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AlM & MEASUREMENT DEFINITION CHANGE IDEAS

) The Ql lead (senior consultant) emails all consultants regarding the recent audit which
Aim: Improve endotracheal checks documentation on the daily NICU summary shows approximately half of the "Push in — Pull out" tests are not being documented.

sheet in our NICU at LGl to be 100% by August 2024 (those include ETT flag/Push in- Consultants asked to remind the junior doctors to record this test.
oull out test) * Project Lead to send a WhatsApp message to junior doctors and ANPs, sharing the

audit and reminding them of the importance of documenting endotracheal tube (ETT)

Measure: checks for ventilated babies.

Weekly review of the NICU summaries for ventilated babies to check if the ETT flag «  Conducting spot checks and sharing findings with team by the end of the day the
test and the push in-pull out test also are documented. '* check done.

Spot check every 2 weekly round to see if the ETT flag is there physically * Anunplanned extubation tracker board will be placed in the MDT/Handover room,
Inclusions: All ventilated babies in LGl NICU. along with a poster showing the number of UEs per month and the date of the last

occurrence.
* The poster will be placed on the wall above the blood gas machine in the NICU, where

many staff frequently go to run blood gases, ensuring visibility of this critical
Our overarching improvement goal is to reduce the frequency of accidental information.

extubations in our NICU. Checking the endotracheal tube (ETT) is important to this and » Keep awareness high by talking and messaging about this issue.
my aim is to improve how we document these checks.
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Exclusions: Admitted less than 24 hours
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N 7 I ( X ) Final cycle: continue tracking

Emphasize the importance of Share the information (March Some individuals are already Plan to speak to my Continue to _track ETT ) Shafe 'he ETT dncumenta;inn ETT documentation alongside
accurate documentation, as it data) with the wider NICU documenting well. | believe colleagues when | am at gluuc:g:zr:il:leu::;:;:ssn " a;"m w,‘ﬂ;tfhe tef'" c:ivenng the rate of unplanned
reflects good clinical practice. TEE"_T E:IJDI:!ANPS'IC(I’:”SU“Eth)‘ e .IITIDOFtEII'lt to Highileht il wark about our extubation (UE) rate in the :ule F:'lEE»rtllf Tr‘::r:ccu:neﬂe::a‘t?on extubations.

remind the team about the their good work to the entire documentation and the data unit to emphasize the : V." . fect during thi

importance of the correct group, as this may encourage | collected ‘ |§ still not perfect during this

documentation. those with less accurate . importance of accurate time.

documentation.

documentation to improve. ’I
| noticed the change followed‘PUE Ql lead in the department Everyone agreed that our ETT‘ Hpoke to 6 people about it.

he data for August shows
impravement. Documentation

| believe not everyone is fully sent a WhatsApp message to

that quickly, 2 of the has discussed with the checks are not consistently {During July) all are SHOs motivated or understands the our JDs and ANPs informing also improved during the last two
consultant who | walked consultant team in a accurate. . connection between ETT them about the data weeks of July and throughout
round with them, asked the consultant meeting. documentation and collected, highlighting that August. The unplanned

team to document the checks unplanned extubation. there has been no n (UE) rate has

extul
decreased, with only 2 cases (1.3
per 100 ventilator days)

improvement in
documentation.

after they have done them
during their examination to

i i vy
the ventilated babies.
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s N
A s N sh
- . are this information with During the UE QI meeting, we
Share this information with 1 plan to seek feedback from I don't think this approach was Share this information with the QI team: the ETT is likely discufsed the need for nfé to
the QI team and emphasize one of the senior trainees very effective. Although they junior doctors and ANPs flagged most of the time, directly observe whether the
the importance of accurate regarding our current ETT may have read it, there wasn't responsible for documentation while it seems that the "Push ETTs are flagged, as we
documentation, as it is a documentation. This could enough reaction . As a result, | during rounds and remind in—Pull out" test is suspect they ma;j be, but areminder to the medical team s °
reflection of good clinical ide val bl‘ h needed to speak directly with them of the importance of sometimes not being some are likely being missed in ease m and document ETT sl "mm"“w"”m
practice. p;ow eb\laa ual :l:slg ;smtfu :rr:ﬂie individuals to em[:ha;:re accurate documentation. performed and therefore not the documentation.
e problem and help identify 3t we are reviewing the documented.
‘he underlying issue. documentation to improve that. \_ Y,
.
~
4 ‘ 6 unplanned extubation in
This Is why collected one month of The ETT flag s likely present n the 15th of July, | total : 3.5 in 100 ventilated
On 15/0/2004, | apcka with 2 t of the time, but it is not ducted d and
data (March 2024 o g dtame o hos n the 3 people reacted to that on | shared the information | most of the time, but it is nof conducted a round an, days.
‘lr:lat the ETT flag sh e the WhatsApp group , that collected with the JDs/ANPs consistently documented. observed five ventilated
ou lh t e but he“wes was disappointing as the via our WhatsApp group. babies, all of whom had their
o we need data, particularly group has more that 30 ETTs flagged. However, same
d to determine If this is occurring people in. gflhese flaﬁs were not
'b i icularly busy d. more frequently on weekends and ocumente \_
\”’“ v on particularlybusy day: bank holidays. L \_ p,
S

RUN CHART REFLECTIONS & LEARNING

In August, we saw an improvement in recording push in pull out tests AND ETT flags, however
this wasn’t sustained. A wider piece of work to improve the accuracy of reporting accidental
extubations is also happening and showing early signs of success. In August there were no

'"Total babies with Push in-pull out not done' accidental extubations until the very last day. It is possible the run of good check recording
contributed to the lower extubations.
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From my perspective, what proved effective was direct communication with junior staff and
qgQ input from the consultant team, who typically examine the baby during morning rounds and
D guide the juniors to properly document their checks. Additionally, the daily reminder of how

135 7 911131517192123252729313335373941434547495153555759616365676971737577798183858789 many days have passed since the last unplanned extubation seemed to heighten awareness
and concern among staff. However, the WhatsApp reminders had limited impact, as they

"Total babies with ETT not flagged' were not widely read by the team.

We have learned that change ideas relating to awareness can improve documentation and
reduce unplanned extubations. To maintain momentum, | recommended celebrating
milestones such as 30 days without an unplanned extubation, issuing Greatix cards to
recognize positive behaviours, and highlighting the team's proactive attitude, which wiII'heIp
make unplanned extubations a 'never event/
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However, to make this sustained and further reduce unplanned extubations may need
additional types of change idea. Learning from other sorts of safety programmes, e.g. central
line is an idea.
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