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Clinical Audit Awareness Week 2024

Lunch & Learn events — welcome from...
Chris Gush, CEO, HQIP
24 June 2024

#CAAW?24 ngican.org.uk  www.hgip.org.uk/clinical-audit-awareness-week



#CAAW24 NQICAN Patient Safety Lunch & HQIP

Healthcare Quality

Le a r n Improvement Partnership

Agenda

HQIP Chris Gush CEO #CAAW24

Introduction NQICAN and #CAAW

What does preventing avoidable harm mean to you from a clinical audit
perspective?

Key Speaker - Effectively utilising Clinical Audit to prevent avoidable harm
Clinical Audit Hero Winner announced

Winner of the Patient Safety Clinical Audit Hero Award presents
Opportunity for questions framed on Patient Safety

Interactive Evaluation

Close and celebrate #CAAW24!

Please let us know— what does utilising Clinical Audit to prevent
avoidable harm look like to you - by typing into the chat

Who is YOUR Audit Hero? HCAAW?24
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Stage1- Stage 2 -
Preparation and Planning Measuring
(including for re-audit) Performance

[] Ecst of England [EECANN)

I Eost Midiands (EMCAIN)

[ Greater Manchester (GMCAN)
B london [LQICAN)

0] Morth East (NECAN)

[ North West (NoWCAN)

B south Ecst and South Central
(SESCCEN)

[[] South West [SWANS]
[E west Midlands [MEAN]
[ vorkshire (YEARN)

®
Stage 4 - ’. @ ® Stage3 -
Sustaining Improvement Implementing Change

(including re-audit)

Who is YOUR Audit Hero? #HCAAW?24




Clinical Audit Awareness Week [K2lylells (’Z:‘
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Improvement Partnership %

Clinical Audit — measures care against evidence based

standards. #CAAW23 challenged attendees to consider

Clinical Audit in their own organisation in terms of:

e Clinical Audit strategies having a clear objective aligning
with the PSIRF — go and talk to your Patient Safety Team

e Clinical Audit programmes consisting of Clinical Audits that
focus measurement on Patient Safety Concerns -
evidencing learning from avoidable harm — speak with
your Patient Safety Specialists

e Clinical Audit findings and action plans taken forward with
the focus on preventing avoidable harm — complimenting

SIPs not duplicating
) (@) (¢

Who is YOUR Audit Hero? #CAAW24




Clinical Audit Awareness Week #CAAW24 HQIP

Improvement Partnership

Implementing Evidence based Care - do we have effective processes to implement/adopt that are
safe? How do we know they are safe & effective? Do we measure when we implement/adopt to
ensure we are preventing avoidable harm?

Clinical audit programme — does it include clinical audits driven by patient safety
themes/concerns? What are the top 5 concerns in your organisation/ICB/Nationally?

Strategic — does your organization’s Clinical Audit & PSIRF policies align?

Engagement & Involvement — do you attend your pt safety committee?

Triangulating information — do you triangulate clinical audit outcomes with Patient feedback &
Staff surveys

Themes & areas of concern — any worry spots? Adapt methodology for areas of concern/risks of
significance as opposed to low risk areas/no concern

Collaboratively working — do you take forward recommendations and actions with the patient
safety and patient experience teams?

Education & training — What is available and what is attendance like?

Sharing & learning events — does your organisation hold these?

Who is YOUR Audit Hero? HCAAW?24
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Who is YOUR Audit Hero? #HCAAW?24
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Incident Response

Framework
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Clinical Audit

Make your mark
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Policy context

“Despite pockets of best practice, good intentions and strong leadership,
clinical incident investigation and complaints handling fall far short of what
o patients, their families, clinicians and NHS staff are entitled to expect”

Investigating clinical
incidents in the NHS

land
Englan p
W

House of Commons

THE PROSLEM WITH
(3) The problem with root cause ?

Sixth Report of Session 2014-15 OPEN ACCESS analysis

Serious Incident
Framework

Supporting learning to prevent recurrence

The problem with ‘5 whys'

Sopeabaete “The Prbiem W ses coves Comtrowsial Kpics et % effrs 1 irov hesth-

i
Care qualiy. ncuding wedly ecommendis but deceptively e Syaleges Yr mgeowe-
mert and pervashe pcblers that seem.

A review into
the quality of
NHS complaints

e e Ol
“The Framework aims to facilitate e BRIEFING
learning by promoting a fair, open, s
and just culture that abandons blame

as a tool and promotes the belief that —
‘incidents cannot simply be linked to ] e~
the actions of the individual
healthcare staff involved but rather
the system in which the individuals

were working””

[1] Peerally MF, Carr S, Waring J, et al The problem with root cause analysis BMJ Quality &
Safety 2017;26:417-422.
[2] Card AJ. The problem with ‘5 whys’ BMJ Quality & Safety 2017;26:671-677.
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Patient safety incident response framework (PSIRF)

From prescription to principles

Compassionate

Engage meaningfully with
those affected by patient
safety incidents through
answering questions,
addressing concerns, and
involving those affected in
any learning response.

Proportionate

Not all incidents require a
learning response. Focus
responses on areas where
there’s the greatest potential
for learning and
improvement.

@ ’

!v‘r e
N\ g e’
“SM‘TV‘ 2

A =

Systems-based

Looking beyond the
decisions and actions of
people/individuals delivering
care to consider the
influence of the wider system
and the complex interactions
that occur.

T -

Supported

Oversight of learning from
patient safety incidents
should focus on enabling
improvement and
collaboration.

12



PSIRF

Incident morovin
Response P 5

13



PSIRF

From a framework to a movement

* “Not implementing a framework, leading a culture change”
 Building connections, enabling conversations
« Change In narrative and openness

« QOversight functions less transactional

« Tangible and measurable change

14



PSIRF 2023 Successes

Learning &
Change

Safe space

Collaboration &
Cross-system
working

Investment &
Long-term
approach

"At both ICB and regional level PSIRF Groups developed as

a safe space to share and learn, escalate concerns, “pinch
with pride”, develop whole system working and reduce
silos, act as a critical friend, foster self-reflection and
provide insight, and act as a professional support network.
This is helping to encourage and model the learning
healthcare system, patient safety culture, and quality

iImprovement approach that PSIRF is aiming to achieve. "

15



PSIRF 2023 Successes

Learning &
Change

Safe space

Collaboration &
Cross-system
working

Investment &
Long-term
approach

“Not implementing a framework, leading a cultuge
change”

Building connections, enabling conversatiow
Change in narrative and opennesv
Oversight functions less transactionav

Tangible and measurable changeV
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PSIRF

Incident morovin
Response P 5
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PSIRF, Standards, Oversight roles and responsibilities specification, Supporting guidance, Toolkit

Incident mbrovin
Response P 5
|

Compassionate Proportionate Systems-based Supported




PSIRF

.. . Health

Learning
responses

Learning

Improving
responses

Incident Substitute
reports NMEESIES

F&F data

Learning
from Safety chats T

deaths

PROMs/ CQcC NICE
PREMs reports guidelines

Knowledge
capturing

Mortality

19



Clinical Audit
Make your mark
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Clinical Audit
“Are we doing the right thing in the right way” !

: Di : .
National Diabetes Audit « Governance and quality

e Structure of carel
 Process of carel?

1.Is everyone with diabetes diagnosed and recorded on a
practice diabetes register?

2.What percentage of people registered with diabetes received .

the nine National Institute of Health and Care Excellence (NICE) * Outcome of care

key processes of diabetes care? « Learning at different levels
3.What percentage of people registered with diabetes achieved

NICE defined treatment targets for glucose control, blood
pressure and cardiovascular disease risk reduction?

4.What percentage of people registered with diabetes are

offered and attend a structured education course? 1. Benjamin A. Audit: how to do it in practice BMJ 2008; 336
:1241 doi:10.1136/bm|.39527.628322.AD
5.For people with registered diabetes what are the rates of Citing: Smith R. Audit and research. British Medical Journal

. . . 1992; 305 :905 doi:10.1136/bm;.305.6859.905
acute and long-term complications (disease outcomes)? :



https://www.nice.org.uk/guidance/conditions-and-diseases/diabetes-and-other-endocrinal--nutritional-and-metabolic-conditions/diabetes
https://www.nice.org.uk/guidance/conditions-and-diseases/diabetes-and-other-endocrinal--nutritional-and-metabolic-conditions/diabetes

PSIR Priorities

violence and aggression

poor joint workin

@

N RN P N VAN ﬁn.j—. —
restrictive practice

missed appointments Q) |
road traffic collision 9) ) treqtment delqy T
@ a . L. physical healthcare
E _ccj ! f@] ﬁ ﬂi:;, SU|C|de hospital acquired vte
O . - unexpected death
seclusionreview L U) I I Ied|COt|0n adccess  patient journey

d

call handling E preSSU re U|Cel’ communication

nutrition and hydration i -

T o invasive procedure
O diagnosticissue & "
lost to follow up

access to services
procedural safety

equipment

infection control

Engagement
with public
and local
HealthWatch

Plan based
upon

learning and
improvement
potential

Plan clear to
patients and
families

With thanks to Tracey Herlihey and Mark Smith
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How are inequalities considered?

PSIRF and inequalities

Some patients are less safe than others in a healthcare setting. The PSIRF provides a
mechanism to directly address these unfair and avoidable differences in risk of harm ‘Th rOUgh our implementation Of [P S| R F] we
from healthcare: . L. ) !

will seek to utilise data and learning from
Investigations to identify actual and potential

¢ The PSIRF’s more flexible approach makes it easier to address concerns
specific to health inequalities: it provides the opportunity to learn from patient

safety incidents that did not meet the definition of a ‘Serious Incident’. health inequalities and make
 PSIRF prompts consideration of inequalities in the development and recommendations to Support tackling these.
maintenance of patient safety incident response policies and plans. We are alrea d aCtiV el con Si d erin | anauaae
¢ Tools in the patient safety incident response toolkit prompt consideration of . y . y . . g . g g
inequalities during the learning response process including when developing bar”ers and SOClaI dep”Vatlon In our |nC|dent
safety actions. reviews ~ Acute provider

¢ Engaging and involving patients, families and staff following a patient safety
incident gives guidance on engaging those with different needs.

¢ The framework endorses a system-based approach (instead of a ‘person
focused’ approach) and is explicit about the training and skill development
required to support an approach. This will support the development of a just
culture and reduce the ethnicity gap in rates of disciplinary action across the
NHS workforce.

p7-8 B1465-1.-PSIRF-v1-FINAL.pdf (england.nhs.uk) With thanks to Tracey Herlihey and Mark Smith 23



https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-1.-PSIRF-v1-FINAL.pdf

PSIR Planning Retrospective

Just the beginning of the safety
journey

CONTINUING TO LEARN &
EVOLVE OVER FUTURE YEARS

* “Not implementing a framework, leading
a culture change”

* Plan enables more informed decision Opportunities to:
making moving away from  Improve clarity for patients
reactive/bureaucratic approach « Focus more on inequalities

» Rich source of data about safety * Focus on ‘improvement’ priorities
concerns across trusts in England rather than ‘response’ priorities

With thanks to Tracey Herlihey and Mark Smith =



PSIRF

Complaints Policies

.. . Health

Learning
responses

Learning

Improving
responses

Incident Substitute
reports NMEESIES

F&F data

Learning
from Safety chats T

deaths

PROMs/ CQcC NICE
PREMs reports guidelines

Knowledge
capturing

Mortality
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Person(s)

Systems based approaches )

How iIs the approach different?

« Uses incidents as a ‘window on the system’

Internal
Environment

External
Environment

Analysis of clinical incidents: a window on the system not a search for root causes | BMJ Quality & Safety

26


https://qualitysafety.bmj.com/content/13/4/242

Audit’s role

From a framework to a movement

(DH @ B

Adapted from: Carayon P, Wooldridge A, Hoonakker P, Hundt AS, Kelly MM. SEIPS 3.0: Human-centered design of the patient journey for patient safety. Appl 27
Ergon. 2020 Apr;84:103033. doi: 10.1016/j.apergo.2019.103033. Epub 2020 Jan 10. PMID: 31987516; PMCID: PMC7152782.



Audit’s role

From a framework to a movement

dH @

Patient Safety

Other outcomes for:

Y rFatients

w Caregivers

@
T Clinicians

Health Care
Organizations

v

vVVYyyYVYY

|

Adapted from: Carayon P, Wooldridge A, Hoonakker P, Hundt AS, Kelly MM. SEIPS 3.0: Human-centered design of the patient journey for patient safety. Appl
Ergon. 2020 Apr;84:103033. doi: 10.1016/j.apergo.2019.103033. Epub 2020 Jan 10. PMID: 31987516; PMCID: PMC7152782.

28



Audit’s role

From a framework to a movement

v
TV vVvy

Heinrich, H. (1941) Industrial
Accident Prevention: A
Scientific Approach. Second
Edition. New York, McGraw-
Hill Book Company.

Adapted from: Carayon P, Wooldridge A, Hoonakker P, Hundt AS, Kelly MM. SEIPS 3.0: Human-centered design of the patient journey for patient safety. Appl 29
Ergon. 2020 Apr;84:103033. doi: 10.1016/j.apergo.2019.103033. Epub 2020 Jan 10. PMID: 31987516; PMCID: PMC7152782.



Systems based approaches ?

How iIs the approach different?

Fixed range of
human
capabilities and

functioning

[(——M)
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Audit’s role

From a framework to a movement

Adapted from: Carayon P, Wooldridge A, Hoonakker P, Hundt AS, Kelly MM. SEIPS 3.0: Human-centered design of the patient journey for patient safety. Appl 31
Ergon. 2020 Apr;84:103033. doi: 10.1016/j.apergo.2019.103033. Epub 2020 Jan 10. PMID: 31987516; PMCID: PMC7152782.



Audit’s role

From a framework to a movement

External Environment
/V\% VAN > >
\AY4 \AY - L~
_%F%_l—;> Tools anq
NAY 2 [ > Tasks Technologies
A JAVAY
— \VAY

S [

" I “li.' I - @ == § mun=mp

Care Team time

Patient Safety

Other outcomes for:

i’ Patients

w Caregivers

Organizational Syl &
i i ——
Canditions Sl ? Clinicians
Health Care
<> Socio-organizational Context Organizations
Work System
t Adaptation, Learning, Improvement ‘

Adapted from: Carayon P, Wooldridge A, Hoonakker P, Hundt AS, Kelly MM. SEIPS 3.0: Human-centered design of the patient journey for patient safety. Appl

Ergon. 2020 Apr;84:103033. doi: 10.1016/j.apergo.2019.103033. Epub 2020 Jan 10. PMID: 31987516; PMCID: PMC7152782.
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Audit’s role

From a framework to a movement

vVVYyyYVYY

Events, Process and Condition Sharp End
|:\:| Technical & Operation Management
‘\
| - —> /k | Hospital Management
, Rasmussen, J. (1997) Risk
Iil é:l’/ Regulatory Bodies management in a dynamic society: a

'\1:| . modelling problem. Safety Science,

Government & Environment -
L] Blunt End 27,2, 183-213.
Adapted from: Carayon P, Wooldridge A, Hoonakker P, Hundt AS, Kelly MM. SEIPS 3.0: Human-centered design of the patient journey for patient safety. Appl 33

Ergon. 2020 Apr;84:103033. doi: 10.1016/j.apergo.2019.103033. Epub 2020 Jan 10. PMID: 31987516; PMCID: PMC7152782.



Work-as-Done

« Gap between types of work

« Adaptions can be the resilience to
make healthcare function

 Disclosure of drivers and barriers
» Operational know-how

 POLICEES @
® PROCEDURE.
050 Mo
/N )
Work-as-Imagined Work-as-Prescribed
Work-as-Disclosed Work-as-Done

Shorrock, S. (2016) The Varieties of Human Work — Humanistic Systems. Available from:
https://humanisticsystems.com/2016/12/05/the-varieties-of-human-work/ (Accessed: 2 February
2022).
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Systems based approaches f

How iIs the approach different?

« Uses incidents as a ‘window on the system’

* Recognises safety arises from interactions and not
from a single component as such learning does not

Technology

focus on uncovering a (root) cause, but instead 6)

— Person(s)

explores multiple contributory factors
Internal

 Emphasis on exploring everyday work shifts the focus Environment
from developing quick fixes to understanding wider
system influences Einvkounent

Analysis of clinical incidents: a window on the system not a search for root causes | BMJ Quality & Safety

35


https://qualitysafety.bmj.com/content/13/4/242

Clinical Audit

Make your mark
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PSIRF

.. . Health

Learning
responses

Learning

: ; Improving
Incident Substitute
reports measures

cor data responses

Learning
from Safety chats
deaths T

PROMs/ CQcC NICE
PREMs reports guidelines

Knowledge

Mortality capturing
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Hierarchy of Effectiveness

Least effective Moderately effective Most effective
Forcing functions and
3 constraints
2
E
& Automation and
o computerisation
Simplification and
standardisation
L Reminders, checklists,
Rules and policies
double checks
3
2
g Education and
] . )
information
a

Taken from: Weaver, S., Stewart, K. & Kay, L. (2021) Systems-based investigation of patient safety incidents. Future healthcare journal. [Online] 8 (3), €593—e597. 38
Available from: doi:10.7861/fhj.2021-0147.



Improvemen

NHS

England

Safety action development
guide

Version 1, August 2022

Table 1: Overview of safety action development according to context

Local context

Area for
improvement

Set out where improvement is needed

Organisation

Person(s) How can individual or team characteristics be modified or changed
to reduce risk or improve performance?
Tasks How can the task or activity be modified or redesigned to reduce risk
or improve performance?
g Tools and How can tools, equipment or technology be modified or redesigned
> technology to reduce risk or improve performance?
=
%‘ Internal How can the physical environment be modified or redesigned to
= environment reduce risk or improve performance?

How can organisational factors be modified or redesigned to reduce
risk or improve performance?

External
environment

How can regulatory or societal factors be modified or redesigned to
reduce risk or improve performance?

Specific area for improvement Broader area for improvement identified

- highlighted by a single (or multiple) across several learning responses —

k=] learning responses likely not in response to any single

E patient safety incident but incidents with

"g common contributory factors across
events. Likely require radical system
redesign

- Environment layout and Deep routed organisational issues,

E " characteristics (eg light, noise) likely with long histories and dynamics,

=5 Tool design eg:

= g Task design * Staffing, rotas, etc

2 :é Training * |IT infrastructure

E o » Workload

w E .

o= « Fatigue

E % » Culture

E‘ g + Handovers

IS « Procurement

w + Policies

- Learning response team Learning response team

5 Involvement of local team to design Involvement of local and broader team

E_ = and implement to design and implement (eg

2 3; Quality improvement team leadership, management)

§ Those affected by the incident Quality improvement team

= Those affected by the incident

w SEIPS/HFIX (see Appendix A)

§ IFACES (see Table 3)

= Interviews Qualitative review of patient safety

-3 Observations learning response findings

fg = Focus groups Surveys

_g k=] Deskiop reviews Literature reviews — what has worked

= ; Simulation/testing well elsewhere?

‘; 2 Standards quality improvement Focus groups

3 3 methods such as PDSA cycles Consensus panel — reaches a wider

% group of members with experience of

= work

5 Included in learning response report | Included in a safety improvement plan

o (eg patient safety incident bringing together findings from various

-E % investigation (PSll) report) after an responses

‘E ‘8' individual incident response or in

29 wider safety improvement plan as

o appropriate

Table 3: iFACES criteria and scoring rubric

Low { Medium { High
Criterion
Ineguality The intervention isnot The intervention Inequalities are reduced by

accessible tothe diverse

Does the intervention
ensure fair treatment
and opportunity for all?

accommodatessome thisintervention.
inequalities but further

investigation is needed.

Feasibility
Can the change be

implemented relatively

The intervention does not The intervention exists but Theintervention is readily
existtoday noris itlikely to is not readily available or available and could be
become availablein the will req in

il ickly? near future; itis highly to betterfitthe contextin short period of time
e e impractical and not suitable whichitis intended to be without much effort.
for your organisation. used.
Acceptability The intervention will not be The interventionwill be The intervention will be
Will those he\ng ‘tolerated by those it tolerated by thoseit readily acoepted by those it
impacted by the impacts. People are likelyto impacts. There may be impacts. People are likelyto

intervention readily
accept the change?

consistentlyresist the
change and attempt to
work around the change.

moderate resistance but welcome the change and
attemptsto underminethe make every attempt to
change will not be wide ensure itworks.

spread.

Cost/Benefit

Does the benefit of the
intervention outweigh

The cost of theintervention The intervention is The cost of the intervention
is exorbitant relativetoits moderately expensive but is nominal relative to the
minimal expected impact cost could be justified by its expected impacton safety
on safety and performance. expected benefit. Retum on and performance.

intervention be at

?
the costs? investment (benefits) is
relatively equal to cost.
Effectiveness The intervention will not Theintervention reduces The intervention will very

How effective will the

directly eliminatethe
problem or hazard and it

thelikelihood of the
problem or hazard

likely eliminatethe problem
or hazard and it does not

NHSE. (2022) Safety action development guide V1.1

Available at: https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-Safety-action-development-v1.1.pdf (Accessed 23/11/2022)

el]minatlng the pmh\em relied heavily on wilful occurring but relies in part rely on wilfulcompliance
P compliance with the change on human memory and/or with the change or require
or reducing its and/or requires humansto wilful compliance with the humans to rememberto
consequences remember to perform the change. perform the task correctly.
task correctly.
Sustalnablllg Theimpact of the The benefitsofthe Theimpact ofthe
How well will the intervention will diminish intervention may have a intervention will persist
intervention last over rapidly afteritis deployed tendency toslowly overtime with minimal
time and/or will reguire dissipate over time and will efforts being required to
extraordinary effort to keep require moderate efforts to maintain its benefits.
it working. maintain its benefits.



https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-Safety-action-development-v1.1.pdf

Clinical Audit

Complaints Policies

. : Health

1. Audit can inform the safety profile of an organisation
and PSIR planning

Incident
investigation

Incident Substitute
Learning
from Safety chats
deaths
PROMs/ CQC NICE
PREMs reports guidelines

Knowledge
capturing

Risk

Mortality
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Clinical Audit

1.

Audit can inform the safety profile of an organisation
and PSIR planning

PSIR and PSIRF can be used to understand better
what audit is highlighting (PSIRF toolkit)

2
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Clinical Audit

1. Audit can inform the safety profile of an
organisation and PSIR planning HFIX & iFACES

2. PSIR and PSIRF can be used to
understand better what audit Is

highlighting (PSIRF toolkit) e

3. PSIR focus on effective improvement —
rather than response (PSIRF toolkit) —

4. Audit can be used throughout PSIR




PSIRF

1. Audit can inform the safety profile of an
organisation and PSIR planning

2. PSIR and PSIRF can be used to
understand better what audit Is
highlighting (PSIRF toolkit)

3. PSIR focus on effective improvement
rather than response (PSIRF toolkit)

4. Audit can be used throughout PSIR

Learning :
Improving
responses

43



Rachel.pool2@nhs.net England
Head of Patient Safety
Implementation

Thank You

YW @ptsafetyNHS

https://www.england.
@] nhs.uk/patient-

safety/incident-

response-framework/
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CLINICAL AUDIT AWARENESS WEEK 2024 O @HQIP

Haabhoae Caalny
g evemEni Pardrankip
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Disease QIP Team
Northumbria Healthcare
NHS Foundation Trust

NHS
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-~ NHS

Northumbria Healthcare
- NHS Foundation Trust

%

Healthcare Quality Improvement Partnership
Clinical Audit Heroes Award 2024

Dr James Fisher (on behalf of the Northumbria Parkinson’s Disease QIP team)




The Northumbria Parkinson’s QIP Team m

Northumbria Healthcare
NHS Foundation Trust

Dr. James Fisher, Consultant Geriatrician
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Why Parkinson’s?
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Hard to Swallow? Northumbria Healthcare

A review of the quality of dysphagia care provided to NHS Foundation Trust

patients with Parkinson’s disease aged 16 years and over
who were admitted to hospital when acutely unwell
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Aims & Objectives

* Toreduce delays in time critical medications
 Eradicate delays in administration of Parkinson’s (PD)
medicines of over 60 minutes
* Ensure that 95% of PD medicines are administered within
30 minutes
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SARKINSON'S™
lcﬁlizNGE ATTITUDES.

FIND A CURE.
JOIN US.
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PART 1: THE FIRST 24-48 HOURS AS IN-PATIENT

Confirm their Ask the patient and their relatives what they take and when

medicine regime Refer to most recent information - clinic letter, repeat prescription or discharge summary

Get the medicines  When was the last dose given? When is the next dose due? Ensure handover to colleagues

in on time Zero tolerance for missed meds - they are always available - consult Omniview / on-call pharmacist

Think swallow for  Can they swallow food, fluids and their medicines?

all patients Ask for an early ward-based swallow assessment for all patients and then, if indicated, a speech and
language therapy (SalT) review.

What to do if nil Don't let patients miss their medications: suddenly stopping them can be life-threatening
by mouth?

Use our non-oral medication calculator to determine dose / route required: pdmedcalc.co.uk

Being proactive Aim to sit the patient out of bed or, at the very least, up in bed (to reduce risk of pneumonia)
Early referral to physiotherapy
Ensure bowels are working - constipation very commonly causes worsening PD symptoms

Avoid culprit
These include: haloperidol, metoclopramide, prochlorperazine

drugs

Let us know they Contact the PD team on 0191 2934167 or parkinsons@northumbria-healthcare.nhs.uk

are an in-patient Leave a message if there is no one available and we will get back to you

building a caring future www.northumbria.nhs.uk
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Staff Nurses

Advanced
Care
Practitioners

Physicians’
Associates

Healthcare
Assistants

Junior Doctors
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Ward
Managers

Trainee
Nursing
Assistants

Pharmacists
and Pharmacy
Tech

Speech &
Language
Therapists

Ward Sisters

Consultants &
Registrars
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172 staff
trained
across
3 wards
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Parkinsons think medication!

Get it on time Zero tolerance for missed meds

Think swallow Contact the PD team

Search ‘Parkinsons’ on the staff portal to find out more

building a caring future www.northumbria.nhs.uk
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Adult Nursing Assessment

_ Previous assessment

Does the Patient have any of the following?

| = 65 Years Old ll Diabetes l - | Neuropathy ll Stroke l
| None of the Above l

building a caring future www.northumbria.nhs.uk
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ndmedcalc.co.uk
y RS

Excellence :
Network Northumbria Healthcare
NHS Foundation Trust

Sepprte hvagh & guar from (e Park sins Garssncs Rea s

PDMedCalc

Who is this tool for?

Doctors, nurses and pharmacists who are looking after patients with
Parkinson’s Disease (PD) who have been admitted to hospital and are

unable to take their medications orally.
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% Delayed Ward 3 NSECH
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e Time critical medicine wrist-band

e Pushino eviean naarar tn tha ‘frant-Annr’ o ogoge o 3 oege®l 3 ol3s

e Parkii

PRINT AREA = 18MM X 56MM

* Microteaching part 2
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SPITAL | COMMUNITY | HOME




NHS

Northumbria Healthcare
NHS Foundation Trust

| essons to share

* Harness the power of patient experience to win hearts and minds
* Micro-teaching, macro-impact!
* Embedding learning in the workplace

* Tech solutions offer potential, but pain... get expert help early!

building a caring future www.northumbria.nhs.uk
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Thank you

James.Fisher@nhct.nhs.uk

pdmedcalc.co.uk

building a caring future www.northumbria.nhs.uk
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Clinical Audit Awareness Week [K2lylells
HCAAW24
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Who is YOUR Audit Hero? #HCAAW?24
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Clinical Audit Awareness Week

#CAAW24

Part of Clinical Audit Awareness Week
2024, featuring the Clinical Audit Heroes

EVALUATION — MENTI

=7 awards

Your feedback is important to
us

Please take a couple of
minutes to complete our
evaluation form

®H DD @

#CAAW24

Who is YOUR Audit Hero?




Clinical Audit Awareness Week #CAAW24 HQIP

Healthcare Quality
Improvement Partnership
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