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AlM & MEASUREMENT DEFINITION CHANGE IDEAS
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All patients admitted under a paediatrician to wards 215A, 216 & 217 in the =2 A/ I BostHaid — _— i di )

Staffordshire Children’s Hospital must have their night blood results reviewed IR IN & jiz; N o et o ) =
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and acted on within 2 hours of the result being available by July 2022 Sy aboutBleappolicy
Chosen measure ' 5.5 + Using team iPad on night shift & during handovers

Median time taken for blood results to be reviewed on a night shift to review blood results
* Nightteam catch up twice per shift at fixed times

B * Team on every shift to set a reminder 30 minutes

> G before handover to update list accurately

Inclusions
Children admitted to the wards to stay at least one night under a
paediatrician

* Complete verbal handover for reviewing results
includingwhen, why and what to expect
* Encourage to challengeincomplete handover of

Exclusions

hild dinitted und h falts d = blood results
Children admitted under other specialties and to PICU ey i et mmotnnatcompitetandiedn
Specialised test results which would not be reported overnight . ‘g A rotational doctorsinduction 4 A, 9
Sampling method & frequency 1. Retrospectively collect data weekly DI *  Written reminder to consultantsto handover @
on the median time taken to review new blood results on a night shift . a"’atr'j’::cdtgfc“y being admitted to the ward to the

2. Retrospectively collect data weekly on the number of patients with
new blood results not reviewed overnight
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Do another snapshot survey in a bleep policy to minimise it, so the message needs to
interruptions during handover be spread wider in a written have been absorbed, so not
Try the same on the other ward way. useful. Microsessions as
Encourage the team to continue part of daily work routine
verbal reminders before going into 4t \_might be more helpful. 5,
handover VE—— J
Tried over a weekend. The amrbal face to face prompts ( ow to use the handover
NG = 4 number of patients having given to the postgraduate A set of measurements list is already a part of the
Ve P ~N blood results being doctors about handing over were done after the new new doctors Induction. |
) Medical team started asking the reviewed within 2 hours of all results to be chased doctors changed over on asked the registrar doi;g
| tried this over 1 week when | was ward nurses if any urgent tasks being available on night including details of when August 3rd. The number of i i
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glf the v;eek w;(sa 5 non-urgent i) fo7 nohrganctads L to 8/10. ) results being reviewed mentioning when & why a
leeps duri minutes : i i i
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nobody seameéd o take notice a5 . declined to 4/10. e Y
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A poster with visual
graphics was designed and
a copy was placed in the
seminar room & the doctors
handover room in visually
catchy areas to direct
attention to the issue.

on ward 216 b'ut by other | amongst the team verbally doctorschange over, % handing over 'WHEN & noticed the poster despite

team doctors instead of me. & suggested for them to try ; ’ being in easily visible areas.
SRk blood results were chased WHY’ for blood results that

No non urgent bleeps were and see if it gives the same ithin the stipulated 2 Very few did notice the

received during handover result in the same ward. wishin § @ s IpuiaLe poster and asked about it.

from ward 216, hours of being done.

need reviewing. Also
encouraged to feel free to
challenge if not done.
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RUN CHART REFLECTIONS & LEARNING

Review of inpatient blood results on night shifts
¢ To have an aim statement as SMART as it can be

500
' ¢ Narrow down the area working for improvement to as low as possible
i * A baseline measure is vital to measure the improvement
e Understand the causes before thinking of change ideas
- s Sk ® Be pessimistic whilst scoring change ideas
§ l i _> e Repeated small PDSA cycles and acting according to the results is the way
E PDSA 1.1 PDSA PDSA [ PoslAa. PTAa.Z forward
£ l e Regular team communication is key
A‘ pe e Human behaviours are difficult to change but not impossible with
ey teg perseverance!
e More effective changes would need engaging other stakeholders like
PP E PP PS5 5555333335982399%39289%2%3993%¢% . .
2333330833372 33 3333333338333 Information Technology, Information Governance teams and Divisional

management.
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