Clinical Audit Awareness Week

Patient Safety
Lunch and Learn

13t June 2022
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Your team today: HQIP o)

Improvement Partnership %;,f\ﬁ‘f{:fo
Chair for todays lunch and learn:

Vicky Patel
Chair, National Quality Improvement (incl.) Clinical Audit Network (N-

QI-CAN) & Deputy Clinical Effectiveness Manager, Sheffield Teaching
Hospitals NHS Foundation Trust

Key speaker for today and presenter of the audit hero award:
Josie O’Heney, National Medical Director’s Clinical Fellow
Healthcare Quality Improvement Partnership (HQIP)

Facilitator:
Jordan Thompson, Chair, North East Clinical Audit Network (NECAN)
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e |[ntroduction NQICAN and #CAAW

e What does patient safety mean to you from a clinical audit
perspective?

e Effectively using clinical audit to reduce harm

e Key Speaker
e Presentation — Patient Safety Hero Award
e Winner of the Patient Safety Health Award — presentation of project

e Networking opportunity and questions framed on patient safety
theme

e C(Close and #CAAW?22 lunch and learns this week
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N-QI-CAN #CAAW22 ()

¥
==  e|mportance of clinical audit
awareness week in conjunction

»  with HQIP and on behalf of the
ot local clinical audit community.

e Platform to share, celebrate and

o | learn together
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Clinical Audit Regional Networks

Where is your nearestregiomal network (chick your region to find out more)?

Cumbria &
Lancashire Clinical
Audit Network
(CLCAN)

VA =4 i 1l - T Sy
N est Midlands Effectiveness

e R
& Audit Metwark { MEAN)

Southrwest Audit Mebeork

Q AT AR
(SWWANS)

East England

East Midlands Clinical
Audit and
Improvement
Network (EMCAIN)

|
g; London Quality
Improvement (incl.
Clinical Audit)
Network (L-Ql-
CAN)

South East Clinical
Q Effectiveness Mebaork
(SECEN)




clinical audit to reduce
avoidable harm look like to

you?
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Defining patient safety

NHS Patient Safety Strategy:
2021 update

Published February 2021

NHS 0932 JC Guide A3 (england.nhs.uk)

NHS Patient Safety - FutureNHS Collaboration Platforms p
NHS England » Patient safety {% @( m



https://future.nhs.uk/NHSps/grouphome
https://www.england.nhs.uk/patient-safety/#:%7E:text=Patient%20safety%20is%20the%20avoidance,and%20protected%20from%20avoidable%20harm.
https://www.england.nhs.uk/wp-content/uploads/2021/02/NHS_0932_JC_Poster_A3.pdf
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Patient Safety & Psychological
Safety

CREATE PSYCHOLOGICAL
SAFETY

Self- Self-fulfillment | =
achieving one’s
full ial,
including creative W Center
activities

| prestige and feeling of accomplishment

Belongingness and love needs:
inﬁmung relationships, friends

Psychological
needs

Safety needs:

security, safety Basic
S

YOHEB®




Qua\l"y fmp
OOHQIP /75
‘j NGHCAN) °
%(} ‘cig

o""" Aud\‘\‘\

Healthcare Quality
Improvement Partnership

Patient Safety & Civility

Kinder cultures are
more productive

NHS INCIVILITY

THE FACTS

WHAT HAPPENS WHEN
SOMEONE IS RUDE?

80 Fp o ecivionts lose time
'© worrying about the rudensss

Supporting ‘
our staff 38%

reduca the quality
f of their work

Condensed version of the full and —

interactive Civility and Respect Toolkit 48T rpdves e (er)(_

vt
25% or'iurvice

users

[NHS]
Mealth Education England

Less effective clinicians
provide poorer care
WITNESSES b
20%, decrsasein

performance

X a i
50% uiiiingness o

help others

In Safe Hands

Prioritising patient safety
across the NHS

SERVICE USERS
75% |'=s-1 enthusiasm

Incivility affects more than just
the recipient
IT AFFECTS EVERYONE

CIVILITY SAVES LIVES
Caring to change | The King's Fund (kingsfund.org.uk) /
——— LY
Shortened-Version-NHSEI -Civility-Respect-Toolkit.pdf (socialpartnershipforum.org) . O
HEE Patient Safety Toolkit 2019 v6b.pdf



https://www.kingsfund.org.uk/publications/caring-change
https://www.socialpartnershipforum.org/sites/default/files/2021-10/Shortened-Version-NHSEI%20-Civility-Respect-Toolkit.pdf
https://www.hee.nhs.uk/sites/default/files/documents/HEE_Patient_Safety_Toolkit_2019_v6b.pdf
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Aligning Clinical Audit & Patient Safety

Serious
Incidents

Child death

review
process

Perinatal
Mortality
Review
Tool

Adult Acute
Inpatient
Deaths subject
to SJR or other
case record
review

HSIB
maternity
investigations

Coroner’s
Inquest

Deaths
subject to
LeDeR
Review

CORP
mortality
reviews other
than LeDeR
(NCEPOD,
NCISH etc)

Medical
Examiner
Review

Deaths
in custody
PPO clinical
review

MH and
Domestic
Homicide

Investigations
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Effectlvely using clinical audit to drive &
respond to the patient safety agenda -
considerations

Clinical Audit — measures care against evidence based

Conti ly i i tient safet . . I oy e . .
standards. Considering clinical audit in your organisation:

e Does your clinical audit strategy have a clear
objective to align to patient safety?

e Does your clinical audit programme consist of clinical
audits in response to patient safety issues or

concerns?
e Are findings and action plans taken forward with the

Y — focus on reducing harm and within the risk
A patient safety system
management framework?
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Improvement Partnership

Key speaker for the day:
Josie O’Heney
National Medical Director’s Clinical Fellow
Healthcare Quality Improvement Partnership

Patient Safety focus
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Networking opportunity inc.
questions framed on theme of
the day — patient safety

Facilitated by:
Jordan Thompson, North East Clinical Audit Network (NECAN)
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Working with you all together as an effective group to O
focus on the delivery of our common purpose.




CIHQIP

Healthcare Quality

Improvement Partnership

HCAAW?22 webinars this week

_M Tuesday | Wednesday Thursday

#CAAW Patient
theme Safety

Chair Vicky Patel

Key speaker Josie
O’Heney

Facilitator — Jordan
N-QI-CAN Thompson
region: NECAN




Improvement Partnership

Chair’s final thoughts

Thank you for joining us,

please spread the word and tweet @ngican @hqip about
#CAAW22

Your feedback is important to us. Please take a couple of
minutes to complete our evaluation form (link in chat)

Working with you all together as an effective group to . | /_- i
focus on the delivery of our common purpose. ,\ ;l -
24
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