedures.® There is limited literature
describing waiting times experienced by those awaiting
assessment for learning disabilities.

A rigorous systematic review conducted by the Univer-
sity of Queensland, Australia, identified three overarching
themes that affect waiting times in the community setting,
such as resource alignment which suggests strategies such
as limiting referrals to specialist services, auditing wait
lists and triage by healthcare professionals.” An adult
community learning disability service in Bedfordshire
and Luton achieved a decrease in waiting time to access
occupational therapy services from 27 weeks to 15.5 weeks
using QI methodology to develop; a screening checklist,
telephone triage, triage clinics and a caseload weighting
tool."

As described by the Quality Network for Community
Learning Disability Services (QNLD) in conjunction with
the Royal College of Psychiatrists (RCPsych), people with
learning disabilities require comprehensive evidence-
based assessment and management of many aspects of
their lives. This includes their psychosocial, psycholog-
ical and mental health, which are time sensitive.'! As
our service is an integrated service, it acts as the gate-
keeper for prospective service users to access the range of

support they need, including social care, mental health
services and community engagement. The guidelines
produced by QNLD do not specify appropriate waiting
times and instead suggest that these should be agreed
locally. Therefore, there is a need for improved reporting
of waiting times when accessing community learning
disability services and demonstration of effective strate-
gies for reducing this that are congruent with the needs
of the community we serve.

BASELINE MEASUREMENT

To ascertain baseline waiting times, we retrospectively
reviewed the 11 new referrals to Hackney ILDS imme-
diately prior to the start of the QI project who had
completed eligibility assessments up to December 2020.
For each referral, we collected data on the time (days)
taken between referral and completion of eligibility assess-
ment. We also collected data on the time taken between
referral and allocation to a staff member for eligibility
assessment, as this was subjectively felt to be a critical
bottleneck within the eligibility process. These data were
then continuously collected for all new referrals after the
start of the project using a spreadsheet that was updated
on a weekly basis by the project lead. The platform iden-
tifies ‘special cause’ variations and their relationship with
Plan-Do-Study-Act (PDSA) cycles.'® A ‘shift’ is defined as
a ‘run of eight points in a row above or below the centre-
line” while a ‘trend’ is defined as ‘six consecutive points
decreasing or increasing’.

Staff feedback prior (number of responses=37) to the
project demonstrated that staff were generally unsat-
isfied with current eligibility process (mean Likert
score=2.48+0.85), the established eligibility allocation
system (mean Likert score=2.52+0.89) and did not feel
that it was currently working well for service users (mean
Likert score=2.04+0.81).

Baseline measurements for time from referral to alloca-
tion of eligibility assessment showed a median of 154 days,
ranging from 12 days to 357 days (mean=162.4+87.5).
Across the same baseline cases, the median time from
referral to completion of eligibility assessment was 254
days with a range from 63 to 378 days (mean=235.6+96.4).
These measurements suggested that time to alloca-
tion represented a key component of the total time to
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completion of eligibility assessment, representing a
median of 80.1% of this time (online supplemental mate-
rial S1).

OUTCOME MEASUREMENT

For each referral from October 2019 to July 2021, we
collected data on time from receipt of referral to alloca-
tion of eligibility assessment and overall time to comple-
tion of eligibility assessment. To establish the impact of the
QI project, we compared results from referrals received
before and after the start of the project in December 2020
and produced I Charts to relate changes observed with
change ideas (CI) and associated PDSA cycles."

Cases were excluded from analysis of time from referral
to completion if assessment was not complete by the end
of the project (August 2021), required urgent psychi-
atric treatment, withdrew consent for assessment or their
referral was withdrawn by the referrer. Those requiring
urgent treatment were either seen by our service acutely
or referred to an appropriate mental health team.

We collected qualitative and quantitative feedback from
staff members at the end of the project in the form of
Likert scale questionnaires and free-text responses. We
collected feedback from service users and their next-
of-kin (randomly selected, eligible or ineligible) via tele-
phone calls and completion of standardised forms. These
included with a Likert scale question of “how happy were
you with the time taken to complete the eligibility assess-
ment?”, binary questions of “did you understand what the
purpose of the assessment was?” and “did you understand
the letter we sent you at the end of the assessment?”, as
well as a free-text response.

DESIGN

All staff members were invited to participate in the QI
project, including psychiatrists, psychologists, commu-
nity nurses, occupational therapists, physiotherapists,

Primary Drivers
‘Staff Engagement
System and Processes
To reduce time taken
(days) to complete
eligibility
assessments from
new service users by
50% by April 2021.
Resources
We aim to improve
service users and
staff experience over
\ the same time frame /
Patient Experience

speech and language therapists, dieticians, social workers,
managers and administrators. We used a Model for
Improvement QI approach, which was developed by Asso-
ciated in Process Improvement, which is standard prac-
tice in our institution."” Meetings took place on a weekly
basis and all took place online using video conferencing
software (Google Meet). The Nominal Group Technique
was used via JamBoard, a collaborative digital whiteboard
by Google to agree ground rules, agenda items and iden-
tify barriers and frustrations among staff with regard to
eligibility assessment."* These JamBoards evolved into a
driver diagram where primary drivers identified included
staff engagement, resources, patient experience and
systems and processes (figure 2). These were used to
form secondary drivers and led to the identification of
CI. Important barriers identified as targets for CI include
opaque eligibility assessment allocation systems, insuffi-
cient understanding and resources for staft completing
assessments and communicating decisions to prospective
service users, lengthy standardised eligibility assessments
in cases where less information would be sufficient.
Priority CIs were then selected using a relative attribu-
tion system, where each team member allocated a value
for both ‘relative value impact’ and ‘relative low cost’
to each CI. The CIs with the highest summated score
were then selected to take forward and test using PDSA
cycles. These included an eligibility screening checklist,
creation of a centralised eligibility allocation system to be
completed during the weekly MDT meeting, providing
drop-in sessions for staff to discuss eligibility assessment
reports and letters, design of a new ILDS external referral
form, provision of workshops for general practitioners
(GPs) within our catchment area and in-house training by
members of the psychiatry, psychology and occupational
therapy teams for ILDS staff regarding eligibility assess-
ment. Due to the COVID-19 pandemic and the transition
to a more remote service, we were not able to involve
service users during the design and selection of CI.

Secondary Drivers Change ldeas
Staff knowledge and understanding Workshops for GPs
Staff training opportunities muﬂ:rl:::rwmwanu

Clear and supportive

traditions/pathway Guidelines on allocation process

Clearly defined and agreed

timeframes. Eligibility Screening Checklist

Gowernance Structures Review referrals form

Multi-disciplinary approach

Drop-in sessions for staff to discuss

Resources for ILDS staff eligibility assessments and letter
writing

Resources for service users,
families and cares
Template letters with easy read
wersion

Opportunities for patient and
career feedback

Figure 2 Driver diagram. ILDS, Integrated Learning Disability Service; LD, learning disability.
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B. ”Training for all ILDS staff”

* Immediate reduction in time taken from referral
to allocation.
* Aimed to reduce this to less than 7 days.

IS

I

cycle2 Ay Cycle2 P\,
. TimeI al;ocation increased to abo‘;e 7 davS-h h * Staff feedback that training was more valuable than drop
* Involved senior management with oversight in-sessions
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* Positive feedback, but no direct reduction in time
+ Reduce to monthly, monitor attendance, design of template letters

C. "Eligibility Screening Allocation System”

D. ”Drop-in sessions”

Figure 3 Plan-Do-Study-Act ramps for change ideas. (A) ‘Eligibility screening checklist’, (B) ‘training for all ILDS staff’, (C)
‘eligibility screening allocation system’, (D) ‘drop-in sessions for staff to discuss eligibility assessment reports and letters’. ILDS,
Integrated Learning Disability Service (ILDS); MDT, multidisciplinary team; Ql, quality improvement.

STRATEGY

Change idea: eligibility screening checklist

PDSA cycle 1 (December 2020): an eligibility screening
checklist was developed with input from the QI team and
distributed during MDT meetings in December 2020. All
staff were informed of the screening checklist as the first
step required for all new referrals where additional infor-
mation was required. The checklist was designed to be
completed via telephone or video conference, with the
aim of improving the quality and consistency of informa-
tion acquired, as well as reducing the need for a full eligi-
bility initial assessment in many cases. A member of the
QI project completed five screenings immediately after
introduction using the prototypal checklist and reviewed
the outcome and staff feedback. Of these, two referrals
were found to be eligible based on information acquired
by the screening checklist alone and therefore did not
require full eligibility assessment. This both prevented
further unnecessary addition to the eligibility waiting list
and saved considerable time for both staff and service
users. An allocation system was designed to equally
distribute screening checklists for new referrals between
disciplines that make up our service. We also planned
to collate feedback from staff members to guide further
improvements to its format and collation of time taken to
complete the checklist (figure 3A).

PDSA cycle 2 (February 2021): wider staff members
from each discipline completed a total of 15 additional
screening checklists immediately following the above
referrals. In this cycle, we found that 3 of these 15 required
allocations for full eligibility assessment. The remainder
were either deemed not eligible or definitely eligible
based on information collated by the screening check-
list. Staff feedback aided reorganisation of the screening
checklist and additional sections, namely (1) summary
(2) decision and (3) recommendations. This also allowed

for the screening checklist to be sent to service users and
carers and avoid duplication of work.

PDSA cycle 3 (May 2021): the screening checklist was
tested a total of 19 times, with 3 of the 19 requiring full
eligibility assessment. The positive results led to imple-
mentation of the checklist into routine practice.

Change idea: drop-in sessions for staff to discuss eligibility
assessment reports and letters

PDSA cycle 1 (February 2021): we offered once weekly
drop-in sessions to discuss eligibility assessment reports
with the prediction that this would improve the quality
of assessment reports and therefore reduce time taken
before report finalisation. Although subjective feedback
was positive, we found no reduction in the time taken
to complete assessments. We planned to continue the
sessions on a monthly basis, recording attendance and
types of queries raised to feedback, along with template
letters for those waiting for eligibility assessment deci-
sions (figure 3D).

PDSA cycle 2 (March 2021): staff feedback suggested
that training was more valuable compared with drop-in
sessions, with the reduced attendance to these sessions
justifying the decreased frequency to once a month. We
planned to continue drop-in sessions until August 2021
and subsequently review their ongoing need.

Change idea: training for all ILDS staff on learning disability
and eligibility assessments

PDSA cycle 1 (March 2021): we aimed to improve staff
knowledge and understanding of learning disability and
increase confidence in carrying out eligibility assessments
by developing mandatory, interactive, staff-wide training
sessions. We planned to collate additional information
of staff knowledge and confidence in completing these
assessments before and after completion of the training
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session. Staff feedback was resoundingly positive, both
qualitatively and quantitatively, with increased confi-
dence in understanding of the ILDS eligibility process
and increased confidence in ability to complete the
assessment report. We planned to adapt training based on
feedback that sessions required more time for discussion
about example cases and offer training as part of induc-
tion for all new ILDS staff. We also planned to create a
recorded session that would be viewable by all staff at any
time (figure 3B).

PDSA cycle 2 (March 21): we amended the training
content to reflect staff feedback and increased the
number of example case studies with positive staff feed-
back. Therefore, eligibility training was adopted into
normal practice for new staff induction.

Change idea: eligibility screening allocation system

PDSA cycle 1 (March 2021): a system of allocation was
created by which full eligibility assessments were allocated
on the day of being added to the eligibility waiting list.
We predicted that this would create a more transparent
system and reduce time taken for eligibility assessments
to be completed from the day of referral. Cases were allo-
cated on a weekly basis at the weekly MDT meeting. We
found an immediate reduction in the time taken from
referral to allocation, enabling completion of all assess-
ments of those in the waiting list and allowing sustainable
allocation on a weekly basis. We aimed to continue to
use the allocation system and reduce waiting time from
referral to allocation to <7 days (figure 3C).

PDSA cycle 2 (March 2021): time to allocation
increased beyond our aim for <7 days, although all <25
days, which was determined to be due to limited involve-
ment of senior management in the allocation process. We
planned to involve management to provide oversight of
the allocation system. This has now been agreed, with a
senior manager allocating new cases weekly.

Change idea: template letters for eligibility decisions

PDSA cycle (April 2021):in order to supportstaff members
completing eligibility screening and full assessments, the
QI team developed template letters for communicating
outcomes of these assessments to potential service users,
their families and other relevant parties. We predicted
that this would both improve staff experience and reduce
the time taken to communicate effectively. Due to posi-
tive feedback from staff members at the weekly eligibility
meeting, this was made available to all staff members.

Change idea: introduction of new ILDS referral form

PDSA cycle (May 2021): the ILDS referral form was
updated with input from the QI group and comparing
referral forms for neighbouring London boroughs. This
was done with the aim of increasing the information
gathered at this stage and hence reducing this number
of potential service users requiring screening calls and
seeking further details.

Change idea: GP workshop

PDSA cycle (May 2021): we designed a workshop for local
GP surgeries on topics relating to learning disabilities to
improve awareness of appropriate referrals and the asso-
ciated processes. Due to overwhelming positive feedback
received regarding this, we plan to continue to organise
annual workshops.

RESULTS

A total of 52 potential service users were referred to us
between 1 October 2019 and 1 July 2021, of whom all
were allocated by the end of the project (August 2021).
A total of 13 cases were excluded from analysis for the
outcome time from referral to completion, of which 8 did
not have a complete assessment by the end of the project,
2 required urgent psychiatric treatment and could not
complete assessment, 2 withdrew consent before assess-
ment completion and 1 had the referral withdrawn by the
referrer. Therefore, a total of 39 were included for anal-
ysis of time from referral to completion.

There was an extensive reduction in the waiting
times for both time to allocation and time to comple-
tion of eligibility assessment after introduction of
the project (online supplemental material S2). Time
from referral to allocation decreased from a median
184 (IQR=121-217) (mean=183.5+109.8) to 13 days
(IQR=1-24) (mean=19.9+26.4), representing a 92.9%
reduction. Similarly, time from referral to completion
of eligibility assessment decreased from 271 (IQR=213-
405) (mean=296.0+133.8) to 63 days (IQR=59-97)
(mean=75.7+34.8), representing a 76.8% reduction.

An immediate shift in the days to allocation was
observed after the start of the project and roll-out of the
eligibility screening CI (figure 4). Prior to the project
start, the I Chart demonstrates an unstable system with
high variation, with data points outside of the control
limits. Further CI and PDSA cycles likely contributed
to the formation of a stable and sustainable system with
upper control limit of 43 days, most notably the introduc-
tion of a formal allocation system which resulted in a run
of referrals with 0 days to allocation.

Days to completion of eligibility assessment showed a
similarly unstable system prior to the introduction of the
project (figure 4). Notably, a shift can first be described
from cases referred from May 2020, which we believe is
due to the impact of CI on those on the waiting list at
the start of the project. Those referred after the start of
the project demonstrated a shift with a new upper control
limit of 143 days with low variation, after the introduc-
tion of the eligibility screening checklist. Importantly, as
of February 2021, 7 data points on or below the centre-
line (89 days). Therefore, any further data points below
this level would represent a second shift, which occurred
approximately after the introduction of key CI such as
drop-in sessions and the eligibility screening allocation
system.

Omrani O, et al. BMJ Open Quality 2022;11:€001728. doi:10.1136/bmjog-2021-001728


https://dx.doi.org/10.1136/bmjoq-2021-001728

Days A. Days from referral to allocation (I Chart)

500 °
450
]
400  *
350 °
300 )
260+ ©
o °
200 % oee e 2o
' 'S s
150 £/ é \
100 ° °
50
0+ 8 I’} rvy
SHIADDBIEREGHARIAAREERRBERRRARRRR Al lsbslioltlililisllide
B. Days from referral to assessment completion (I Chart)
Days
700
600 [ Uot g
500 Application of Change ".‘
° Al o Ideaswhilecaseson
400 £ ° @ waiting list
° 1 »
300
o ®
200 ° ¥
100
0o
S s S R R s
Figure 4 | Chart of (A) days to allocation from receipt of

referral and (B) days to completion of eligibility assessment
from receipt of referral.

Staft surveys before and after competition of the
learning disability and eligibility training sessions (where
1 represents ‘not confident at all’ and 5 represents ‘very
confident’) demonstrated the subjective improvement in
confidence defining learning disability, understanding
of the eligibility process and completion of assessment
reports (online supplemental material S3).

Staff feedback was collated from all members of the
MDT via a 5-point Likert scale (where 1 represents not
satisfied at all and 5 represents very satisfied) after the
completion of the project, which suggested improved
satisfaction with the eligibility process and satisfaction with
the eligibility allocation process as well as their percep-
tion on how well the eligibility process worked for service
users (figure 5). The experience with project was positive,
with feedback including ‘It has been brilliant to see more
staff engagement, and a team approach...” Importantly,
staff members noted ongoing space for further improve-
ment: ‘although there has been substantial improvement

Overall how satisfied are you with the current
eligibility process?

How satisfied are you with the new eligibility
assessment allocation process?

.
.
° 4
a
: | B g
0 - 0 =
1 : : . s 1 : s ‘ s

Prior to projectstart m After project completion Prier to projectstart  m After project completion

How well do you think the eligibility process is
currently working for service users?

:
.
: | |
: -

Prior to projectstart  mAfter project completion

Figure 5 Staff Likert questionnaire responses before and
after the start and completion of the project, respectively.

in timescales, these could be improved further to deliver
services to clients quicker’.

Service user and next-of-kin feedback was collected via
telephone for six referrals after completion of eligibility
assessment. Of these, five reported understanding the
purpose of the assessment (83%) and an average Likert
score of 3.8 for response to the question “how happy
were you with the time taken to complete the eligibility”.
We noted that three of these cases had yet to receive
the formal outcome letter after assessment. Comments
regarding the assessment were positive: “it seemed It was
alright, I thought the lady was really nice”, “It seemed
fairly straightforward, [redacted] was happy with the
assessment., felt she could be honest and open”.

LESSONS AND LIMITATIONS

We observed a reduction in the time taken from receiving
a new referral to completing eligibility assessment (77%),
exceeding our initial aim of reducing this by 50%. The
key limiting step appeared to be allocation of eligibility
assessment, which made up over 80% of the overall
time to completion in our baseline measurements, and
was reduced during this project by 93% to a median of
13 days. This improvement appeared to be primarily
caused by structural changes. Namely, consistent and
guided information gathering in the form of eligibility
screening checklists and a transparent and accountable
system for allocation of full eligibility screenings. Struc-
tured teaching sessions and open drop-in sessions likely
indirectly also contributed to this observed improvement,
enhancing staff engagement and understanding of both
the principles and processes by which eligibility assess-
ments take place. The overall effect is that of improved
access to our services as potential service users are more
fluidly assessed and formally taken into our care, or
signposted to other services. These gains were observed
in a challenging context, with disruptions to accessing
historical records and the ongoing COVID-19 pandemic.
Importantly, these gains continue to be sustained to date
and will continue to be monitored as quality control
measure with an implantation plan in place.

This QI project benefited immensely from collabora-
tion between all disciplines that make up our service. This
took place from the ground up, integrating technology
to facilitate discussion and project design. The use of a
relative attribution system to identify priority CI was also
essential, as it focused our efforts on high value changes
that targeted where delays were predicted to originate
from. We also benefited from real-time data collation of
all referred cases and regular meetings with established
ground rules and leadership structure, which allowed for
multiple PDSA cycles across a number of interventions.
The success of this project has led to the adoption of QI
methodology throughout the team by which to perceive
and adopt change of all sizes, including improvements in
other aspects of the assessment pathway. Notably, we did
not have any PDSA cycles targeting cognitive and adaptive
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testing, which takes place for a number of potential
service users that are not deemed eligible after screening
and may represent an avenue by which further improve-
ments in both service user experience and access to our
services can be achieved.

In future, further involvement of service users as part
of the QI process would be highly valuable. The project,
and in fact the service, faced difficulty with service user
engagement as many aspects transitioned into a remote
service, with digital poverty acting as an additional
barrier. With the creation of a People Participation Lead
post at our Trust, we hope to improve service user involve-
ment in QI projects in future. Areas for consideration
include understanding of the eligibility process and the
rationale behind eligibility decision making via rich feed-
back from both service users and their families regarding
their experience of the process. This could highlight
where communication falls short and aid in improving
the quality and satisfaction of service users who undergo
a process that can be somewhat sensitive and potentially
highly impactful.

CONCLUSIONS

This report on waiting times to access adult learning disa-
bilities services in a community setting could be useful as
a concrete example for other similar services aiming to
set time frames for eligibility assessments to meet guide-
lines set out by the RCPsych and improve their services.
We also suggest important considerations that could lead
to vast improvements, namely the use of a QI framework
with input from all stakeholders.
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