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BACKGROUND AND RATIONALE BASELINE DATA STAKEHOLDERS

Clinical observations (obs), which include the measuring and A previous quality improvement project (QIP) at East Lancashire Hospitals Additional baseline data was collected by a medical student using Gemba  The ELHT improvement hub, organized an A3 document to outline the project and
documenting of vital signs, are essential tasks performed by medical NHS Trust (ELHT) demonstrated a need for improvement in both the boards from medical wards D1, C8, and C9 at Royal Blackburn Teaching Hospital  facilitated meetings. Members of the acute care team supervised the project and
staff to make crucial decisions on patient care. Baseline data from frequency and duration of observation-taking. The baseline data provided on 13 January 2023. A total of 17 observations were collected. scheduled monthly meetings. Nurses, midwives, healthcare assistants, and allied
East Lancashire Hospitals NHS Trust (ELHT), revealed deficiencies in by the ELHT Improveme.nt Hub is shown on Figure 1. An average of L Quantitativg data. measureq the time taker-1 to.complete cIinic.:aI observations  health professionals formed the bulk of the improvement group and provided an
regularity, variability and wastes in observation-taking. This 114,806 clinical observatlon:s were collected monthly.between October from.all.patlents ina b?Y with documentatlon. in t.he eIec’Fronlc NEWS Fhart. understz.andmg of the pros and cons of current observation-taking and propf)sed

, o , . 2021 to September 2022 (Figure 1). However, approximately 40% were e Qualitative data identified any wastes contributing to time loss during the  change ideas that were voted on. Medical students shadowed ward staff taking a
theoretical quality improvement project (QIP) through the application delayed and 18% were missed from the data provided (Figure 1). observation-taking process along with informal interviews of the staff set of observations, collecting qualitative data on wastes identified during the
of the Plan-Do-Study-Act (PDSA) cycle will analyse the clinical collecting the observations. process. The stakeholders involved in this project are shown on the stakeholder
observation procedure and implement changes to reduce wastes and o Clinical Observations Taken (Total The recorded times for the observations on each of the wards were averaged  matrix (Figure 5).
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This QIP was devised to evaluate the barriers to efficient observation- Wouldn't it be areat if...

taking at ELHT and take steps to overcome barriers and improve Equipment e (c @ ) The various change ideas and their drivers were organised into a driver diagram,
\ — : ‘ illustrated in Figure 6.
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Conclusions: Although no results were obtained from this theoretical
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changes that were not improving efficiency, make

corrections to SOC, and re-test in a repeated PDSA cycle.
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