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CLINICAL EXCELLENCE COMMISSION

The Clinical Excellence Commission
is responsible for leading safety and quality

improvement in the NSW public health system
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2018 Was Busy!

NSW Health in Numbers

PATIENT AVERAGE LENGTH BED DAYS PER
ADMISSIONS OF STAY YEAR
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Moving up the ‘slippery slope’
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Top 10 RCA risk groups
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SAC1 Risk Groups
2017

Det Pt - failure to recognise

Det Pt - delay/failure to escalate

Sepsis

Diagnostic Error

Det Pt - inappropriate /delayed response to escalation
Out of hours presentation/admission

BTF - altered criteria

Acute abdominal pain

Paediatric patients in non-paediatric setting
Post-surgical/procedural care

Fluid Management

Paediatric resuscitation

Det Pt - issues with rapid response

Altered consciousness

Airway management
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The Problem

* Failure to recognise,
* Failure to respond to deteriorating patients
* Sepsis

“Patients don’t suddenly deteriorate.
Healthcare professionals suddenly notice”

Dr Patrick Brady, Cincinnati Hospital
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Program Aim

To improve early recognition and response to
clinical deterioration and thereby reduce
potentially preventable deaths and serious
adverse events in patients who receive their
care in NSW public hospitals.
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NSW Approach

* Broad clinician engagement and consultation
e Standardisation across NSW

* A ‘sick’ child is sick wherever they are

* Allow facilities to customise their response

* Promote and support clinical judgement

* Move to EMR
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BTF in the electronic Medical Record

Purple, Polly Fermale 57 years DOB:25/12/1955 MRMN:414 Location: Emergency THA Wait Rm  Visit Reason: Pain, abdominal Diagnosis:
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SEPSIS KILLS PROGRAM

Aim: Improve sepsis recognition and management
and reduce preventable harm to patients in NSW
hospitals

( RECOGNISE \

Risk factors, signhs and symptoms of sepsis

RESUSCITATE
With rapid IV antibiotics and fluids within 60 minutes

REFER
\ To specialist care and initiate retrieval if needed /
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OBJECTIVES

* Promote uptake of standardised decision support tools
* Improve reliability of recognition of sepsis
* Decrease time to commence treatment

* Promote appropriate use of antibiotics

* Decrease the rate of in-hospital sepsis related mortality
* Decrease admissions/length of stay in ICU

* Decrease hospital length of stay for sepsis related admissions
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Reliability: bundle six actions

Give oxygen

Take a lactate

Take blood cultures

Give empirical intravenous antibiotics

Administer intravenous fluids

Monitor and get early senior review
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Keeping patients safe
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SEPSIS TOOLKIT

e Guide to ‘think sepsis’
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Antibiotic guideline

PAEDIATRIC
ANTIBIOTIC GUIDELINE FOR
SEVERE SEPSIS AND SEPTIC SHOCK
AND
UNWELL NEONATES
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EDUCATION

[ Emergency SEPSIS KILLS Program

Why worry about sepsis

Resources

SEPSIS
KILLS

RECOGNISE - RESUSCITATE - REFER

Main menu

* Deteriorating patient education

e Paediatric Watch Newsletters
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Sepsis in a heartbeat:

Never ignore persistent
tachycardia

A two and a half ear old child presented
0 the Emergency Deparemert (D) ata
rural hospital with fever, vomiting. and fu
ke symptams. Otseraations on arrivel
incluiod respiratory raie 58 (Vellow
Zone]: SpOZ 100% an room air; heart rate
178 (e Zaney; and temg 37.3°C.

‘The child was assessed by a mecdcal
aficer (ME) who noted e chikd io have a
“Hat” aiecs, and. folkwing exsmination.
Micught e chikd had & wralinfection. The
MO preseried the case 1o a senior

Sepst is one ol the leacling causes of
dosth in chikiren, with mortalty rates as
high 5 &% 10%. The majoriny of these

et presenizble.

Lactate: How sick is your patient? (Jan 2015)

Al seven patients missed

sepais cases had risk factors, signs and
symprams 1o actvass e pasdiaric

Recent itersturs has highighted that

sapsis ey
despite e chikl fiting the citeria an the
pasey

One consistert frema was clesrly svident

ruspectively forthe next 4 hours at which
oint 18 chikd was cischarged homs
i achice 10 retuem i there wers furthes

“The following day the chikd reumed 5a the

in all seven Al soven pasients had
persistent tachycardia
in each af

them o, recogriss & sick child and
investigate fursier.

an amival or ey in
thesr pressntation. Howsver, me sepsis
sty was not acshated in any of e
cases.
©Once a patient is placed an the sepsis
sty and reviewed by a seniar
clinician, diagnassc inols inchucing o
lactate, bass axcess o peocalckanin level
are useful to asaist cinidians in fe
management of the patient
The aiem for paierts with presumed

sepais is eckminisiraion of appropriste
‘anabiatics and IV fuics wiin an hour of

activating the pasdiswic sepck pathway.
Lessons leamnt

* Do nat ignore, or dsmiss an
unexplaireed persistent tachycardia.

= For any undiffereniiated paiient wit
persistent inchycardia, abeays

by
n

n
intants &rd chikiren, Baties and young
heor rate fo

EDia e
Fusohing selzure. Ouservations on arival
incluiod heart rate 180 respieaiory rate

0; Ep02 65% on o air: capibary reil
Ame =5 se; anda

improye cardiac ousut uniie sduts who
alsa have capacity to change their simke
vakume.

Tajsn
etacialrash on the chitl's upper imis.

4 provisional diagaasis of meningacoceal
sepsis was mode and IV antibictics and
fuic bokus were adminiened and the
hildd was iransiermec! in  specialist
‘paeciatri tacily via NETS.

I reviewing i NSW pasdlaic ACAS
from 201520016 invahed laie recogniion

crilarsn who e
unwell 1 be tachycarde, porscularly
‘afhan they aru febrie. nfants and chidren
st reemain tachycarcic, even when thek
‘umparature ssides, shoddbe
resssessed 1o eccluce capss as & cause
o their finess.

Persistent tachycardia i 2 vakiable
igeger for linicians i conider, "coukd
ihis be sepsis ™, and o escalaie care as

af missed sacsis ideniied.

per pathay.

. & ptient home or
iransier a patient ta the ward with &
ate in the Fled Zane.

“Patients do not suddenly
deteriorate- clinicians suddenly
notice”

Associans Frofussor Pk By, Cincinai
Chidreeis Hosghal

Want 1o learn more? Please visit
our website
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PROCESS DATA
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ANTIBIOTICS: PAEDIATRICS
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Patients with a sepsis diagnosis
who die in a NSW hospital 2009 -2013
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IMPLEMENTATION STRATEGY

LHD/SHN  Facility @ ED/Ward

( h Executive : b
Director Clinical
sponsor .
Governance o Nursing lead
] Sepsis Clinical
Sepsis Lead Lead
_ Y, \ €a Y, \ =
g ) Project | : )
Team plus :
LHD/S,HN P Medical lead
Committee Governance
- ) - Committee ) - )
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COLLABORATION

Clinical lead NORTHERN NSW
and Executive 6 monthly
support HUNTER NEW ENGLAND reports
FARWEST MID NORTH COAST
WESTERN NSW
Monthly
teleconferences
METROPOLITAN
(See breakout map)
MURRUMBIDGEE
RLAWARRA SHOALHAVEN
Phone support
Network with Vic SOUTHERN NSW

workshops
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SEPSIS KILLS
TIME IS LIFE

Recognise Resuscitate Refer

Wi ik

RECOGNISE - RESUSCITATE - REFER



The past

APrevention
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The Solution

A
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RECOGNISE - RESUSCITATE - REFER

Clinical

review ~ CLERIECEED
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1)

)

1)

1)

EEEEEEEEEE

Lessons Learned

Build a guiding coalition of clinicians,
managers and administrators

Even in large campaigns local leadership is key
to success

State wide collaboration essential

Standardise with local customisation
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Lessons Learned

Use local patient stories and data- case for
change

)

)

Clinicians need time and skills in improvement
science

Start small and pilot

)

Make it easy to do the right thing - have
resources easily accessible and available

)
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paedialy

1C WATCH

paediatric warcH

All that wheezes

asthma.

AT-year-old gir presented to ED with
reduced oral intake, cough and increased
respiraiory rate.

NETS armved shortly after mianight ang
2sseszed the patient 2z exhibitng signe
of puimanary oedema. Nat long after
NETS armval, the patint significantly
deteriorated with a losz of cardiac output
requiring cardiopuimenary resusciation
(GPR). Daspite their efforts and atter
miutusl agreement betveen the cincians

What can we do to overcome
cogritive biae?

There were mutiple examplz of
cognitive biaz involved in this caze. The
tollowing simple etrategies ean be used
ta reduce the rick of Siagnoste emor.

+ Write down 3 cifierantal diagnoses

* When reviening a deteriorating patient,

antibiotics and asked to retun if her
mother had any concems.

precented the following evening to
another faciity with fever and cough. On
amival ahe was in acute reopiratory
distrece, d was

. o
recuscitation and the patient was
pronounced deceased at appraxmately

0200 hre.

given a triage category 2. t was reportsd
she had had bicod etained sputum for
one day.

The reviewing clinician neted that the
pabent was afsbriie. wheszing. grunting.
tachycardic and tachypn p0:
af 85% in room air. There was a family
Fistory of asthma. and thia was the firat
presentation o itz kind for the pabent.
Inhaled zalbutamal and humidified high
flow naeal prong axygen was
commanced. and a request for transier o
the closest leve! 4 pasdiairic hospitsl was
made. A cheet X-ray (CXR) was
performed suggesting widespread
preumonia.

At approsimately 2230 hrs, the resting
team diacussed theoe recults via
telephone with NETS. A NETS team was
disptched, however, there was an
estimated time of amval to the faciity of
pproximately 4 houre.

Despite increasing the inhaied sabutamol
and oxygen therapy. the patient continued
to deterorate and a dose of IV esftrauone
viaz pre:

Thiz was administered via an intracsseous
route as intravencus access had failed. A
s8cond GXA was ordered which showed

not
have a history of

or concering features,
Eause o chieck f your working
iagnosie is comeet

+ Whnen something ien't quie right, ihink:
agan about your disgnoais

* When someone sioe i wamisd abolt
your pafient, ik again about what

communicated to clinicians involved in
her care. Itie poseible thie may have led
to diagnostic anchoring of asthma or a
respiratory infection.

The initial

* When you are shreased., are finging the
inieraction with the patient difficul. or
are hungry. angry. late or tired. pauce
to cheek f your working diagnoeis.

her heart. puimenary oedema and
conzolidston on the et zide.
The patient'z bicod stsinad sputum had
not been communicated to NETS and
the two erifical signs of heartfailure from
‘acute theumatic fever - a new systolic
miumur and hepatomegaly - were not
identfied by the clinician managing her

Lessons Leamed
In 20162017, there were 10 RCA2 (18
SAG2 incidents) where the Principle
Incident Type wae classfied ae
diagnosie; missed, delayed or wrong.
Gognitive bias was identifed in 9 of

ermor, whie cognitve-based errors (biso)
waz identified in over haf of theee RCAs.
Sheriness of breath or tachypnoea can
be from a puimonary. cardiac, metabolic
or combined cause. Consider 3l featurse
of

20 apnormal in shape

- clinical and
investigations - when forming &
provisional diagnosiz. and eneurs that

» At handover, make it clear when you
have uncertainty about your diagnasie
+ Agk for senior input to help review your
clinical decizion-making
The Fed Team| Biue Team Challenge is
& ueeful tool o eafely question and
challenge the diagnostic decision
making within the team environment. It
aima to remove hierarchy. ensuring all
cliicians have an equal veice and
abe to share within a eupported
emironment. The CEG' Take 2 - think,
o ie ancther useful reeource to cupport
accurate diagnoatic decision making
For information on the Red Team / Bive
Team Chalienge or additional ressurces
on diagnostic error, visit:
hito s cec health new gov auiqual
improvementpecple-and:
cuture disanceic-enor ousli-care

‘wrant 1o learn more? Please visit our webaite:

voww cec health nsw.govau

The Pascisiric Pabint Safety Frogram warkz.

Continuing to re-avaluate. Al hat
wheezee iz not aethma’

‘el ety of hesith cave for chilren snd youg.
people in NS,

Stop, Reflect & Review

Lessons Leamt
o 8

1atyric wATCH

Lessons Leamnt

abnormal

died of bacterisl

Casel appropriate period of ime and re-assessed Pneumonia. Whilst the patient presented
prior afetodo E " the
rgency Dep: 2 _

history of diamhoea. At triage. the patient

 Glasgow Coma Score (GCS) of 12. The

unuzusl. In casse, such as this, whers the

alertpink and

including for age and assessment, an

within normal fimits, the patient i fesding
adequately.

I the ED astting, it i a requirement that all
chidren have 2 aet of beervations within

one hour prior to diecharge”. I eupportive
treziment.auch 23 axygen hasbeenumd

be
‘actively pursusd. Eacalating care to 2 senior
‘clinician for a second opinion in such cases
s 2aake dagnosic araegy inmiigaing
giagnostic

In the D setting, repeated obeervations

mmmmmumgeny

aver
cues of finesa are detected forany patient

auscutation
asthma was given and inhaled salbutamel

imary reaponsibiley for determining f 2

oriteriz. Thia i parscularty Important when
‘asseesing the eficacy of treatment prior 1o

Primary
was aministered. The patient was then patent s ssie for departure”rests with the dacharging = patert
monitored for a period . physioiogi

“Dep: spiraiory rate.
heart rate. respiatory rate, BP and oxygen rom £D heart
saturations were between the fags’. There chart, or in the eMR form. provide an rate, temperature, level of coneciouenzss

- oppor b

following triage. prior e $me the obaenvations are taken’ The:
weaned oft and the patient was observed for patient’s obeervations should be ‘between
ancther 10 minces, where che mantaned Case2 e Rags pior o discharge.rom hocpinl
period. Na further i with 2 v lethargy. ‘safe clinical reason for discharge. such as

ntake. Akhough the
they had ongoing concems, or  the patient temperature and axygen saurations were bronchioitic™®.
further deteriorates “between the flags’,  was reported that the

chid lethargic and References
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was commenced. Despits resuacitation The patient
taneous preseniation, T T N SERCA SLIE
por = o S oas
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‘Wiart 1o Jeam mors? Plosss visi cur website:

Approximately 12 hours aher diacharge, the
child waz found in their oot cold, moltied

<z v e JscinesD0cmen
02014 Co0 et
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Eruncrisie viewed =1 Qactamer 2018,

paediatric warcH

Not just swelling...
Preventing and identifying

extravasation

Awoid tight taping that can actas a
toumiquet i the fmb was
board or spiint can be ueed

fingers shoukd be in a newtral position”. The

poor oral intake.

and i using a nom-compressive bandage 1o
= “window”

catheter (PIVC) was inserted for

‘Staging an extravasation injury’

‘Stage 1: There may be aweling and pain at
the site. The PIVC will be dficukt 1o fush.

Stage2: ﬂ»gwm.umlmg and leakage
around the o present,intact
Roweve. e ohe may b e oo wih
2 pocsible hardened area, mild blanching.

n

V) =nd

antibiofics. Over

when examinad. the PIVC
was ineitu wag exhibiting signs of an
‘exravacation injury. The iims was cool to
touch. hard and swollen with biisters. oas of
epidenmic and a radial pulce was abaent
The PIVC was remaved and the patient was
reviewsd by the Flazice team. Dus 1 the
w©

AUPIVE irsarion ses s be ssessas

observed at clinical bedside handover.

There wil be pain &t the sts and pulsss
remain palpable.

‘Stage 3: Modrate sweling andor
hardened area around the aite and cooi 1o

be purple or black. Puloes can be wesk on
thesffeceed b

‘extent of the injury, the

ocept i (for
than T5mmiig) and that

ncwas diecharged home four days
ater wih regular follow-up.

In 2017, there were 15 incidents recorded
in IIMS relsting to children 16 years and

‘severe injuries such ae compartment

alarme are audble (Refer o local guideines

for addiional guidance). Iniant distrees

without clear expianation should be

explored to identfy 2 cauce. Pain should

slway= be consicered and the source of the
treated

Emergency l‘lelpnnlesruum(cﬁ )
procedure ensuring a senior linician
review.

Stage 4 Severe sweling istring and
hardening areund the site may be presnt.
cold 1o

Inravenous fluids and medications

toueh with blanching, redness andicr
dcolouraton wiich may be purpe or
lack. Puloss will be weak or abeenton the

10%) ar

‘compromizing function and circuiaton of

potassium chloride
(>40mmal per 1000mL) should be.

the toauea’) requiring
relieve the pressure and retum blood flow.
the:

device. High imitart medicasions and

of
fuicks and/or medications being infused via
the PIVC,

Extravasation i¢ defined as the leakage of a
medication or fids o the extravazcul

‘exravazation injury and :hmld be resed
22 a medical emergency o
neurovascular injury and b e .

Taping and securing
When securing 2 PIVC, a sterie and

wool or
sterile gauze be placed under the hub of the
‘cannula to prevert a preseure injury. Many

iatr precsure injunes are cauded by
the hub of a cannuia.

fucoracilin should be dised 1o & suiecle
toprevene

maybe
>4 seconds.

Thiz iz a medical emergency and requiree
immediate escalation and review,
following local CERS prosedure.
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Questions

For further information:

www.cec.health.nsw.gov.au
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