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Lean thinking
SiX-Sigma
Root cause analysis
Swiss cheese theory

Airline safety models
Checklists
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METACOGNITION

Thinking about thinking....
Learning about learning....

Awareness of awareness...

Knowing about knowing ....



METACOGNITION

META LEVEL

{metacognition)

MOMITORING COMNTROL
ag., Checking that 8.p., re-reading a
¥ou understand paragraph, or reading

what wou are reading slower Lo ersue

better comprenension

OB JECT LEVEL

(cognition)

Fgure T Helson and Marens' (19200 Model of Metscogniion



METACOGNITION

* Content knowledge — understanding your own capabilities — often
inaccurate and greater confidence in performing well is associated
with a less accurate metacognitive judgment of performance

* Procedural knowledge — about doing things. This type of knowledge
is displayed as heuristics and strategies. A high degree of procedural
knowledge can allow tasks to be done more automatically (like driving
a car).

* Strategic knowledge — your capability for using strategies to learn
information

* Conditional knowledge — knowing when and why to use content and
procedural knowledge
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Adapted from:
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Unconscious

Learning Competence Right Intuition
Theory: Conscious
Maslow’s Competence Right Analysis
pyramld Conscious

Incompetence

Wrong Analysis

Unconscious
Incompetence Wrong Intuition







Type 1 Thinking




o lypel Thinking

s East

* Automatic
Ereguent
Emotional
Stereotypical
Unconscious
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FEAR







Type | thinking in training.....

Unconscious

Learning Competence Right Intuition
Theory: Conscious
Maslow’s Lompeiehce Right Analysit
pyramld Conscious

Incompetence

Wrong Analysis

Unconscious
Incompetence Wrong Intuition




Cognitive Biases

Many described and seem to keep expanding
Important to know they are there
But more important to listen to Type 2 when there is a concern

Examples:
* Anchoring * Framing
« Availability * Sunk cost

e Qverconfidence
....Biases help to explain why we are
terrible at statistics and numbers

* Substitution
e Optimism and loss aversion



Possible solutions
What’s new in safety?

Age of Age of

Compliance Resilience




Possible solutions

* Resilience theory
* Work in a complex adaptive system

* Linear models to look at error are not fit for
purpose

* Linear solutions are unlikely to succeed (and
haven’t)
e Safety Il model

* Focus on what goes right, rather than what
goes wrong

* Clinical leadership FOR BREAHFAST

* Positive, supportive, collaborative —

e Strong organizational culture
* “The way we do things around here” TER DRUCKER -

* Focus on work-as-done, rather than work as
imagined
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Success stories

Supervising for safety

Dr Amanda Stafford

Clinical Lead Royal Perth Hospital Homeless Team
Emergency Department Consultant
Royal Perth Hospital, Western Australia

#patientsafety acem.org.au



Clinical
Supervision
: &

Patient

- BEY

Dr Amanda Stafford
Royal Perth Hospital



Clinical Supervision

o A formal process of professional support and learning
which enables individual clinicians to develop
knowledge and competence and assume responsibility
for their own practice.

o Cutcliffe and Butterworth, 2001




o "“The current flaw is that many work practices depend on
the judgement of junior doctors to recognise when they
don’t know or are out of their depth.”

o Clinical Supervision at the point of care
Clinical Excellence Commission 2012 NSW




o Trainees are junior, mobile, inexperienced and may be
‘unconsciously incompetent” in their task and need to
be actively supported and supervised rather than
passively overseen.”

o Clinical Supervision at the point of care
Clinical Excellence Commission 2012 NSW




Training as an Apprenticeship

o “The apprenticeship model persists as the major model of
training, especially in procedural specialities.”

o Clinical Supervision at the point of care
Clinical Excellence Commission 2012 NSW




Diagnostic Skills

Main EM Skills

Technical Skills




Lack of

evidence




Clinical Supervision at the point of care B
Clinical Excellence Commission 2012 NSW

o0 54 RCAs 2008 and 2009 in NSW

o Clinical Supervision theme

o - clinical reasoning
o - decision making
o - care provided




Major Issues

o Lack of recognition of deterioration 31/54

o Inadequate treatment 23/54
o Missed diagnosis 14/54
o Delayed diagnosis 4/54
o Wrong treatment 4/54

o Delayed freatment 3/54




Major Conftributors

o Availability of Senior Clinician

o Workload

o Rostering/Skill Mix

o Conflicting Priorities

o Lack of Senior Clinician Review or Input
o - escalation of care

o - appropriate level of care

o - culture re involving Senior Clinicians

o - effectiveness of supervision




Measuring the Effectiveness of

Clinical Supervision




More posifive.........
o Term report & WBA o FACEM exam
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Good Clinical Supervision i
Need a framework and system

/

*Routine
performance
evaluations

*Teaching
Program

Flexible || Flexible

*ED Floor
Supervision

Remediation
and
Relearning




Multi-disciplinary Team

Consultant
DEMT
Mentor

Chief
Registrar

Chief
RMO
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Clinical practice improvement
ED sepsis project

Dr Anh Tran

Emergency Physician, Emergency Department
Werribee Mercy Hospital, Victoria

#patientsafety acem.org.au



Patient story

2030 59 yo female (Type 2 DM) presented at post fall
Triage: Pulse 112 RR 20 BP 138/53 Sao2 95% room air GCS 15

Category 4

90 mins : Temp 40.1 pulse 109 RR 21 BP 113/86 Sao02 94% room air

Bloods and blood culture sent

150 minutes: “A/W r/v by EDMO”

7.5 hours: Temp 39.5 pulse 121 RR 20 BP 95/50 Sao2 95% room air GCS 14/15

T/F resus, IV antibiotics, Nsaline 500mls
?lactate

9.5 Hours: stable, improved GCS referred to med team



Sepsis care -audit

VAED code: “Severe Sepsis”
“Septic shock”

N=18

Recognition at triage 67%
Started on a sepsis pathway 0%
IV antibiotics administered within 22%
1 hour

IV fluids administered within 1 50%
hour

Lactate measured 94%
2x blood cultures taken 67%
Adult Retrieval Victoria consulted 22%
(UCC or regional ED only)

Transfer to other hospital 44%

(UCC only)




What to do?

a. Keep auditing

b. Communicate the audit to clinical staff in the hope they improve
performance

c. Schedule face to face education sessions to educate clinicians
on the importance of good sepsis care

d. Communicate the importance of timely interventions in sepsis
e. Clinical practice improvement project



scv

Implementing a sepsis bundle of care
in the WMH emergency department

g




WERRIBEE MERCY HOSPITAL

WMH ED has a 3 bed Resuscitation area (x1
paediatric), 9 monitored cubicles and 6
unmonitored cubicles, a designated fast
track area and a 10 bed Short Stay Unit.

Medical EFT ;
FACEM EFT 7 JMO 25
Nursing 70

The emergency department sees 40000
patients per year.

This project coincided with the opening of
the ICU at Werribee Mercy Hospital on August
1. (increased presentations)

Hospital inpatient services include: general
medicine (including HDU/ICU), general
surgery, obstetrics and gynaecology, special
care nursery and psychiatry.

l imitad ciithenacialtyv carvicac

Mercy Health
Care first



Safer Care Victoria

Safer Care Victoria (SCV) is the state’s
healthcare quality and safety improvement
agency. Works with patients, families and
carers, clinicians and health services to
monitor and improve the quality and safety
of care delivered across Victorian
public health system.

ECCN- Emergency Care Clinical Network.

This network brings together clinicians who
deliver emergency care

Within Urgent Care Centres, Emergency
Departments and through Ambulance
Victoria to improve the quality of care and
patient experience in Victorian emergency
departments.

o

Safer Care



What are we trying to

. accomplish?




Improve early recognition of sepsis

Improve early intervention

Antibiotics within 1 hour

Improve early escalation of care

AIMS

Measure 1: Proportion of patients identified at triage

Measure 2: Proportion of patients initiated on a sepsis
pathway in ED

Measure 3: Proportion of patients administered IV
fluids within one hour of presentation

Measure 4: Proportion of patients administered IV
antibiotics within one hour of presentation

Measure 5: Proportion of patients with lactate
measured

Measure 6: Proportion of patients with 2 sets of blood
cultures taken within 6 hours of presentation

Measure 7: Proportion of patients where Adult
Retrieval Victoria was consulted

Measure 8: Proportion of patients transferred to
higher level of care (inter-hospital transfer or transfer
to ICU/HDU)
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What change will lead to an
mprovement?

acem.org.au




Patient tri Patient with potential sepsis Triage nurse hemody- No assign triage awaitcubicle if awaitnursingand
atien riage presents to triage assessment namically category 3, 4, or 5 needed medical
nstable assessment
~
\L Yes !
Primary Assign triage Category 2 doctor Resuscitation or Sepsis commence non await further nursing
N i .
. category 1l or2 assessment :ﬂ::acg::::nt managemen sepsis management and medical
medical equired required? assessment
assessement
and
management Yes
Yes
Resuscitation
cubicle
Resuscitation
Commence Commence O2 1V acess + send off 1V fluid IV antibiotics
monitoring blood tests
Patient Continue monitoring Refe.rto ICU or 1CU/HDU Transfer Refer ARV
Improved and treatment Medical team for required required
Ongoing
Continue monitorin,
Management e
and
Admit WMH ICU/HDU
Bisposition R
(Ward/ ssu/
\(Home/Transfer) J







W MH Sepsis project affinity diagram

Why do patients presenting to the emergency department with suspected sepsis not receive optimum care?

Recognition

Some patientgroups not
beingassessed and
managed appropriately eg

current sepsiscriterianot

bieng followed

high risk patients are not
identified

patients notassigned
correct triage category

recognition delayed due to
increased workload

Process

observations forsuspected
sepsis notstandardisedie
some notdoing BP/Temp at

deteriorating patientin
waiting room not
reassessed

patients not reviewed post
treatment in a timely manner
iethere is not standardised
review process

ena patientissepticthe
frequency of observations
and process of review is not

patients not reviewed post
treatment in a timely manner
ie there is not standardised
review process

patients not reviewed post
treatment in a timely manner
ie there is not standardised
review process

patients not reviewed post
treatment ina timely manner
ie there is not standardised
review process

patients not reviewed post
treatment ina timely manner
iethere is not standardised
review process

Clinician
Knowledge

uncertainty re which bloods
to take --
lactate: ?venous/ arterial
blood culture: ?how many
sets/which site/ ?take
before antibiotics

when analyseriscalibrating
there isuncertainty about
alternative actionsresulting

uncertainty re what
interventions

uncertainty re which
antibiotics to give and when
to give ie benchmark time

uncertainty re when to
escalateie trigger, time
frame for referral,
acceptable physiological
parameters

understanding of how much
to give

understandingre when to
give intervention and the
besttime frame

Task

other competing demands on
Cat 2 doctor hence delayed
chartingof IV abs

delayin cannulation due to
bed availability, staff
availability

delayin cannulation due to
unsuccessful attempts and
one operatorattempting

delayinantibiotics dueto

getting the medication charted

due to other competing

demands, doctors need to look

up what to give, doses

delayin antibiotic dueto
increased preparation time

Equipment

planned calibration of lactate
prevents lactatelevel being
obtained hence delays

not enough beds available
to commence interventions

no resus space available
when busy



ECCN Sepsis Project- Driver diagram

Primary Drivers

Secondary Drivers

recognition criteria and high risk groups are
defined,

improved care of
patients
presenting to the
ED with suspected
sepsis

all sepsis is
recognised and
action is taken early

clincians are aware and use recognition criteria
and early warnings signs to identify severe sepsis
and commence necessary treatment

clincians are able to take early action

when sepsis is recognised

evidence based interventions are defined and are
standardised

timely and effective
sepsis care is
provided to all

patients with sepsis

evidence based interventions are embedded into
process of care which is standardised

clinicians follow standardised pathway for all
patients identified with sepsis

frontline staff

supported to
efficiently care for

septic patients

clinicians have
knowledge and skills
required to provide

good sepsis care

when usual management options are not
possible eg resus cubicle occupied, alternative

strategies are defined _and_known to clinicians

staff are supported and able to obtain assistance when
unable to provide timely interventions eg IV access

information is readily available to inform and
remind clinicians of management steps

all staff have the skills and knowledge required to look
after septic patients eg cannulation

all clilnicans have an understanding of recognition criteria
and importance early recogntion and timely intervention

increase knowledge of latest evidence
based care

improve awareness of when and how to

escalate care

Change Ideas

update sepsis criteria and apply to all
patients. make criteria clear and easy to
use

Make criteria visible at triage and clinical areas.

standardise response when sepsis
identified ie assign category 2 at triage
immediately commence on a pathway,
overhead call out, simplify initial response

make initiation of treatment not cubicle
dependent

develop an escalation process for when
resources a re not available eg resus beds,
cubicles, allocated nursing staff, blood gas
analyser

revise ECCN pathway (based on evidence)
to make it more relevant locally

ensure steps in pathway are clearly
defined, understandable and relevant
locally

develop a escalation process to support
clinicians when unable to take bloods or
cannulate

improve cannulation and venepuncture
skills in all clinical staff

develop a sustainable education package
to assist with improving awareness,
recognition and understanding the the
importance of timely treatment and steps
required to improve the care of sepsis

online pacakge to allow staff to learn in
their own time

feedback process for missed cases or
"wins" to assist with case based learning



What changes will lead to
Improvement?

* Improving recognition

» Standardising care to assist with early, effective
intervention (in line with evidence based practice)

* Improving clinician awareness and understanding



w—— [ P % WERRIBEE MERCY HOSPITAL |— = I =
1_:;;_ .-% WERRIBEE MERCY HOSPITAL prr=—rrrr= | rr= | = Emergency Department
" )
L A:-:I Emergency Department — Fﬁ-E' ADULT SEPSIS PATHWAY — — —
S ADULT SEPSIS PATHWAY — — —
R | Dema= __FF o Mo M Tesa ol mecgeetess: | = TR A A TRGCHTY I:I
. . . o
[ 1. Des ywour patient hawve a known or suspected infection? J Ha—a - . o
- ey o hrman or Ao - Trupareficey: coug, aborirsn o Bl
L] Mol ropsarie or masr ! chame ey # ERdomird: pear, g Sasiam == [=]
- ruwdlirg masiead ceaos = AR s ma Wl darao, Feacaks e T L. D s St B4 Bures fess oo o S ey, e S e, aibe Barea aerp ol e dediownmy
it e L e Rl S R o Serabccnrerys Sy, Semesscy SR o e, st il v S il dacfean, s oo spspacess ol ke etes?
" Sk cdleliss, woore, pesabidd el O Tonperatom C3E5C cr =335 O seesery of bemr or nper
[ 2. Does your patient hawe abnormal vital signs? J E el Bt N R E e —
e Wit B e rewedlirg meaticsd deaos
O a0 = ow = 123 = IS0 O S wonearpfic s e procsasem
SOVERE SCPSIES SOPSES WARMING SEGMHS O  Syrasclic S o ey O dSor: cdlchas, weooed, pesabid ra
O  slsread mssetdl s O sopirasery coope, akorreae o Ereads
F af the follawing: E!ﬂhm A Do o St 5 Bures closcall apgec: of [ [T S S
- e
mmBHg = T perature <3500 or 35 a ? _ O M cearunsad maetel dorirso, Fomiacbs
d ot ! I'_t-.ﬂ-?-—-_- ol purip o, (R, and ) O carirccnrarg: dymone, fmascarecy
- O Dearreassdime e cocipet § fee o8 Bed
w2 e ol = Respiratony Rate =20 per m linete
= WD <3 or =12 w 10T bt ol it e Hamia Tirm COMTIMLE FATHRAAT: ¥ M
L. Cloyparn B, St T R (o SE-00 %k CONNDLE choea Bppe 0 pinpaatery el TI0E I:l [ o
il 1 e
e L == ez Bore prnpbardd carerola o Sore el e for Toae Bl O

F cxariirad e arcinc: diracs alnsady areanlablde  Sppea O appdic k)

2o Bluoad culmne Tras Sl of Elood ouliom TIE D [T b
2 pempbarad; or 1 focm el Bormees o dermes e par? of srecsncabe, plos 1 panpdbsaradl
=0D MOT DELAY AN THEROTRE A0 RIS IS TRATRON BF S OO0 CU LT SES DIFFRCLT TO OSTANN

This patient is ot risk of Partient mary have sepd= T . ™
rapkd deterkoration  soptic shodk

= e il et

First 30 ilFites from presenting Sgns symptoms

- B W Bl et Tl PaiE I:I e
= F_lmoer ey amBacliam
Do powt pusa e huaee a4 isodb. ol Came borm e o Schaarca Cara [} [ T e——— Faccwd lactta lawal REd -
LS S I S R s oo e
Pt e o Ol ASC WSC, OFF LT, G sesocl] Bl ot vocisn Duiroidl

B e boma meoma ey

&  Coranier croas mexh o peiisaee? el ok of aresamiie o esese maisae? sy

RECOGNISE, RESUSCITATE & REFER

[Ea* E Bt B LSRR R
If sepsis is maost lkeehy e s !

O MOT 'WARIT for Baal el Commancs Tuid mEbescatafien anid anBBEicBc AT

- e cbosaraaeen.
- - - e e ko J
COMBIEMNCE SEPSIS PATHWLAY [ . A Pl Fos s ci S e, il Bures oo el orfooas ] [ e e o o e T Parmarep et
Moty Mmookl otk M asniir gy "I Ila ; gares EAFED B Bl STAT [l =
Comshder excalation of ore s roguibned i T - B0 G e dhilcada oo Hartsases T saliztese ©
-

Do B e are e e I:I I:I-lh-l'\..

i by aESEns in BU i =2 . T e ropesras o o rmed To oo e Saer s oo ey B e e sa gt Toaee Bado s

1. s =R mir e 3 A s sr it 300l J:I I:I

2 T st ol Bzt cocliomes 3 rrereaece s e SEecien Coos alle bt ppeicadirsl i-lb‘:"h':"-"—_‘l A e . .

. whweecac B Dactane 3 e e, L s e merucan. Lo s 1T wge s o pdmarary catama, Feory o candtia s e e o dudaly padae

L aacar pariarrd cormerdty aofergarang sy e oo g cerpanies e aresindesine. werSfeos B00 orndrcates Sp— y BALFLT PO b ek PR— b vt | P ol Plsic] Exa -

T S o S oo s eee a1 Dod] Bo s B B TE ded e oo o ol 1 - meorlos o




r - Al Gt P "

swmed site of infection

Emergency Department
ADULT SEPSIS PATHWAY

AL

Double-click to show white space

o Desenn coorosl O areen lalda)

S

Clasncally axactasa e patsasd dow a ot ol sedacinces, @ gy cleaid, ooy el merksclinse

Firad &) miinuses from pradendng sins)impsen

s B el = SAEIERGHE STAPUS. - ool

ria= mapy OMLY (up B 48 Poun) = modiy o acee o aidiicead

" nual PgEmar e e sl

romaier s avalatls

#  Fraum dew patae Saodicicd S aed e andpeE T i porendiae D s e procmsad wn el e aee
LA AT, Lk ISa reasamm AL eIT .'\_' T fir .'\.'l. ELS o

*  Thka fcllcwirg ponddirsn Fores Bsas adaptad from Tharapaotc Guudsdirsn (TG Arabacac feamuce 15, 200047,
plene refer Fog for moms delalall infcmmalee o mapoima o ek wper? alwos

[ 1| [ e p—p— il e g e dies g for rommd reed rcsee s Goilealmlimie, o mate dues
mary Ba pazcimall for paieets with noeudl impsammae? - owee Sppercdie 26 (Table 2 337 TG for adwoe

ek lacter for Raghs ok od LT R RS, T b o po e e 1] S e e
g, el S8, Perrdlovrrovnas, Bagh ask reved) ecdiee scbcocrtirees, =L -]

Mo alluny o g el |m_ui|q_ﬂl-lq, |

UNENCFIVN SORUROE OF BN RS0 TN

ciproiliceaie J00my 0 12 -oody PLUS
rarcsmyeir B G Soaary Gl

cuirianenn 19 I 249 -heody PUUS
eadlanclin 2§ 1% Etaudy

cenesre 1y 0% 24-Fcudy PLUS
Aoclccaillic 2y 0 d-Fcudy

- Bt e U IR, nasapaa il

- by arerasss D5 N 3 By " Figh nade e mo ] S0 e s e D o 1um

FESREE MEUTRO™ENLS

ciprsilicoatie 400wy i 12 oudy PLLUS

piparaillie b e, 4 Sy 0% ey | cufupima Y 1% -y
rarrmyrir B (s doaary bl

5 _ Al Baoscs - s cillor ol D
a e -t reetiae i prar il ol Ly S renk-
u O S e O Tl = r ol lnappy o o el el
MRS el 2 L ol DT el D e 3T B D
o SAEFEL TED, KM e Ui LT i
R
tafur b ampine anabicsc puideines on ned o ST § i)
S S T S TS TS S Sl B PSS s o TN S T U TS
“Loricer paoriertd correredly coengoroag aysderne. derriobferorsy seeret e
arorsibvioiic. wetlida 20 ardvestes s I:
£ P T g
ol T Do Erppfincccrnces ol patisaed ltey corficcabaents or e foscp el it daficisascy

" Coruo s s ciry Pl et -y vescosspes 1 weeae s, 530 0mm ool =2

" Bated it B 07 W, or hes-nd aiad e fe e ucapea

a2l macls e i D e 1, O sieppiic el el ey

- Lhy Sampusacs g N 3Bt 7 Figh
r-lauctes am Fen poor LYY parereior

nu are ppnsTocsr nggmara) 1o i reetd cmired

LTl ] e FIEATE
- Corucer ey e tecsedareda SO0y 1 12 Boady Dns celesar
rhaice poasible

 Seadc apamielind eitAvs el e s

LI |

BT e
o il ilact:

Ay - O NN TE e . - PO e

Tm 3

N TR VESTLILER DEVCE SOai@lE fearsare daemsa )

prparaulhie Saeka am 4.9y W ddcody | cellavidime Ig i 3 Boeody FUUS ciprsilicoatie 400wy i 12 oudy PLLUS

i 1 e diciry Rl rarrmyie B o doairy ]

PLUS warcomypir 0 Goam doairy Sl

Airid & hairs

B. Flomfenng

[ ———

L R |

SE

i oy et orartieers D a0 il
Fonatnn oo e e e g e o o e o = T e e e
[0 rerserar W rogEaraiory res ¥

[0 rarceneaz orrs

Lirirems caipa o (5.5
J S

il e & Ao Ealaros sy 31 mirs Bor 2 R e ey o 4 B o mecs
e

rink o Oy pite e

= Crarps on purele rors o cbuarealioe chert]
TS e iy
Al I S I

-

il S

soalianl ropal e 2 Pouns

i ot ® o0 kel ESC B0 BATE coar sy O el

roonacdly Frainrih wall e wepan or aapdlc abock

- Lol AT e b a4 5y 0% ey
BB THLE R SR s, " Y,

" Lhe Saeeusacs g N -Boady | Figh naoc?

o Coranie afidiry eetdosgall coomr 1 e aapin, Figh dak ey proloepad inraercan o] e kecawre
dividla

el crnablcr wak O

EESFRRATOETY TRACT SOuURE

caliraoses 1y B 3 d-tcudy FULUS calliiotes Ay I 28y PLUS memilcxs e d00my P 3 d-oudy

o -
a

Sy 1 24

awndremeppr S0dmy 8 23-Foeady

o= e = R g =

Sl

[ [T
El TFrea

oo oo dfriecded dep ety Sorocar;  cov

[] Dt irrans

.

O et b facs
O s s fon WS

e e CEE)
ST e AT e S

! aewals o moupireiicry mclaplses SO

O Zace] for & oFfofe Souarp OF ek s Brcsa 1)

- Coranar wrd o Marseme fSemy DU Seaedyp Moo s bat

- Coraider cofnaesere Iy 0% 12 -Fourdy e cnacdly Fuliar h owil wreay aagpan or wage i abeok

- Tplaw ce'maosre vt papw il garcbactas 4 Sy 0 E-bBoaedy 07 maeeasae Ty 0 3-Beamdlg 17 s £W0
krcewr pnpirairy  colorpalicre wilth poaslee crgarum, ol Paeordovrroras, RS

" Coraindr ey St ioomda il 25 N S-lcuely arc wiseseioti o wiroeply soapsac? Sopelefooc oo oo e asaresans

canine (i repeid] cal Cabmoralcr or pera Hary Ersesmorns)

e e

o e B

SAUEART S OO SO THE MDD FOHRE SO FCE COHN THOCHL

S B ey dieene and o sunpcal Beats aady

U AR TRELT SRURLE

crprsilcaatie 400my i 12 -Fcudy

caliracrs 14 I 24-bcudy PLUS
amcmcillie 2y i S-hourdy

- Cornander calitaoses Iy 0 12 Foardy i cascadly Fellnr o Wil wanemy el OF AL abool

- Lhe marpesas 15 0 S-Beadhy 17 oraae B0 Figh nnde e mool 3 o gensa e o cger 1am




Online sepsis education package

Power point presentation
10 question quiz

All clinical staff
voluntary

£

SurveyMonkey-




Change 1 Change 2 Change 3

PDSA4 PDSA 4 PDSA4
recognition and commencement of Study compliance andtime to AllIMO and nursing
pathwayduringLweek antibitoics and other measures for 7

days

PDSA3
recognising and commencing
pathwayfrom cubicles- simulated

PDSA3
Trialon ANUMS and
consultants

PDSA3
Studycomplianceandtimeto
antibitoics and other measures for
3 days

PDSA2

calling out sepsisand commencing
pathway fromtriagefor1-2
patients (form printed from triage)

PDSA2
Trial on 4 participants

PDSA 2

Trial changes on2-3 different
simluations withdifferent staff
Time takento administer antibiotics

PDSA1

PDSA1

PDSA 1 t
-trial use of promptattriageand ‘v

Trialina simulation Trialon 2 Participants
process for calling out sepsis on the Time takento time stamp and
overheadfor Lshift administer antibiotics

Period October2018 Period Oct-Nov2018 Period Oct- Dec 2018



How do we know If there
has been an

— Improvement?
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Fvaluation - Recognition

Severe sepsis/ Septic shock monthly cases per
10000: Jan 2018-Jan 2019
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Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 |Pre PDSA tesﬁngfimplementaﬁnn

Months :Jan-18 - Jan-19 (April 2018-Sept 2018) Triage Category Count
Cat 1 0
Cat 2 14
Cat 3 3
Cat 4 2
Post PDSA testing/implementation
(Oct 2018-Jan 2019) Triage Category Count
Cat 1 1
Cat 2 28

Cat 3 7




Fvaluation- Sepsis Education

Question Ranking

Average Score 89% 9/10 PTS Average
- Questions (10) Difficulty Score
Q9 Which of the following sepsis criteria does NOT require escalation of care for
Total respondents HDU/ICU 1]70%
20 =56 Q10 Which of the following statement is FALSE regarding further monitoring in
sepsis 2(73%
15 Q7 Which clinical sign is the most common in adult patients with severe sepsis? 3[82%
Q3 Which patient has a high risk of developing sepsis 4(84%
Q4 Which of below is not a component of SIRS 5[89%
10 B Number of respondents Q2 Which patient has the highest risk of death 6[95%
Q8 According to the sepsis pathway which patient requires escalation of care to
s ICU/ HDU within 60 minutes? 6/95%
Q1 Which of the following is considered a life threatening emergency 8[100%
Q5 In patients with sepsis which of the following steps which of the following is not a
0 . . . . . . priority in the first 60 minutes? 8(100%
oo ole oo oo ole ole oo oo oo \o
0”0 ,\"\,”19 ,»\;ﬂ’g ,,;\;bp b;\,%g 150 b’\,’/\Q ,\'\;‘b cb'\:OS) OJ.\;'\'QG Q6 You are assessing an 60 year old male who has presented with confusion. Vital
signs are: T 38.5 HR 110 RR 25 SBP 100.What is your initial management? 8(100%
Did this education package improve your understanding of sepsis
was not helpful somewhat helpul |~ neutral helpful very helpful Total Weighted Average
star 1.85% 1] 556% 3 3.70% 2 4.26

Skipped

2




Measures

Measure Pre data (1 Jan - Post Data

30/06/2018) (30/10/2018-
29/01/2019)

Recognition at triage 66% 96%

Started on sepsis pathway 0% 80%

IV antibiotics within 1 hour 22% 80%

IV fluids within 1 hour 50% 76%

Lactate measured 94% 100%

Blood cultures 2 sets within 6 hours 63% 83%

G

Mercy Health

Care first



PATIENT STORY

31 yo male presented at 1617 with fevers, headache and throat pain and cough, vomiting

Met sepsis criteria with high fever, tachycardia and hypotension [ 5a02 »95% GCS 15)

Assigned Category 2 and sepsis pathway commenced immediately

Bloods (Blood cultures x2 and lactate) taken at 17 minutes
IV fluids commenced at 18 minutes
IV antibioticsat 18 minutes
Persistently hypotensive despite initial treatment
Escalationof care at (resuscitation cubicle) 90 minutes
Medical registrar review 135 minutes
ICU registrarreview 165 minutes
Transferred to HDU 180 minutes
Cutcome

ICU length of stay 2 days

This patient presented on a day whereby the ED recorded its maximum number of presentations.




Benefits

Process for change following
identification of patient safety
problem/incident

Systematic methodical process to
bring about change

Proactive vs reactive approach
Frontline clinician engagement

Builds collaboration within and
outside the ED

Improvements can be identified
and communicated

Areas for further improvement
could be identified




Challenges

Takes time

Improvement science knowledge not widespread

Service improvement team support
Availability
Clinical perspective
Trust in the approach and understanding change
Measurement
Support and resourcing of project teams

Engagement and support by leadership
Training
Building time to work on projects



Supporting clinical practice improvement in the emergency
department to improve patient safety

Increase knowledge and experience in improvement work

Engage and support projects

Advocate for resourcing of improvement projects

Look for improvement opportunities both within and external to ED
Shift focus from measurement to improvement work



Project Team

Project Lead :Margaret Daly (ANUM)

Medical Project Lead: Anh Tran (Emergency Physician)
Rachel Vorlander (Antimicrobial stewardship pharmacist)
Prema Madaiah (RN)

Stacey Paterson (RN)

Abby Bean (Quality coordinator)



Australasian College
for Emergency Medicine




