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Focus on Quality



Visual reminders

In the Emergency Department, stickers are used
to be a visual flag to handover to the staff on
Assessment for certain high-risk patients with:

* A mental health condition

* A learning disability

* A high risk of fall

These are to be stuck on the patient notes by the
Triage or Navigation nurses before being put in
the queue for assessment.




Patient/Carer Feedback

Feedback form: e =
1. What we are doing ks @ — | o
? . ﬁ PICU PARENT /
well - CARER FEEDBACK
2. What can we gearhn

improve? | =l

Fleely s | BT

-

S

QAT Bannins T2

| B : Your feedback is important to us

Thpnzses

All  responses are
completely anonymous | - = | e | — B

Us improve by completing a feedback form |
N =====

u L]
and confidential | B | e
" T We will take into consideration your feedback : P1CL PARENT / CARER FEEDBACK FORM ’

e o e e e

when implementing change to improve PICU. | S | ~ oo —
All responses are completely anonymous and
confidential.
Thank you very much on behalf of the PICU
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Patient Safety Spotlight - maternity

If something goes wrong
or there is negative
feedback from the patient
(patient stories) regarding
something that can be
changed, it will Dbe
discussed and an action
guide will be created to
prevent this situation from
happening again.

A poster will be made and
put up for the staff to keep
it visible.
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Sexvices

“We feel failed by the care we
received.”

“We weren’t told our Baby was
being transferred out until there
was a knock at the door and Baby
was in the transfer incubator, this
was really traumatic for us.”

Key
Messages

FH intermittent auscultation and maternal
pulse not recorded as per 1* and 2" stage
guidance.

F Some hourly peer reviews missed. HOUI’"{ peer reviews — ensure

handover and medical review
don’t impact this.

More frequent IA may have led to earlier
CTG and recognition of concern.

CTG pathological from beginning —
requires urgent review.

In person, holistic obstetric review not
undertaken at time of moving from low to
high-risk care. Earlier obstetric review may
have resulted in earlier delivery.

h 10hrs between documented bladder care.

F Placenta not sent to histopathology.




Independent Patient Surveys

The Care Quality Commission who are the
independent regulator of healthcare in the UK run a
national survey programme, to find out about the
experiences of patients receiving care and treatment
and to identify areas for improvement.

All NHS trusts in England participate, asking patients
their views on their recent health care experiences

The findings from these surveys can be used to build
an understanding of the risk and quality of
services and to help set priorities for delivering a
better service for patients.

CareQuality
Commission




Health Workforce (and
patient!) safety



There is a system to check that the shower
heads are changed every 3 months. Each
quarter has a different colour.




Patient and other
stakeholder involvement



There is a lot of clear information about staff members and welcoming
environments to help patients feel comfortable and meet their needs

=
T —lfs sl N;
# .
L A 585
£n
- 18
(L‘ "‘ f ga;
B - a

e peip
CEISRSE
BB ATD

';'
e of')

1

IJ‘

#helle
s my name is

Kate Granger
Founder



There are some initiatives developed with the funds from charities and
designed in collaboration with patients, like Woodland House the
bereavement house for families that have lost their baby.

v m




A big thank you to...
NHS NHS

B'rm'"ggﬁg‘gxﬁmrgg.z The Newcastle upon Tyne Hospitals

NHS Foundation Trust NHS Foundation Trust

atal Surgical Ward == :.‘ ._"Hous
via Steelhouse/Wihittall Street) it linic

1 CASTLE =IN: Al
| o ‘s G weing o







	Slide 1: Together for Quality in the United Kingdom
	Slide 2
	Slide 3: Focus on Quality
	Slide 4
	Slide 5: Patient/Carer Feedback
	Slide 6: Patient Safety Spotlight - maternity
	Slide 7: Independent Patient Surveys
	Slide 8: Health Workforce (and patient!) safety
	Slide 9
	Slide 10: Patient and other stakeholder involvement
	Slide 11
	Slide 12
	Slide 13: A big thank you to…
	Slide 14

