
 

 

Thank you for taking time to read through the finalists of our successes shared on our Clinical 

Audit & other QI Networking and Sharing Forum (http://forum.nqican.org.uk/) throughout the 

year.  

You can vote via the Forum or twitter @nqican (twitter poll will be posted 25th Nov 9am).  

The vote is open until Midnight on 28th November. Winning will be announced on twitter 

@nqican at 1pm on Friday 29th November. 

 

If you have a success Clinical Audit or other QI project you would like to share please post it 

on our forum and help others to learn from your success. 

 

Let’s keep flying the flag for clinical audit and our networks 365 days of the year 

 

Many thanks 

 

 
 
Carl Walker 

National Quality Improvement (inc. Clinical Audit) 
Network (N-QI-CAN) chair 
NQICAN: website  http://www.nqican.org.uk/     
blog: https://nqican.wordpress.com     
Forum: http://forum.nqican.org.uk/ 

@cwwalker10 @nqican 
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Sharing Your Clinical Audit & other QI Successes – Submission form 
 

 
Title: Significant Event Audit at Rainbows Children’s Hospice - a new way to review incidents 
(Ref 1 Change in Approach Finalist) 
 
Brief Summary and key points of your area of good practice (no more than 500 words) 
 

Significant Event Audit meetings have been successfully run at Rainbows since 2015. 
Significant Event Audit is a structured approach to reviewing an identified significant event or 
incident which may have been positive or where things may have gone wrong and practice 
could have better, in order to establish why the event occurred, what can be learned from 
the incident and what can be changed or done differently in the future to prevent or reduce 
similar incidents happening in the future.  
SEA adopts a team based approach to reviewing the incident, with those involved coming 
together to discuss, find solutions and take actions forward. 
The process encourages ownership and takes a no blame learning organisation approach to 
incidents. It has been used to review many different incidents which have included 
medication errors and near misses, challenging situations, compassion extubation and 
emergency responses, tissue viability care and availability of controlled medications. 
The meetings have included families and external professionals as well as member of 
Rainbows care team and the wider organisation as appropriate. This has helped us to work 
in a truly multi-disciplinary way, being open and honest to meet the duty of candour and 
develop a Just Culture at Rainbows. 
 
Project Lead Name: Anne-Marie Murkett 
Email address: annemarie.murkett@rainbows.co.uk 
Organisation: Rainbows Hospice for Children and Young People 
Organisations project relevant to 
(please tick all that apply)  

Any setting where incidents occur and learning happens 
as a result. 

NQICAN regional network (if 
applicable) – delete as appropriate: 

East Midlands Clinical Audit Support Network 
(EMCASNet) 

Do you have approval from your 
Trust to share your project in the 
public domain? 

√ Yes     

 



Registered Charity Number: 1014051  

rainbows.co.uk

Signifi cant Event Audit at Rainbows Children’s Hospice - a new way to review incidents
Anne-Marie Murkett, Lead Nurse and Tracy Ruthven, Director, Clinical Audit Support Centre

Signifi cant Event Audit at Rainbows Children’s Hospice – a case study

What is Signifi cant Event Audit (SEA)?

A process in which individual episodes (when there 
has been a signifi cant occurrence either benefi cial 
or deleterious) are analysed in a systematic way to 

ascertain what can be learnt about the overall quality 
of care, and to indicate changes that might lead to 

future improvements (Professor Mike Pringle, 1997)

Types of incidents Rainbows review

Near miss incidents
Medication incidents

Deprivation of Liberty issues
Tissue viability issues

Managing challenging situations
Compassionate extubation and MDT working

Celebrating best care in exceptional circumstances
Whistle blowing

What are the benefits of SEA?

Rainbows constantly evaluate the SEA 
process in the organisation, a selection of 

the feedback is provided:
“We all got the opportunity to have  a group 
meeting to be able to put all points across” 

(Staff )
“Well organised and respectful meeting” 

(External provider)
“To hear both sides of the argument and 
the SEA process is a good way to review 

incidents” (Parent)

What others say about Rainbows Signifi cant Event Audit Process

“…Following the review of the death of [child’s name] panel members are asked to highlight areas of good practice/service provision. The information presented to panel outlined that Rainbows had 
provided signifi cant support for family members under very challenging circumstances. The panel members wish to acknowledge the involvement of staff  in these challenging circumstances and 

asked that this be formally noted” (Child Death Overview Panel: SEA was used following the family stay)

“…All staff  involved were invited to attend meetings along with parents/young people and used to examine the situation to see what could be learned for future reference.” 
(Care Quality Commission, Rainbows received an overall Outstanding rating and Good for the Safety domain)

Rainbows were trained in Signifi cant Event Audit Methodology by the Clinical Audit Support Centre Limited. To fi nd out more please visit www.clinicalauditsupport.com 

Step 1
 Awareness and prioritisation 

of a signifi cant event

Young person was admitted for end of life care. A syringe 
driver was inserted to manage her pain. Her pain was up and 
down as noted by her pain score in the days leading up to her 

death. In order to manage her pain advised to give regular 
breakthrough doses of Midazolam and Diamorphine. She 

required large doses. Her driver medication was increased on 
a Sunday am and it was then noted that there would not be 

enough stock medication to do the change of driver 24 hours 
later. Diffi  culties sourcing medication. 19 pharmacies, local 
hospitals and on call doctor contacted. Eventually located 

some a distance away and a nurse drove to collect 

Step 2
 Information gathering

This stage took place as soon as possible after the 
incident was reported. Members of Rainbows Care Team 
were responsible for collecting relevant information. This 

ensured a timely and accurate response from those 
involved. 

Care team notes and testimony from staff  were available 
for the meeting. This included a chronology of events, her 

drug card and syringe driver check sheet.

Step 3
The facilitated team based meeting

“What happened” and chronology were prepared by 
Rainbows Lead Nurse who acted as the SEA facilitator. 

Given the circumstances, the young person’s family were 
not invited to attend the meeting, but ordinarily patient and 

family attendance is encouraged and supported.
All staff  involved in the incident invited to the meeting, 

including the Clinical Nurse Specialist for palliative care to 
contribute to the learning and action planning for the future. 
“What happened” and chronology of events / medication 

doses read out at the meeting

Step 5
 Agree, implement and monitor change

The team discussed what had been learned from the 
event and what might be done diff erently in the future. 
The team agreed that improvements were needed in a 
system to monitor stock meds and re-order in a timely 

way. It is much easier to organise anything on a week day! 
Expect the unexpected – the young person was expected 

to die, but we still needed to plan to manage her pain 
and care ongoing. Question medical advice re symptom 

management. An increased syringe driver dose may have 
given better pain management than breakthrough doses. 
Additional training on symptom management and syringe 

drivers delivered to staff  during 10@10 sessions.

Step 4
 Analysis of the signifi cant event

The main purpose of the meeting was to provide a 
forum to review/discuss signifi cant events. The team 
were invited to discuss why the incident happened. 

What contributed to the incident occurring? What were 
the main and underlying reasons that the incident 

occurred? The team present were asked to consider 
planning and prioritisation by staff , the lack of a system 

or the failure of a system. The facilitator encouraged 
those present to dig deep and avoid superfi cial causes.

Step 7
Report, share and review

Rainbows share learning from their incidents across the 
organisation and where appropriate with other agencies. 

Rainbows work hard to involve parents and carers in the SEA 
process and they provide full feedback to families involved.

Rainbows have also shared their SEA processes and 
documentation within the hospice community.

Step 6
 Write it up

Rainbows has a standard format that is followed to 
write up each SEA. This report is anonymised and is 

available for all staff to read. This case study followed 
the SEA standard format with the report findings and 

key learning disseminated widely.

Members of the meeting delivered key learning to the 
staff via 10@10 meetings. 

Staff , especially nurses and AHPs were encouraged to 
complete a refl ection following each event.



 

 
 

Sharing Your Clinical Audit & other QI Successes – Submission form 
 

Title:  Our Quality Improvement Journey (Ref 2 Changes in Approach Finalist) 

 

Brief Summary and key points of your area of good practice (no more than 500 words) 
 

The Quality Improvement (QI) Team at Devon Partnership NHS Trust (DPT) have been 
working hard to blend audit and evidence based practice with QI and making people aware 
that clinical audit is a QI tool! Together we have mapped our improvements, good practice 
and successes onto an infographic (attached). Some of the achievements we have made 
are highlighted below: 
 

- We have restructured our Clinical Effectiveness and Assurance Group meeting to 
ensure dedicated time is given to audit 

- Quality Improvement including Clinical Audit is now reported to the Trust Board   
- We have restructured our Quality Improvement (inc. Clinical Audit) Programme (QI-

CA-P) in line with Healthcare Quality Improvement Partnership (HQIP) guidelines.  
- Ongoing redesign of the QI-CA-P  
- We have redesigned the QI pages within DPTs intranet to include Clinical Audit 

processes and resources  
- We now have a registration form process for all QI projects and Clinical Audits 
- We now produce local in-house reports for National Audits to enable teams to create 

timely improvement plans  
- We have developed a Clinical Audit Resource Pack (along with other audit resources) 

filled with QI methodology 
- We have redesigned our NICE Tracker database to include all audits that are 

identified as a result of any new / updated guidance published 
- We promoted QI within #CAAW18 and to promote the link between audit and 

improvement this year we are rebranding this week as #QICAAW19! 
- We provide different levels of QI team support such as face-to-face coaching and 

formal training 
- We have been awarded with the ‘Excellence in Patient Safety and Improvement – 

Blending Audit with QI’ by the South of England Mental Health Collaborative 
- We are piloting new processes for the completion of National Audits 

 

Project Lead Name: Helen Hanks and Leanne Latchem 

Email address: 
 

hhanks@nhs.net  
leanne.latchem@nhs.net 

Organisation: Devon Partnership NHS Trust 

Organisations project relevant to 
(please tick all that apply)  

x Mental Health   
 

NQICAN regional network (if 
applicable) – delete as appropriate: 

South West Audit Network (SWANs) 
 

Do you have approval from your 
Trust to share your project in the 
public domain? 

x  Yes     

 

mailto:hhanks@nhs.net
mailto:leanne.latchem@nhs.net


  

 

 

 

Our Clinical Audit & NICE journey so far! 
 

  



 

 
 

Sharing Your Clinical Audit & other QI Successes – Submission form 
 
Title: Sharing Successes in Clinical Audit: Using infographic posters to disseminate audit 
results and support the implementation of actions in an easy-to-read-format (Ref 3 Change in 
Approach Finalist) 
 
Brief Summary and key points of your area of good practice (no more than 500 words) 
 

Many national audits for mental health trusts produce infographic posters in order to 
disseminate key messages.  Following discussions at Coventry & Warwickshire Partnership 
NHS Trust it was agreed that infographic posters would be produced locally, alongside 
traditional audit reports, to disseminate audit findings and to try to appeal to a larger 
audience.  Spreading the learning from clinical audit projects to as many staff members as 
possible. 
 
Over the last quarter we have produced a number of infographic posters (examples 
attached) which teams are using to share good practice and highlight if areas for 
improvement have been identified, in an easy to read and digest format.   
 
The infographic posters have been discussed at team meetings, directorate safety and 
quality forums and displayed in clinical areas. The posters have also been enlarged for use 
in the Trust Clinical Audit Competition.  Posters can be shared with patients and carers to 
provide assurance of good patient care and to demonstrate how changes have been made 
to clinical practice.  
 
The infographic posters have been uploaded to the Trust intranet site so they are easily 
accessible for all staff and copies can be printed off for display where required.  This is 
particularly helpful in a Trust which covers a wide geographical area. 
 
Feedback on the posters from clinical staff has been that they prefer the posters to clinical 
audit reports; staff like the bright, clear and simple format.   
 
Clinical Audit Facilitators have enjoyed learning how to produce infographics and, although 
time consuming at first, it has not taken long to learn the basics and become confident in 
using the new software.  The team have now incorporated the production of infographics into 
their day-to-day work as the posters are proving to be invaluable in getting the key 
messages from our audit projects to front line staff.   
 
In the future we hope to demonstrate that the use of clear, attention-grabbing infographics 
following clinical audit projects improves the quality of the care we offer to our patients. 
 
Project Lead Names: Nicola Corbett, Head of Registration & Compliance 

Addi Parkinson, Clinical Audit & Compliance Facilitator 
Sarah Cutler, Clinical Audit & Compliance Facilitator 

Email address: 
 

sarah.cutler@covwarkpt.nhs.uk 

Organisation: 
 

Coventry & Warwickshire Partnership NHS Trust 



 
Organisations project relevant 
to (please tick all that apply)  

Community  Mental health   

 
All  

NQICAN regional network (if 
applicable) – delete as 
appropriate: 

West Midlands Effectiveness & Audit Network (MEAN) 

 

Do you have approval from 
your Trust to share your 
project in the public domain? 

Yes     

 





 

 
 

Sharing Your Clinical Audit & other QI Successes – Submission form 
 
Title: Improving Governance for National Clinical Audit & NICE guideline reviews (Ref 4 
Changes in Approach Finalist) 
 
Brief Summary and key points of your area of good practice (no more than 500 words) 
 

WHY 
The process for how National Audit (NA) Reports and NICE guidance was reviewed was not 
consistent, robust or well monitored. The Board did not have assurance of the Trust position in 
relation to these items.  Following a review of a NA report, an action plan may have been submitted 
but with no/very little monitoring of the actions. 
 
HOW 
PDSA cycles - The NA report process was amended, first the reports were submitted to the Quality 
Governance Group QGG (sub Board) for delegation and requesting a review. However at that time 
the tracking of these was not good and the quality of the reviews not consistent. 
 
We made changes in each PDSA cycle over a period of time. 
 
Ownership 
The QGG Chair (Medical Director) reviews trackers at the start of the meeting to ensure all are aware 
of what is expected and due next month. 
 
The Associate Medical Director (AMD) is now accountable for the review being presented at the 
QGG. 
  
The review goes to the Business Group Quality Board (BGQB) for approval before the QGG to 
provide assurance. 
 
Review 
Review forms have been amended several times to make them more user friendly and to provide a 
concise review to provide assurance.  The Clinical Audit (CA) team ensure reviews have a completed 
action plan; the action has an owner and a date. We are still working on making the actions smarter, 
delivering feedback and guidance to the reviewer. 
 
NICE reviews include which forum or group will monitor the actions. 
 
Monitoring 
Introduced an NA tracker and NICE tracker to show the BGQB and QGG which reviews were due 
and those deferred, highlighting deferred reviews enabled the MD to hold the AMD to account. The 
tracker increased awareness and ownership. 
 
A monthly report to QGG of any NA outstanding actions. 
 
Software 
The current CA software has helped to provide the transparency of reviews and assurance levels. 
Actions to undertake the review are captured and actions following review are captured and 
monitored 
Evidence is uploaded 
 
 
 



 
Result 
Improved quality of reviews 
More timely reviews (still a work in progress) 
Provided assurance of reviews and appropriate actions 
Improved visibility of the Trust position against guidance.  
 
In addition 
As we have embedded this process we are now able to add to the review programme guidance 
published prior to the process being introduced and all guidance will be reviewed 3 yearly if no 
updates have been issued by NICE 
 

The clinical audit facilitators attend the monthly business group quality boards to ensure; 

 Local and national audit progress is discussed  

 Audits with risk are highlighted and if appropriate will be added to QGG report 

 NA reviews are included on the agenda for approval 

 NICE reviews are included on the agenda for approval 

 NA & NICE trackers are updated accordingly. 
 

Project outcome 
This has been very successful in improving the assurance given to the QGG, in providing 
transparency of the Trust position and in making the process more robust. I am sure it will continue to 
evolve. 
 
Project Lead Name: Deborah Kershaw on behalf of the Clinical Audit & 

Outcomes Team 
 

Email address: 
 

Deborah.kershaw@stockport.nhs.uk 

Organisation: 
 

Stockport NHS FT 

Organisations project relevant to 
(please tick all that apply)  
 

  Acute               
 

All 
NQICAN regional network (if 
applicable) – delete as appropriate: 

Greater Manchester Clinical Audit Network (GMCAN) 

Do you have approval from your 
Trust to share your project in the 
public domain? 

Yes 

 



Improving Governance for National Clinical Audit & NICE 
guideline reviews at Stockport NHS FT 

Aim 
Introduce a robust process so that a subcommittee of the board has assurance that reports are 
reviewed, compliance levels understood, concerns known and appropriate actions in place and 
monitored 

Why 

NICE guidance 
Previously issued for compliance level however no 
monitoring of completion. 
Concern 
• Poor level of completion 
• No assurance of level of review  
• No monitoring of actions being taken to address 

National Audit 
Reports on sub board agenda to 
delegate out to clinical speciality leads 
for review within speciality 
Concern 
• no formal feedback to board. 
• Action plans to CA team not always 

robust 

How 
From April 2018 NICE monitoring moved to clinical audit team. 
• Used CA software to capture guidance and audits 
• Introduced two similar templates for clinicians review 
• Used a PDSA approach 
• Templates have evolved following user feedback to keep making them smarter 
 

• Tracker submitted to QGG to show 
progress and drive timely review 

Current 
Situation 

• Tracker of due and deferred reviews to BGQB & QGG is included on agendas  
• Medical director holding people to account for review being undertaken  
• Trust Position now known – monthly report of any overdue actions for NAs 
• Associate Medical Director accountable for reporting back on reviews 
• If QGG not assured by review then date logged for further update  

Next 
Steps 

• Train clinicians to complete review direct into software 
• Avoid duplication of effort. 
• Improve actions making them SMARTer 
• Ongoing review of review process 

Process 

• Completed review sent to CA team for quality check 
• Submitted to Business Group Quality Board Agenda for Approval 
• Then to sub board committee for Assurance that review has taken place, is meaningful, that 

gaps have been identified and considered, that appropriate actions are in place and that 
assurance level is agreed. 

• Review uploaded to system by CA team and actions added to system for tracking and 
reporting 

Achievement 
• Improved Process, Visibility of progress 
• Board more assured with review process and compliance levels 
• Increased ownership and accountability 

SNHSFT Clinical Audit & Outcomes team 
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