SHARING SUCCESSES
Finalists - Clinical Audit & other QI
Vote for your favourite during #CAAW19 (25th-27th Nov)
@nqican, http://nqican.org.uk/ & http://forum.nqican.org.uk/

1. Multifaceted approach to improve care of oncology inpatients with stage 2/3 acute kidney
injury: A quality improvement project.
The Christie NHS Foundation Trust
2. Improving communication in the Emergency Department: A quality improvement project
focusing on structured patient handovers to enhance patient care
Barts Health NHS Trust
3. It’s Still Great Care To Be Sat In A Chair: Delivering a High Quality Emergency Care
Service via an Ambulatory Majors Setting.
Portsmouth Hospitals NHS Trust
4. Chronic Obstructive Pulmonary Disease (COPD) – using clinical audit data to drive local
quality improvement
Kingston Hospital NHS Foundation Trust
5. Gut Steps- Strategies And Tools To Enhance Patient Safety In Necrotizing Enterocolitis
(Nec)- A Quality Improvement (QI) Initiative
West Hertfordshire NHS Trust
6. On The Right Trach: tracheostomy safety project, our journey to improve tracheostomy
care in our Trust
Birmingham Community Healthcare NHS Foundation Trust
7. Clinical audit of the use of Dexamethasone
London Ambulance Service NHS Trust
8. Re-audit of Post-operative Caesarean Section (CS) Observations and introduction of
updated Modified Early (Obstetric) Warning System (ME(O)WS) chart
Poole Hospital NHS Foundation Trust

Winning team will receive £250 prize towards improving patient
experience

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.
If you would like to vote for your favourite please click on the link below:
https://secure.crtviewpoint.com/Online/Survey/709fedc9-203a-4506-9f9d2c6700fe17b3

The vote is open until Midnight on 27th November. Winning will be announced on
twitter @nqican at 1pm on Thursday 28th 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

Sharing Your Clinical Audit & other QI Successes – Submission form
Title: Multifaceted approach to improve care of oncology inpatients with stage 2/3 acute
kidney injury: A quality improvement project (Ref 1 Clinical Audit & other QI Finalist)
Brief Summary and key points of your area of good practice (no more than 500 words)
Acute kidney injury (AKI) is a common complication among oncology patients and results in
significant morbidity and mortality.
Baseline data on the quality of AKI care for patients who developed stage 2 and 3 AKI was obtained
before (August 2017) and after (January 2019) following a 2-year implementation of interventions,
including




Introduction of a dedicated AKI team comprising of 1 acute physician and specialist AKI
nurse(s).
Training and education amongst healthcare staff via AKI awareness week, development of a
tailored AKI proforma, educational posters and e-learning resources.
Electronic system optimisation enabling live detection of stage 2/3 AKI development in
patients by AKI team, allowing the mandating of AKI care bundles remotely that can be
completed by ward staff.

Main outcomes assessed were improved rapid assessment of AKI and increased consistency in
clinical review, notably for medications and senior review within 12 hours. The average length of
hospital stay was 6 days lower in latter audit sample.
Improvement activity is ongoing with online dashboards to monitor progress over time.
Project Lead Name:

Dr Tamer Al’Sayed

Email address:

Tamer.Alsayed@christie.nhs.uk

Organisation:

The Christie NHS Foundation Trust

Organisations project relevant to
(please tick all that apply)

 Acute

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

Multifaceted approach to improve care of oncology
inpatients with stage 2/3 acute kidney injury:
A quality improvement project.
Zhong Wei Khor1,2, Tamer Al-Sayed2, Joanne Woolley2, Aisling Walsh2, Katerina Pearson2, Alexander Garbett2
1. Ninewells Hospital, NHS Tayside
2. The Christie Hospital, The Christie NHS Foundation Trust

INTRODUCTION
Acute kidney injury (AKI) is a common complication among oncology patients as they often have complex disease processes, multiple comorbidities and receive a wide variety of systemic therapy 1. Incidence rates of up to 30% over 5 years have been noted in oncology
patients with increased rates seen in renal cancer, myeloma and leukemia 2. AKI results in significant morbidity and mortality, and has
significant cost implications to the health service3. While up to a third of these episodes are thought to be preventable, good quality care
for AKI patients remain difficult to achieve in the hospital setting 4.
This study is set in the Christie hospital - one of the largest cancer treatment center in Europe, treating more than 44,000 cancer patients a
year. This quality improvement project aims to develop a multifaceted approach to enhance care and improve outcomes for cancer
inpatients with stage 2 and 3 AKI.

METHOD
Oncology inpatients with stage 2 or 3 AKI (as defined by the KDIGO AKIN criteria (Acute Kidney Injury Network)5) were
assessed in this study. Baseline data on patient demographics and the quality of AKI care were gathered using electronic
databases and patients physical case notes. These data were obtained and analyzed before (August 2017) and after
(January 2019) a 2-year implementation duration of multifaceted interventions, which include:

Specialist AKI Team
•
•

Introduction of a dedicated AKI team
comprising of 1 acute physician and
2 specialist AKI nurses.
Roles include assessing AKI
inpatients and alerting the oncology
team when patients are at risk for
developing significant AKI.

Electronic System

Education and Training
•

•

Training and education amongst
healthcare staff via AKI awareness
week, educational posters and elearning resources.
Development of a tailored AKI care
bundle.

•

Electronic system optimisation
enabling live detection of stage 2/3
AKI development in patients by AKI
team, allowing the mandating of AKI
care bundles remotely that must be
completed by ward staff.

Main outcomes assessed were improved rapid assessment of AKI, increased consistency in clinical review and reduction in
length of hospital stay.

RESULTS
Significant improvement in AKI care quality has been observed post intervention, summarised in the table below.
August/September 2017

Jan/Feb 2019

No of patients with AKI 2/3

40

24

Was AKI risk recognition bundle used

32.5%

75%

Was an AKI risk assessment undertaken within 24 hours?

62.5%

70.8%

Was an assessment made and a conclusion recorded for
the patient fluid status within 24 hours?

75%

91.7%

Was the patient reviewed by a senior doctor within 12
hours of the beginning of this episode of care?

67.5%

95.8%

Was the patient’s medication reviewed either before or
immediately after AKI detected?

60%

91.7%

Length of stay

18.5 days

11.2 days

CONCLUSION
A holistic personalized approached to medical management of the acutely unwell oncology patient is the holy grail of good
patient centric care. Embedding high quality patient safety at the front door necessitates close co-ordination by a fully
functional multi-professional team in the clinical and non-clinical settings. Our novel initiative has shown a demonstrable
impact on meaningful patient outcomes. Prospective longitudinal data collection and assimilation will assess long term
sustainability of this positive change. This model is financially feasible and readily replicable.
References:
1. Lam AQ, Humphreys BD. Onco-nephrology: AKI in the cancer patient. Clin J Am Soc Nephrol. 2012;7(10):1692–1700. doi:10.2215/CJN.03140312
2. Christiansen CF, Johansen MB, Langeberg WJ, Fryzek JP, Sørensen HT: Incidence of acute kidney injury in cancer patients: A Danish population-based cohort study. Eur J Intern Med 22: 399–406, 2011
3. Sterwart J , Findlay G , Smith N , et al . Acute kidney injury: adding insult to injury. Natl Confid Enq into Patient Outcomes Death 2009:1–22.
4. Chertow GM, Burdick E, Honour M et al. Acute kidney injury, mortality, length of stay, and costs in hospitalized patients. J Am Soc Nephrol 2005;16:3365–70.
5. KDIGO Clinical Practice Guideline for Acute Kidney Injury. Kidney Int Suppl. 2012;2(1):1–138.

Sharing Your Clinical Audit & other QI Successes – Submission form
Title: Improving communication in the Emergency Department: A quality improvement project
focusing on structured patient handovers to enhance patient care (Ref 2 Clinical Audit & other
QI Finalist)
Brief Summary and key points of your area of good practice (no more than 500 words)
Aims/Objectives/Background
Inadequate handover between clinical staff is a major preventable cause of patient harm. Root cause
analysis of actual patient harm in our emergency department (ED) has highlighted poor handover
when patients are 'stepped down' from the resuscitation suite to majors. This study was led by ED
foundation doctors and employed quality improvement (QI) methodology to investigate and enhance
the safety of handovers. Our SMART aim was to improve the proportion of ‘safe’ handovers
occurring by 25% over a 3 month period.
Methods/Design
This study involved three Plan-Do-Study-Act (PDSA) cycles, each lasting four weeks. A standardised
survey form was used to interview nurses and evaluate the safety, structure and content of handover
received. Two interviewers conducted between 27 and 29 interviews during each cycle. Cycle 1
investigated current handover culture. Cycle 2 aimed to improve handover through awareness and
education. Cycle 3 utilised opinion leaders, 'SBAR Champions' and development of a written
handover form in order to formalise the handover process.
Results/Conclusions
Alarmingly, our first cycle found only 13/27 (48%) of transfers were accompanied by a 'safe'
handover. Following intervention this improved to 18/28 (64%) in Cycle 2 and 21/29 (72%) in Cycle 3
(see Fig. 1 poster). The proportion of non-existent handovers remained unchanged (26-29%) in each
cycle (Table 1 poster). An SBAR structured handover was employed in only 6/27 (22%) of transfers
in Cycle 1. This increased significantly to 19/29 (66%) in Cycle 3. The content of handovers improved
(Fig. 2 poster); in particular A-E assessments became regularly handed over.
This project highlighted an unsafe but accepted culture of inadequate handover in our ED. We
sought to change this culture by consulting a wide range of stakeholders and initiating simple, but
repetitive and multifaceted interventions. Handovers improved in safety, quality and content but not in
quantity. Investigation of the consistent 'missing handovers' found nurses transferring patients to
wards were physically unavailable to receive handovers, which we hope to address in future cycles.
Sustainability
This project will be handed over to future foundation doctors with the aim to expand the project to
include ED-Ward handovers. An ED consultant lead will ensure project continuity.
Project Lead Name:
Email address:
Organisation:
Organisations project relevant to (please tick
all that apply)
NQICAN regional network (if applicable) –
delete as appropriate:
Do you have approval from your Trust to
share your project in the public domain?

William Flynn
w.flynn@nhs.net
Barts Health NHS Trust
x Acute
London QI-CAN
Yes

Handovers in the ED
Dr William Flynn, Dr Eliza Lefroy

Why: A patient’s journey through the Emergency Department (ED) may involve multiple
transfers between clinical teams. Each transition of care should be accompanied by a
structured handover between staff and is recommended by NICE Guidelines1. Failure to do so

Transitions of care in Whipps Cross ED

can compromise safety, quality and the patient’s experience of health care2. Poor handover is a
major preventable cause of patient harm, and often due to the human factors of poor
communication and systemic error3. We focus on these factors in the context of high risk handovers
that occur when patients are stepped down from an area of high intensity care in the resuscitation
suite (resus) to an area of lower intensity care in majors. For these often acutely unwell patients

an effective handover is crucial. This project was initiated in January 2019 following failures in
this handover process which have resulted in patient harm.

Aim: For 60% of patient transfers from the resuscitation suite to majors
to be accompanied by a ‘safe’ handover by April 2019
Primary Drivers

Change Ideas

Secondary Drivers

Protocolisation of handover process
Standardised SBAR handover form

Practicalities

Iterative feedback on interventions

More handovers

SBAR 'Champions'

Presenting guidlines and problem in
poster and oral form

Awareness

'Signed for' handovers

Improving content

MDT stakeholder engagement

Motivation

Recruiting opinion leaders

Highlight examples and consequences
of good and poor handovers

Knowledge

Better structure

Distributing QIP results

Skills

Educational SBAR 'Theme of the week'
meetings

Educational material - posters, cards,
Results:
handover forms

Measures: Data was collected using a standardized survey form to interview nurses receiving
care of patients stepped down from resus to majors. This survey was designed to identify:
Outcome measures:
• Occurrence of ‘safe’ handover as rated by nurse receiving care of patient
Process measures:
• Whether any handover was received
• If an SBAR format was employed
• Which components of SBAR were handed over
• Nurse’s thoughts on how the handover could be improved
PDSA Cycles:
Each cycle consisted of data collected continuously over a 4 week period.
• Cycle 1: baseline data collection
• Cycle 2: interventions aimed to improve staff awareness, knowledge, and skills. This
included dissemination of Cycle 1 results, best practice guidelines, highlighting examples of
good and bad practice, educational SBAR sessions and recruiting opinion leaders. Posters
and handover meeting reminders were employed to distribute education information.
• Cycle 3: interventions aimed to tackle practical challenges and enhance staff motivation.
This involved protocolisation of the handover process and introduction of a written
handover checklist/form. This underwent a week-long MDT wide consultation to
streamline the final form and maximize engagement with stakeholders. Handover was
encouraged to be a formal process requiring a signature. ‘SBAR Champions’ were
nominated in the department as a source of continual reminders of best practice.

Handover content by SBAR component*
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Cycle 1
(n=27)

74% (20)

48% (13)
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Cycle 2
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Cycle 3
(n=29)

72% (21)

72% (21)

66% (19)

60% target
Weekly
average

20
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Cycle 3

Results
Outcome measure: the percentage of
transfers with safe handovers has improved
with each monthly cycle. This reached 72% in
March, surpassing the 60% target level set.
Process measures:
• There remains a proportion of cases
where no handover occurs (24-29%)
• The content of handovers has greatly
improved. In particular A-E assessments
are now being regularly handed over.
• More handovers are employing an SBAR
structure

10

January average 48%

February average 64%

March average 72%

0
C1W1 C1W2 C1W3 C1W4 C2W1 C2W2 C2W3 C2W4 C3W1 C3W2 C3W3 C3W4

*S (Presenting complaint), B (Diagnosis / Impression), A (A-E Assessment), R (Ongoing plan)
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Discussion / Lessons learnt
• Overall, the safety of handovers has improved. This may be because handovers are more
detailed and more often employ an SBAR structure.
• We believe this change is due to a culture shift in the department resulting from a
persistent, repetitive and multifaceted approach to intervention.
• The consistent proportion of missing handovers suggests systemic error. Clinical
observation and interview has revealed many of these cases occur when nurses leave ED
to escort patients to wards and are therefore unavailable for handover. Definitive
protocols to address this commonly occurring scenario need development.
Sustainability: This project will be handed over to colleagues with the aim to expand to
improve handovers elsewhere, for example from ED to ward transfers. We hope adoption of
clear protocols and further training will continue to improve the handover process.
Financial analysis: The financial impact of avoiding patient harm through better handover is
likely to outweigh any printing/educational costs of expanding this project.

Sharing Your Clinical Audit & other QI Successes – Submission form
Title: It’s Still Great Care To Be Sat In A Chair: Delivering a High Quality Emergency Care
Service via an Ambulatory Majors Setting. (Ref 3 Clinical Audit & other QI Finalist)
Brief Summary and key points of your area of good practice (no more than 500 words)
Medically unwell patients who self present to the ED and require Pitstop assessment are required to
wait in the waiting room unobserved until a space is available.
Ambulance patients are often allocated a trolley care space even if they are ambulant due to a bias
towards their mode of arrival.
Data was collected to support this and the reports of serious events as a result of remaining in the
waiting room were looked at.
We felt that there needed to be parity between patients who walk into the department and those
whom arrive by ambulance.
Significant numbers of patients were identified as not requiring a trolley regardless of their mode of
arrival
Bench marking other hospitals identified the concept of ambulatory majors which we chose to use as
a basis for this project.
Our aim was to reduce the time that Majors patients were in the waiting room.
An area in the department was converted from a mixed trolley/chair space to a fully chair based
model, providing 2 additional spaces.
Through staff and patient feedback along with rapid PDSA cycles initial findings showed a significant
reduction in the time Majors patients who self present spent in the waiting room before being
transferred to a care space and more patients were seen and managed through Ambulatory Majors
than the previous trolley/chair configuration.
Our key points of good practice were:
 Team engagement and ‘owning’ change in our department
 Planning prior to implementation
 Pretesting communication across multiple formats
 Keeping an open dialogue with staff/patients and acting on feedback in real time – rapid
PDSA cycles
 1:1 coaching support in the early phase of implementation
 Role modelling of the process by senior team
 Huddles on a regular basis throughout the day
 Making dissenters our champions
 Remembering to have fun
Project Lead Name:
Email address:
Organisation:
Organisations project relevant to (please
tick all that apply)
NQICAN regional network (if applicable)
– delete as appropriate:
Do you have approval from your Trust to
share your project in the public domain?

Sarah Herbert and Beverley Watson
Sarah.herbert@porthosp.nhs.uk
Portsmouth Hospitals NHS Trust
Acute
South Central Clinical Audit Network (SCCAN)
Yes

Its Still Great Care To Be Sat In A Chair: Delivering a High Quality
Emergency Care Service via an Ambulatory Majors Setting
Dr Sarah Herbert: Consultant in Emergency Medicine, Beverley Watson: Quality Improvement Lead, Dr Eliot Wilkinson: Clinical Director, Bethan
Hutton: Matron, Janyne Frazer: Emergency Nurse Practitioner.
There are no conflicts of interest and ethical approval was not required for this piece of work. We would, however, like to acknowledge: Urgent Care group & Divisional Leadership, The Emergency Care Improvement Steering
group, ED Clinical Teams, ED Management Team, QI Team and 2020 delivery for their analytical support

Context
This project was undertaken in the Emergency Department (ED) of one of the largest DGH’s in the UK.
The team consisted of an MDT from within the ED, led by the Clinical Director, Consultant QI lead, Matron and QI Lead for
Urgent Care.
The project was focused on reducing the wait for assessment and treatment of majors patients who did not require trolley based
care. The group met weekly to plan the project and during the first phase undertook daily PDSA huddles based in the Ambulatory
Majors area. Staff and patient feedback was gathered on a shift by shift basis.

Problem : assessment and analysis
Medically unwell patients who self
present to the ED and require Pitstop
assessment are required to wait in the
waiting room unobserved until a space
is available.
Ambulance patients are often allocated
a trolley care space even if they are
ambulant due to a bias towards their
mode of arrival.
Data was collected to support this and
the reports of serious events as a result
of remaining in the waiting room were
looked at.
We felt that there needed to be parity
between patients who walk into the
department and those whom arrive by
ambulance.
Significant numbers of patients were
identified as not requiring a trolley
regardless of their mode of arrival
Bench marking other hospitals identified
the concept of an ambulatory majors
which we chose to use as a basis for this
project.
Our aim was to reduce the time that
Majors patients were in the waiting
room

Intervention
Majors area (B) was converted from a mixed trolley/chair space for 10 patients to a fully chair based
model with 2 additional spaces, totalling 12. The pilot was actioned within the current confines of the
estate. Small works were only ordered upon successful completion of the trial period. No process
change was undertaken with patients still passing through Pitstop, in phase1of the trial.
Strategy for Change

RAPID CYCLE PDSA
Chair layout
Chair layout
Huddles
Coaching to model
Use of bays
Labelling on Oceano
Addition to escalation policy
Re communicate model
Embed into roles & responsibilities of EPIC &
NIC

Patient engagement: Patient feedback was sought throughout the trial and they were actively
involved in the configuration of the chairs in Ambulatory majors. A few examples of feedback
are listed below:
Satisfaction
Score

Effects of Change
Direct impact of the
change was twofold
achieving the initial aim of
the project.
With initial findings
showing a significant
reduction in the time
Majors patients who self
present spent in the
waiting room before being
transferred to a care
space. Along side this
more patients were seen
and managed through
Ambulatory Majors than
the previous trolley/chair
configuration.

What could we improve?

staff were courteous& helpful. Drinks offered
Take bloods more quickly
regularly
Reduce the waiting time
Staff constantly attentive

5

Staff were helpful & kind

Chairs are sweaty, become uncomfortable

5

Lovely staff, Great care

Waiting so long to see a Dr

5
5
5
4

Measurement of Improvement
Data was pulled from the ED system Oceano during the trial
period and measured against comparative weeks

What went well?

5

Long time to wait, although staff are working
More staff and increased NHS funding
hard
Obs & tests in reasonable time. Preferred
the seated area and felt more visible to
nurses
Something on the wall
Quick & efficient

Comments/ suggestions
Need to improve seating

Keep patients updates more regularly

You responded to the poor seating and
spread the chairs out
nothing

Lessons learnt and what is next
The challenge throughout the pilot was to embed the model of pulling
patients into Ambulatory Majors, which required high levels of coaching
support from the QI lead and daily reinforcement from the project &
leadership teams.
We learnt to:
• Spend time undertaking carefully planning
• Ensure pre testing communication across multiple formats
• Keep an open dialogue with staff
• 1:1 coaching support during early phases helps to embed the processes
• Respond to staff feedback in real time
• Role modelling from senior team is important
• Test, Test, Test
Our next step is to focus on flow throughout other areas of the department

Messages for others
• Encourage all members of the team to participate with suggesting change,
planning and implementation
• Make dissenters your champions
• Test, test, test
• Remember to have Fun

Sharing Your Clinical Audit & other QI Successes – Submission form

Title: Chronic Obstructive Pulmonary Disease (COPD) – using clinical audit data to drive local
quality improvement (Ref 4 Clinical Audit & other QI Finalist)
Brief Summary and key points of your area of good practice (no more than 500 words)

COPD is a very common condition affecting approximately 2% of the population and is associated
with a high burden of symptoms and healthcare needs. It costs the NHS £1.9 billion per year and
exacerbations account for up to 10% of the acute medical take. A number of simple interventions in
this patient population have a strong evidence base for improving clinical outcomes and preventing
hospital readmissions.
In 2017, the National COPD Audit started to report against the best practice tariff. The results of
which did not make easy reading for staff at Kingston Hospital. Action was needed, and with the
strong clinical leadership and commitment from the Executive Team and a well scoped quality
Improvement project (QIP), work commenced.
The QIP used effective QI methodology and PDSA cycles to ensure progress was being made and
reported into the Trust’s Quality Committee reporting structure to ensure visibility of progress to all.
Goal of the Quality Improvement Project:
To meet the audit standards and achieve BPT by meeting 60% for the achievement of both the
following criteria:
• Respiratory specialist review within 24 hrs of admission, AND
• Issued with a COPD discharge bundle
Latest performance:
 A period of sustained improvement in BPT attainment has been achieved since Oct-18.
 The BPT target of 60% has been achieved for last 3 quarters (Q4, 2018/19, Q1, 2019/20 and Q2,
2019/20).
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Here are some of the initiatives that proved effective: Strong clinical leadership demonstrated by the consultant lead, who used the national audit data
to make the case for improvement both within the Trust and with the local CCG.
 Joint community respiratory practitioner appointed in Oct-18 with funding for post until Mar-20.
This innovative role is jointly funded by the hospital and Your Healthcare with their time split
between secondary care and the community respiratory team.
 Daily case finding is carried out for patients admitted with COPD or asthma exacerbations.
 Continuity of care is provided by the respiratory practitioner via a post exacerbation hot clinic,
home visits and during pulmonary rehabilitation.
 A weekly hot clinic for COPD patients post exacerbation helps improve follow up and reduce the
readmission rate.
 Management is optimised by a specialist at an earlier timepoint and it is ensured all interventions
proven to improve outcomes are performed.
These improvements are impressive; however the Trust aims to improve further. Our next steps
include: Improving the discharge process further by introducing written management plans, BLF passports
and implementing telephone follow-up within 48-72 hours of discharge.
 Simplifying the referral process so that the respiratory practitioner can refer patients directly to the
hot clinic.
 Implementing an in-reach service into A&E.
 Implementing metrics for smoking cessation and Pulmonary Rehabilitation referrals.
 To continue to meet the KPIs for length of stay and readmission rates to secure Commissioner
funding after Mar-20 for the joint community respiratory practitioner. This role is vital to sustaining
these results and improving patient care further.
Project Lead Name:
Dr Adam Loveridge
Email address:
adam.loveridge@nhs.net
Organisation:
Kingston Hospital NHS Foundation Trust
Organisations project relevant to
Acute
NQICAN regional network
London Quality Improvement (including Clinical Audit)
Network (L-QI-CAN)
Do you have approval from your
Yes
Trust to share your project in the
public domain?

Chronic Obstructive Pulmonary Disease (COPD)
– using clinical audit data to drive quality improvement
A Loveridge, E Angeles, F Icmat, J Miles, E Stevens-Tonks, F Bazari
Kingston Hospital NHS Foundation Trust, Galsworthy Road,
Kingston Upon Thames, Surrey KT2 7QB

Background

Objectives

COPD is a very common, debilitating condition that is associated
with a high burden of symptoms, healthcare needs and mortality.
Exacerbations cause irreversible step-wise decline in lung function
and account for up to 10% of the acute medical take. COPD costs
the NHS £1.9 billion per year.
A number of simple interventions in this patient population have
strong evidence for improving clinical outcomes and preventing
hospital readmissions1. Specifically:
• Smoking cessation and nicotine replacement
• Pulmonary rehabilitation
• Inhaler technique
• Controlled oxygen therapy
Historically these have been implemented very poorly with marked
geographical variation. Hence a COPD discharge bundle was
developed to improve adherence1.
A best practice tariff (BPT) was introduced in April 2017 to
financially incentivise trusts to adhere to best practice.
This quality improvement project was set up to address our poor
compliance and improve patient outcomes for this population.

For all patients admitted with an exacerbation of COPD, meet BPT
criteria by achieving 60% of both:
• Respiratory review within 24 hours
• COPD discharge bundle completed
Increase referral numbers for pulmonary rehabilitation and
smoking cessation.
Facilitate early safe discharge and reduce length of stay.

Methods
Rolling, contemporaneous audit of all admissions. This data is
nationally published as part of the RCP’s National COPD audit.
Use of QIP methodology including fishbone diagrams (Fig. 1) and
Plan, Do, Study, Act (PDSA) cycles.

Results
Figure 2.
Percentage
of patients
with an
exac. of
COPD who
were
reviewed by
respiratory
within 24
hours.

Consultant
AAU In-Reach

Respiratory
practitioner

Interventions
• Daily consultant respiratory in-reach to the Acute Assessment
Unit (allowing early specialist input)
• Proactive identification of all COPD admissions
• Junior doctor education programme
• Novel joint community respiratory practitioner post
- 50% secondary care, 50% community
• Self management plans and BLF COPD passports
• Telephone follow up at 48 hours post discharge
OT clinic for early follow
up appointments
• Weekly HOT
follow-up
Figure 1.
Fishbone
diagram of
interventions
undertaken to
address the
underlying
causes.

Figure 3.
Percentage
of patients
with an
exac. of
COPD who
had a
discharge
bundle
completed.

Results
Figure 4.
Inpatient
length of
stay for
patients
admitted
with an
exac. of
COPD.

Discussion
Simple measures that are known to improve outcomes have been
successfully instigated. The best practice tariff is now being sustainably met
with improvement in all metrics including length of stay. The novel joint
community practitioner post has allowed far better co-ordination with the
community respiratory teams and continuity of care to offset readmissions.
Reference 1. Nicholson et al. Designing and implementing a COPD care bundle. Thorax 2012;67:90-92.

Sharing Your Clinical Audit & other QI Successes – Submission form
Title: Gut Steps- Strategies And Tools To Enhance Patient Safety In Necrotizing Enterocolitis
(Nec)- A Quality Improvement (QI) Initiative (Ref 5 Clinical Audit & other QI Finalist)
Brief Summary and key points of your area of good practice (no more than 500 words)
Background:
Necrotising Enterocolitis (NEC) is a neonatal emergency mainly seen in preterm infants. It can have
devastating consequences including delayed feeding, surgery, short gut, poor growth, increased
hospital stay, delayed neurodevelopment and death. In the UK, one in 20 preterm infants < 32
weeks gestation are at risk of NEC with high mortality rates of >20%.
In 2017, our neonatal unit stood out as a negative outlier for NEC in preterm infants < 32 weeks (17.2
% vs national average of 5.6 %) in the National Neonatal Audit Programme benchmarks.
Aim:
To understand the risk factors linked to NEC and decrease the incidence of NEC at our unit by 50%
over 1 year using structured quality improvement (QI) methodology.
Methods:
Retrospective baseline data was collected for all preterms < 32 weeks gestation born in 2017
(diagnostic phase). Infants with major congenital anomalies (n=3) and those diagnosed with NEC
prior to admission to our unit (n=2) were excluded. Extrinsic risk factors such as enteral feeding
practices, relevant medication exposure, blood transfusion and sepsis were investigated. Compliance
to network-wide NEC care bundle was examined. Modifiable contributing/causative factors and
themes were identified. Appropriate QI tools were used to drive changes to decrease NEC rate.
Process changes were monitored by iterative PDSA cycles and NEC occurrences tracked using
statistical process control (SPC) charts - ‘days between NEC’ and ‘eligible infants between events’ g
charts for the next 12 months.
Results:
Of the 58 babies < 32 weeks born in 2017, 10 had NEC (17.2%). Pareto chart identified key risk
factors for NEC i.e. early initiation of formula feeds when mother’s own milk was not available,
antireflux medication and blood transfusion. Staff awareness/education sessions were held to
improve understanding of NEC related complications: antibiotic duration, prolonged parenteral
nutrition, surgery, delayed discharge and poorer developmental outcome. Good practice measures
were encouraged – less anti-reflux medication use, early breast milk expression, changes to blood
transfusion guidance. Key stakeholders were engaged including parents in these discussions.
Following QI initiatives in 2018, 3/52 babies (5.7%) had NEC. There was no significant difference in
the 2017 and 2018 groups on demographics such as gestation at birth, birthweight and gender. The
average number of NEC free days increased from 29 to 143. The average number of patients
between NEC events increased from 5.8 to 20.
Key areas of good practice:
- Intelligent reinvention and careful adaptation of evidence-based practices to local ecosystem
resulted in significant reduction in NEC rates.
- Effective use of nationally benchmarked data to drive improvements in care
- Involve frontline staff to drive changes, this will improve ownership and sustainability of any
improvements achieved
- Use of statistical process control tools enabled real time monitoring of adverse events that guided
timely actions.
- Engaging all key stakeholders including parents when discussing findings and QI work makes the

difference and results in a real change.

Project Lead(s)
Name:
Email address:

Dr S Narayanan, Neonatal Consultant
C Dawson, Neonatal nurse
Dr N Merchant, Neonatal Consultant
cnarayanan@nhs.net

Organisation:

West Hertfordshire NHS Trust

Organisations project relevant to (please
tick all that apply)
NQICAN regional network (if applicable) –
delete as appropriate:
Do you have approval from your Trust to
share your project in the public domain?

Acute
East of England Clinical Audit and NICE Network
(EECAN)
Yes
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NNAP 2018 report (2017 data)
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Aim:	
  To	
  understand	
  the	
  risk	
  factors	
  linked	
  to	
  NEC	
  and	
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  incidence	
  of	
  NEC	
  at	
  our	
  unit	
  by	
  50%	
  over	
  1	
  
year	
  (Dec’18)	
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  methodology	
  

Methods	
  

• Retrospec+ve	
  baseline	
  data	
  was	
  collected	
  	
  
• Infants	
   with	
   major	
   congenital	
   anomalies	
   (n=3)	
   or	
   with	
   prior	
  
diagnosis	
  of	
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  (n=2)	
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  excluded	
  
• Extrinsic	
  risk	
  factors:	
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• QI	
  tools	
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  to	
  drive	
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• Process	
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   monitored	
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Results
• Awareness	
   was	
   raised	
   about	
   NEC	
   related	
   complica+ons:	
   an+bio+c	
  
dura+on,	
   prolonged	
   parenteral	
   nutri+on,	
   surgery,	
   delayed	
  
discharge	
  and	
  poorer	
  developmental	
  outcome	
  
• All	
  key	
  stakeholders	
  were	
  engaged	
  including	
  parents	
  
• Following	
  QI	
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  in	
  2018,	
  3/52	
  babies	
  (5.7%)	
  had	
  NEC	
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  in	
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  on	
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  of	
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  number	
  of	
  pa+ents	
  b/w	
  events	
  increased	
  from	
  5.8	
  to	
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  For	
  Other	
  Units	
  &	
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• Intelligent	
   reinven+on	
   and	
   careful	
   adapta+on	
   of	
   evidence-‐based	
   prac+ces	
   to	
   local	
   ecosystem	
   resulted	
   in	
  
signiﬁcant	
  reduc+on	
  in	
  NEC	
  rates	
  
• Use	
   of	
   sta+s+cal	
   process	
   control	
   tools	
   enabled	
   real	
   +me	
   monitoring	
   of	
   adverse	
   events	
   that	
   guided	
   +mely	
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  It	
  is	
  now	
  important	
  to	
  scale-‐up,	
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  and	
  spread	
  ﬁndings	
  to	
  the	
  wider	
  neonatal	
  community	
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Sharing Your Clinical Audit & other QI Successes – Submission form

Title: On The Right Trach: Tracheostomy safety project, our journey to improve
tracheostomycare in our Trust (Ref 6 Clinical Audit & other QI finalist)
Brief Summary and key points of your area of good practice (no more than 500 words)
This is summary of the tracheostomy safety project, our journey to improve tracheostomy care in at
Birmingham Community Healthcare NHS Foundation Trust. This is a Quality Improvement Project, a
systematised way to analyse effort to improve quality. We used the PDSA cycle to guide us
throughout the journey which has built on work initiated in 2014 following review of the
recommendations made in the NCEPOD report ‘On the Right Trach?’
We initiated multiple Interventions including:











Introducing tracheostomy ward round template, further developed in light of new incidents
Introducing tracheostomy care documentation - more robust in light of complexity
Providing further staff training prior to launch above, comprehensive audit post 3-month
implementation and adjusted as required
Updating trust tracheostomy care policy
An extensive literature search was undertaken by multidisciplinary tracheostomy group,
looking at the care and management of patients with tracheostomies
Equipment, stock management and timely orders
Tracheostomy trolley maintenance
A dedicated band 6 with 12.5 hours a week protected time as tracheostomy specialist nurse
was provided, liaising with Altered Airway Clinical Nurse Specialist at University Hospitals
Birmingham NHS Trust
Multiple audit tools developed with the aim of using three-monthly to monitor our interventions
Developing Tracheostomy leaflet for patient and family education

This project to improve the care of patients with a tracheostomy has proven to be both rewarding and
challenging. The collaborative approach to tracheostomy care in the ward environment, through the
combined efforts of practice development and training and support, has achieved a great deal,
including widely available guidelines, laminated bedside visual prompt cards, best practice
guidelines, a comprehensive discharge letter to the community team, and a study day providing
lectures and hands-on skills stations using mannequins, equipment management, tracheostomy
monitoring and documentation and regular auditing and governance.
What started as a small scale project has grown and resulted in a comprehensive package to
educate, develop skills and empower ward nurses to provide evidence-based best practice for
patients with a tracheostomy. This collaborative and multifaceted approach to changing practice has
ensured that, despite many challenges, implementation has been effective.
Project Lead Name:

Email address:

Organisation:

Dr Diba Shariat, Consultant in Rehabilitation Services
Rifat Arshad, Clinical Specialist Speech and Language Therapist
Hannah Millard, ward sister, Neuro-specialist
diba.shariat@bhamcommunity.nhs.uk
rifat.arshad@bhamcommunity.nhs.uk
Hannah.millard@bhamcommunity.nhs.uk
Birmingham Community Healthcare NHS Foundation Trust

Organisations project relevant
to (please tick all that apply)
NQICAN regional network (if
applicable) – delete as
appropriate:
Do you have approval from
your Trust to share your
project in the public domain?

√ Community
West Midlands Effectiveness & Audit Network (MEAN)

Yes

Birmingham
Community Healthcare

On The Right Trach

NHS Foundation Trust

Dr Diba Shariat Consultant Rehabilitation Medicine, Hannah Millard Band 6 Staff Nurse, Rifat Arshad Clinical Specialist Speech
and Language Therapist Adult And Specialist Rehabilitation Division, Birmingham Community Healthcare NHS Foundation Trust,
Diba.shariat@bhammcommunity.nhs.uk
This is summary of our tracheostomy safety project, our journey to improve tracheostomy
care in our Trust. This is a Quality Improvement Project, a systematised way to analyse effort
to improve quality. We used the PDSA cycle to guide us throughout the journey which
has built on work initiated in 2014 following review of the recommendations made in
the NCEPOD report ‘On the Right Trach?’

PDSA Cycle
1 - Plan
What are the areas for improvement?
There was disparity across the ward in the care of patients with tracheostomies
• There was a lack of knowledge, skills and conﬁdence amongst ward nursing staff and junior
doctors in caring for patients with a tracheostomy and unfamiliarity with new tracheostomy
tubes and equipment such as cuff pressure and trachy with saubglottic port
• Trust guideline required updating to reﬂect new developments in tracheostomy
management
• We used to rely on outside resources and specialist input (which was not available
out of hours and in an emergency situation)
• There was a lack of resources to care for a patient with a tracheostomy in the ward
environment, with ever increasing patient complexity.
• There was poor quality documentation and tracheostomy tube care record,
resulting in patient emergencies and infection control concerns.
There are a number of models and standards to improve quality of tracheostomy care
however all aim to reduce variability and uncertainty.

Our speciﬁc targets included:
• Standardize weaning process
- Clinical approach
- Documentation
- Increased nurse involvement

• Safety
- Reduce risk of infection
- Reduce risk of compromised airway

• Monitoring
- Patients
- Equipment
• Discharge process to community
- Staff training
• Community integration and community
- Competence and compliance with training and care
follow up

Developing knowledge and skills:
Regular study days on the care of tracheostomy patients in the ward setting were held to
educate the ward staff and junior doctors who cover the ward out of hours, to familiarize
staff with tracheostomy emergency and to introduce the new tracheostomy care records
and visual prompt cards. Also separate study away days were used for theoretical input and
skills stations. There was a great demand for places, conﬁrming the view that there was a
knowledge deﬁcit in the care of patients with tracheostomies among ward nurses and health
care professionals. The teaching session was well received and the feedback was positive.
The staff who attended felt well supported and were conﬁdent about their newly acquired
skills and were keen to put them into practice. In line with trust recommendations, a set of
competencies was formulated, speciﬁc to registered and non-registered staff, to be completed
following this formal training. In addition, the tracheostomy specialist nurse assured the
ward nurses that she would be readily available for teaching and support if a patient with a
tracheostomy was on the ward. Further peer assessment and support was provided in the
ward by senior nurses to enhance clinicians conﬁdence. This encouraged clinicians to apply
the theory to practice.
Rycroft-Malone et al (2002) propose that facilitators of change not only have a key role
in affecting the context in which the change is taking place but also in working with the
practitioners to make sense of the evidence being implemented.
Because of the overwhelming response to this formal teaching session, more have been
planned, with the aim of using them across the trust and attracting a more multi-professional
audience. Alongside the formal teaching session, the tracheostomy specialist nurse provides
monthly ‘drop in sessions’ on the unit allowing staff to handle equipment, refresh skills,
and maintain conﬁdence and stay up to date in trust documentation. These sessions allow
a platform for information dissemination to staff as needed.
What seemed like a small-scale initiative has grown enormously and the time involved
undertaking the project and seeing it through to conclusion has been extensive.

• Forming the Team
• Finding gaps
• Selecting change

• Setting Aims

• Implementing change

• Establishing measures

2 - Do

Lead

We initiated multiple Interventions including:
• Introducing tracheostomy ward round template, further developed in light of new incidents
• Introducing tracheostomy care documentation - more robust in light of complexity
• Providing further staff training prior to launch above, comprehensive audit post 3-month
implementation and adjusted as required
• Updating trust tracheostomy care policy
• An extensive literature search was undertaken by multidisciplinary tracheostomy group,
looking at the care and management of patients with tracheostomies
• Equipment, stock management and timely orders
• Tracheostomy trolley maintenance
• A dedicated band 6 with 12.5 hours a week protected time as tracheostomy specialist
nurse was provided, liaising with Altered Airway Clinical Nurse Specialist at University
Hospitals Birmingham NHS Trust
• Multiple audit tools developed with the aim of using three-monthly to monitor our
interventions
We faced multiple challenges through:
Knowledge deﬁcit among professionals
•
•
•
•
•

Conﬂicting opinions
Time
Training opportunity
Shortage of workforce
Staff engagement

This project to improve the care of patients with a tracheostomy has proven to be both
rewarding and challenging. The challenges we encountered were far reaching and frustrating
at times.
Lawrence-Parr (1999) states that the greater the number of people involved in the change of
practice, the better the outcome. However, in this project the involvement of a large number
of disciplines from the multidisciplinary team resulted in conﬂicting opinions on best practice.
Negotiation and the use of effective communication and interpersonal skills were paramount.
Regan (1998) suggests that it is reasonable to expect adjustment problems in an overworked
and understaffed profession. We outlined different innovation to tackle these challenge, for
instance allocating a band 6 with 12.5 hours a week protected time as tracheostomy
specialist nurse.
One issue that had not been considered before starting the project was the educational needs
of the junior doctors who are not based in the ward and cover ward out of hours. Historically,
tracheostomy training sessions had been aimed at the ward nurses. Moving forward,
tracheostomy training dates are now facilitated around the rotation of junior
doctors to support the safe care for patients.

Implement
• Testing change

• Standardize weaning
process
• Safe discharge
process to
community

Plan

Continuous
Improvement

• Community
integration and
community follow up

• Evaluating feedbacks
about changes

Evaluate
To improve
the quality
of care and
safe service
provision

Spread
Sustain

• Regular educational meeting
• Regular review of incidence
report and root cause
analysis if applicable
• Regular audit

3 - Study
The collaborative approach to tracheostomy care in the ward environment, through the
combined efforts of practice development and training and support, has achieved a great
deal, including widely available guidelines, laminated bedside visual prompt cards, best
practice guidelines, a comprehensive discharge letter to the community team, and a study day
providing lectures and hands-on skills stations using mannequins, equipment management,
tracheostomy monitoring and documentation and regular auditing and governance.
What started as a small scale project has grown and resulted in a comprehensive package
to educate, develop skills and empower ward nurses to provide evidence-based best practice
for patients with a tracheostomy. This collaborative and multifaceted approach to changing
practice has ensured that, despite many challenges, implementation has been effective
(Halliday and Bero 2000). This is an ongoing project that will require close evaluation
and audit, as well as continued teaching and updating of practices and the assessment
of competencies.

4 - Act
Currently, there is parity across the wards staff in the care of patients with tracheostomies.
This care is evidence-based and structured and reﬂects best practice. We aim to spread this
practice across the Trust and in the community.

Best Care
Healthy Communities
Designed by CreativeHub, Clinical Illustration, Birmingham Dental Hospital
Email: BCHC.GraphicDesign@BhamCommunity.nhs.uk • Ref: 00306 • 03.12.2018

Sharing Your Clinical Audit & other QI Successes – Submission form

Title: Clinical audit of the use of Dexamethasone (Ref 7 Clinical Audit & other QI Finalist)
Brief Summary and key points of your area of good practice (no more than 500 words)
In 2013, guidance on the management of croup was included in the Joint Royal Colleges Ambulance
Liaison Committee (JRCALC) national clinical guidelines for use in UK Ambulance Services. This
included how to assess the severity of croup using tools such as the modified Taussig score to
classify symptoms as mild, moderate or severe. To complement this, dexamethasone, was
introduced into the London Ambulance Service NHS Trust (LAS) for oral administration by
paramedics to relieve the symptoms of moderate-severe croup for patients aged one month to six
years.
Croup (laryngotracheobronchitis) is a common, acute, respiratory illness that is characterised by
stridor (a high pitched noise most pronounced on inspiration). It is most common in children under
the age of six and affects boys more than girls. Croup is usually viral and patients present with a
history of symptoms such as; cough, rhinorrhoea and fever, which can be followed by the classic seal
bark cough, inspiratory and expiratory stridor, and/or respiratory distress. The majority of patients
will present with mild symptoms that will resolve within a few days.
As with all new drugs, the LAS’s Clinical Audit & Research Unit (CARU) conducted a retrospective
criterion based clinical audit of patients’ clinical records where dexamethasone was administered.
The sample included the 195 patients who were administered dexamethasone by an LAS paramedic
from the 1st August to the 15th October 2016.
We found that 100% of dexamethasone administrations (n=195) were considered appropriate when
compared with the National Institute for Health & Care Excellence (NICE) guidance, however where
NICE includes mild croup as an indication for dexamethasone, JRCALC does not. Only 47% of
clinical records had a documented indication in accordance with JRCALC (n=91).
We reported our findings to the Association of Ambulance Chief Executives (AACE) who, as a direct
result of our work, voted to amend the national clinical guidelines for use in UK Ambulance Services
to include 'mild' Modified Taussig Score (1-2) as an indication for the administration of
Dexamethasone. The 2019 JRCALC Guidelines were published on the 30th July 219 and included
our recommendation.
Project Lead Name:
Email address:
Organisation:
Organisations project relevant to (please
tick all that apply)
NQICAN regional network (if applicable) –
delete as appropriate:
Do you have approval from your Trust to
share your project in the public domain?

Joanna Shaw
Joanna.Shaw@londonambulance.nhs.uk
London Ambulance Service NHS Trust
Ambulance
London Quality Improvement (including Clinical
Audit) Network (L-QI-CAN)
Yes

April
2018

DEXAMETHASONE
A clinical audit examining the use of dexamethasone for croup
in the London Ambulance Service NHS Trust
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Sharing Your Clinical Audit & other QI Successes – Submission form

Title: Re-audit of Post-operative Caesarean Section (CS) Observations and introduction of
updated Modified Early (Obstetric) Warning System (ME(O)WS) chart (Ref 8 Clinical Audit &
other QI Finalist)
Brief Summary and key points of your area of good practice (no more than 500 words)
The Trust uses a Modified Early (Obstetric) Warning System (ME(O)WS) which should be completed
for most obstetric patients.
The observations should be documented on the ME(O)WS form at the required intervals (within
reasonable timeframes), for the first 4 hours post-op.
For the initial half hour, observations should be undertaken every 15 minutes whilst the patient is still
in the recovery room. Once the patient has been transferred back to their room, observations should
be taken at 2 x 15 minute intervals, every 30 minutes for an hour and then every 2 hours for 4 hours
and then 4 hourly unless the patients clinical condition changes.
The first round of this audit took place in August 2017 and found that there were several areas where
observation documentation could be improved. A revised ME(O)WS chart was developed and
implemented into practice as part of the action plan, and the updated version was put into regular
use in the department in October 2018. The importance of completing and documenting observations
was highlighted to staff on the labour ward, and new techniques including use of magnets on a white
board were used to remind staff of the times that observations were due.
The audit cohort reviewed a sample of 35 women undergoing emergency caesarean section
between 1st April and 31st July 2019, with a potential of 245 observations being recorded.
The results are the combined post-operative observations undertaken from 15 minutes to 4 hours for
each standard. A total of 20 observations were not recorded.
The results showed a clear improvement from the 2017 round to the 2019 round of the audit, with the
result for documentation of the fact that the wound dressing and site being attended to increasing
from 7% to 97%, and documentation of lochia loss increasing from 14% to 90% in 2019. All other
standards also showed improvement, with 6 of the 9 standards having a 100% pass rate.
The lead for the audit commented that the results of this clinical audit demonstrate that the new
ME(O)WS chart has been embedded into practice, achieving compliance with the standards of postoperative observations and showing a marked improvement on the audit undertaken in 2017.
Project Lead Name:
Email address:
Organisation:
Organisations project relevant to
(please tick all that apply)
NQICAN regional network (if
applicable) – delete as appropriate:
Do you have approval from your
Trust to share your project in the
public domain?

Vicky Garner and Natalie Dickinson
Vicky.Garner@poole.nhs.uk
Poole Hospital NHS Foundation Trust
Acute
South West Audit Network (SWANs)
Yes

ReRe-audit of PostPost-operative Caesarean Section (CS) Observations
The Trust uses a Modified Early (Obstetric) Warning System (ME(O)WS) which should be
completed for most obstetric patients. The observations should be documented on the
ME(O)WS form at the required intervals (within reasonable timeframes), for the first 4
hours post-op.
The first round of this audit took place in August 2017 and found that there were
several areas where observation documentation could be improved. Following the below
actions a second round of data collection took place in 2019.

Actions Following First Round (2017 Audit)
• A revised ME(O)WS chart was developed and implemented in the department in
October 2018.
• The importance of completing and documenting observations was highlighted
to staff on the labour ward.
• Use of magnets on a white board were used to remind staff of the times that
observations were due.

Observation recorded on ME(O)WS chart

2017
Pass rate

2019
Pass rate

7%

91% 

Blood Pressure

73%

100% 

Heart Rate

73%

100% 

Level of consciousness

66%

100% 

Lochia loss

14%

90% 

Patient temperature

44%

100% 

Respiratory rate

71%

99% 

Saturations

71%

100% 

Urine output

63%

100% 

Evidence wound dressing & site have been attended to

The results of this clinical audit demonstrate that the new ME(O)WS chart has
been embedded into practice, achieving compliance with the standards of postoperative observations and showing a marked improvement on the audit
undertaken in 2017.

Audit undertaken by Tracey Neill and
Natalie Dickinson

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.
If you would like to vote for your favourite please click on the link below:
https://secure.crtviewpoint.com/Online/Survey/709fedc9-203a-4506-9f9d2c6700fe17b3

The vote is open until Midnight on 27th November. Winning will be announced on
twitter @nqican at 1pm on Thursday 28th 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

