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Overview
What we did

How we did it

What we found (results)

The Sumner-Miller factor (why is this so??)

What worked

Where to now ?

Presenter�
Presentation Notes�
The Children’s Emergency Care Project commenced in March 2004

The aim of project was to make care for children safer & more consistent through the implementation of 12 clinical practice guidelines; 

It also aimed to provide a model for evidence based practice for a highly mobile workforce with varied skill level to ensure that children are treated locally where appropriate and transferred to a higher level of service if required

Confidence in local services for parents and carers was also seen as important 
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Aim
To make health care safer and 

more consistent for children and 
their families presenting to NSW 

Emergency Departments

Presenter�
Presentation Notes�
The Children’s Emergency Care Project commenced in March 2004

The aim of project was to make care for children safer & more consistent through the implementation of 12 clinical practice guidelines; 

It also aimed to provide a model for evidence based practice for a highly mobile workforce with varied skill level to ensure that children are treated locally where appropriate and transferred to a higher level of service if required

Confidence in local services for parents and carers was also seen as important 
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Visits of children to 
emergency departments are 
common

Children have over 1 million visits to    

Australian emergency departments each year

In NSW 90% of hospital care of
children occurs in 

emergency departments



Why guidelines for 
children?

Children are not small adults – 
treatment cannot be merely 

“downsized” to suit age and size

Presenter�
Presentation Notes�
Children have special needs in terms of Anatomical and physiological aspects (They vary in size from neonates to teenagers and have different diseases to adults); Psychosocial considerations; Children are accompanied by caregivers
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Why an implementation 
project?

Existence of  guidelines alone is    

not sufficient to ensure their use in 
practice 

Gap between evidence & 

practice

Presenter�
Presentation Notes�
Implementation involves actins that turn guidelines into practice – influencing clinical decision making and behaviour



Such actions aim to encourage practitioners to change clinical practice in line with the guidelines �



CPI

Educational outreach

Barrier-oriented interventions

Interactive educational interventions

Multifaceted approach

Change 
management

Presenter�
Presentation Notes�
What is clear from the literature is that implementing change seldom entails one single action.

Good planning taking into account the local context and local barriers, and use of a combination of interventions to suit the environment are recommended



Teams were given an introduction to CPI methodology through the learning sessions and used the methodology to develop local strategies for improvement in implementation of the guidelines



Educational outreach including academic detailing is known to be an effective strategy in effective change in a clinical environment and this is one strategy employed by the project management team with a series of site visits to project teams



Interventions aimed directly at overcoming identified barriers – ie tailored to the specific implementation barriers identified though the team’s early CPI work



And a multifaceted approach – using several strategies in combination has a greater chance of success than applying any one intervention alone �



Piloting of 12 Clinical Practice Guidelines

53 EDs in pilot project

Modified collaborative methodology

Medical record audits

Formation of multidisciplinary
teams

Method

Presenter�
Presentation Notes�
The literature provides many examples of implementing guidelines but usually one guideline in one unit or perhaps one hospital. There was no model available to demonstrate how to implement 12 guidelines into about 150 emergency departments which varied in size, resources, staff expertise and experience.

Initially the plan was for 9 pilot sites but the response to the expressions of interest was overwhelming and given that the implementation of the guidelines was to be mandatory we accepted all nominations of 50 sites; later 3 other EDs joined – 2 of which were to trial the implementation of the guidelines starting in GP surgeries (Cowra & Moree)

The project employed a modified collaborative methodology which involved baseline and post implementation medical record audits for all the 12 guidelines. 

Orientation sessions and learning 

The audits and implementation process were undertaken by multidisciplinary teams consisting of doctors, nurses from the EDs and in may cases of paediatricians and paediatric nurses 

For example, one team in a rural district hospital aimed to initially improve the rate of appropriate triage score assigned to children.

The problem had been identified though triage and treatment audit

They developed a paediatric triage assessment tool targeted towards junior staff, educated them as to how to use the tool and empowered them to use it though discussion at ward/tem meetings, handover, ward based education sessions etc

They then measured their improvement by re-audit post intervention
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Quality of documentation

Specific audit sheets for each guideline

Sample size

Case selection

Benchmarking

Corrective action

Measurement

Presenter�
Presentation Notes�


Major disadvantages of chart audit are related to the quality of the documentation – medical records may not accurately reflect what occurred during the clinical encounter and may not include pertinent information that was in fact collected and so may fail to justify impressions and plans  

Audit sheets were developed for each guideline and within each audit sheet the minimum dataset required was specified by the use of a different coloured type

Teams were advised on recommended sample size (5-10 patients with the relevant condition) and how to select cases (random selection or using agreed criteria like the first 10 patients with that condition etc)



Collaborative nature of the project allowed sharing of results between teams and learning from each other in terms of strategies for improvement etc�



CEC

NSW Department of Health

The NSW Child Health Networks

Clinicians across the state

Project Steering Committee

Consumers

Governance

Presenter�
Presentation Notes�
The project was supported by the working together of

The CEC – whose role is to improve the quality and safety of health care in NSW

The NSW Department of Health whose policy document is the guidelines

The 3 child health networks who were established to promote the availability of high quality clinical care as close as possible to home for all children. Their focus is a shared approach to service development  - with common guidelines for care, accompanied by staff training and development. The networks link the local paediatric unit with one or two of the specialist children’s hospitals in NSW 



Project steering committee had these three groups as well as clinicians from a variety of representative organisations and the consumer group – the Association for the Welfare of Child Health
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Narrandera
Shoalhaven

Mudgee

Braidwood

Queanbeyan

Yass

WarialdaMoree

Maitland

Scone

Dorrigo

Kempsey

Tweed Heads

Dungog

Children’s Emergency Care Project Pilot sites

Presenter�
Presentation Notes�
The pilot sites consited of emergency departments from Tweed Heads and Lismore in the north, to Cooma in the south, metropolitan teaching hospitals in Sydney to Broken Hill in the west. About 2/3 of the pilot sites were in rural and regional areas.�
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Presenter�
Presentation Notes�
From the individual pilot site audits, the results were collated into “state-wide” results from which are taken the following examples many of which are statistically significant. There are up to 700 cases in each of the data sets.

The first 3 columns represent findings for children with severe asthma where there was an increase in the number of children receiving Atrovent, chest X rays & continuous salbutamol by nebuliser or IV (children with mild & moderate asthma do not require any of these)

The second group of 3 columns show improvement in the management of children with moderate asthma – 3 x 200 minutely doses of salbutamol, observation for 3 hours then re-assessment, steroids for 3 days�



Asthma 
re-presentation rate
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Presenter�
Presentation Notes�
Re-presentation rates within 28 days fell from baseline to post implementation, but the most striking aspect was where children were discharged from the ED with an asthma management plan. The 3rd & 4th bars show the difference in re-presentations with & without plans – combining both baseline & post implementation data�



Fever less than 
3 years
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Presenter�
Presentation Notes�
In children under 3 years with fever, there was improvement in correct temperature measurement (per axilla and not tympanic); correct management if WCC above 15; urinalysis in children without a focus of infection; documentation of child’s temperature (some children presenting with fever had no temperature documented in their ED notes)�



Gastroenteritis
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Presenter�
Presentation Notes�
Improvement in documentation of severity of dehydration (given that treatment is determined by severity, important to document it); in crease in parents given discharge information and corresponding decrease in representation; decrease in admissions of children with mild dehydration. All these data are statistically significant�



Child with mild gastro 
(pre-implementation)

18 hours

Ed staff organise admission

Mother stays overnight with 
child – gets little sleep

Child 
presents 

to ED with 
mild 

gastro

Mother needs to organise for 
other siblings to be cared for 

and sent to school

Mother stressed about 
cannulation procedure

Child distressed from cannulation

Child 
triaged 4

Mother 
registers 
child with 

clerk

Mother 
and child 
wait 60 
mins to 
see MO

Child 
cannulated 
to receive 
IV fluids

Child 
admitted 
overnight

Child 
discharged 

home 
following 
morning

Child has needle phobia and 
nightmares

3 staff members required to 
cannulate and hold child

Staff in paed ward admit child, 
organise bed for mother, perform 
observations on child overnight

Presenter�
Presentation Notes�
Pre project

Child present with mild gastro

Is triaged – ATS 4

Wait for up to 1 hour to be seen by MO

Child is cannulated to receive intravenous fluids

Takes at least 3 staff members

Child distressed by procedure

Mother distressed

Staff distressed

Child needs to stay in hospital overnight (in some country centres this means transfer to another hospital)

ED need to arrange bed

Paediatric staff need to admit child & do observations overnight

Mother needs to stay with child; gets no sleep; needs to make arrangements for other siblings for the morning (father may need to take time off work)

Child discharged following morning

Child may have nightmares & needle phobia

Whole process takes AT LEAST 18 hours
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2 hours

Child with mild gastro 
(post-implementation)

Mother understands oral rehydration and uses same when 
sibling develops gastro; is able to treat at home

Child presents to 
ED with mild 

Gastroenteritis
Child triaged 4 Mother registers 

child with clerk

Mother gives child trail 
of oral fluids while 
waiting 60 mins to 

see MO

Child discharged 
home after 

2 hrs

Presenter�
Presentation Notes�
Compare that with what was seen after the project with following the guidelines:

Child presents

Is triaged

Nurse shows mother how to administer oral rehydration fluid

MO sees child in 1 hour

Child tolerating fluids and is discharged with information

Whole process about 2 hours

When sibling develops viral gastro a couple of days later, mother knows how to treat and doesn't need to go to the ED�



Neurological observations 
Head Injury Guideline 
pre-implementation
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Presenter�
Presentation Notes�
When we looked at the head injury noted we noted the “low” number of children with documentation of neurological observations – about 60% overall. We were very generous in our interpretation of neuro obs – there were 2 questions asked on the audit sheets:

Frequency of neuro obs 

2. glasgow coma score

 if the answer to both of these was “ not documented” or “not done” then recorded as such.

When we looked more closely we noticed that younger children were less likely to have neuro obs documented:

 under 2 years 70%

3-8 years 79%

Over 9 years 84%�
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Presenter�
Presentation Notes�
We wondered if this might be looking at difference in severity of head injury eg. The younger children were bumping their heads on coffee tables whereas the older children were falling out of trees, off motor bikes etc.

We then tried to control for severity by looking at children who presented with a triage score of 3 – where the history or presentation required the child to be seen by MO within 30 minutes. Again there is the same discrepancy between the age groups.�
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Presenter�
Presentation Notes�
When we looked at the vital sign documentation there was the same discrepancy with younger children less likely to have vital signs documented than older children – the only group the younger children scored higher was in having neither neuro obs NOR vital signs documented �



Documentation of vital 
signs
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Presenter�
Presentation Notes�
When we collated documentation of vital signs across 6 audit results (abdominal pain, croup, meningitis, sore ear, sore throat and seizures) we found the same trend with younger children less likely to have vital signs documented.
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Why the 
differences?

Documentation problem ?

Adult-focussed clinicians unable to perform 
clinical observations on young children ?

“Cry when approached”

“Takes too long”

Presenter�
Presentation Notes�
What are the reasons?

Might be a problem with documentation – staff too busy. But why the discrepancy with age?

Adult focussed clinicians may be uncomfortable in performing clinical observation on young children: They say

They cry whenever we come near them

It takes too long�



Adult-focussed clinicians unable to 
interpret observations ?

“Tachycardia can be explained by 
activity and unfamiliar surroundings”

“HR too fast to count”

“Story keeps changing”

Why?

Presenter�
Presentation Notes�
Perhaps clinicians are unable to interpret the observations. They say:

Children are tachycardic because they are in strange surrounding

Their heart rate is too fast to count

They keep changing their symptoms

�



Adult-focussed clinicians don’t appreciate 
the subtlety of illness in young children?

Early signs of shock may be pallor and 
tachycardia alone compared to
adults with unstable
fluctuations in vital signs

May ignore or discount
parental concern

Why?

Presenter�
Presentation Notes�
Clinicians say:

They don’t “look” sick

their vital signs are “normal”
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Create awareness 

Possible solutions

Implement clinical practice guidelines 

Education and Implementation toolkit

Electronic education module 

Re-audit

Solution 

Presenter�
Presentation Notes�
What have we done?

Created awareness through emergency departments and safety & quality

Continue to implement the guidelines

Promote our education and implementation toolkit and interactive electronic education module which educates clinicians on differences in caring for children, how to approach children and interpret their clinical signs.

Reaudit

�
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Presenter�
Presentation Notes�
The re-audit showed an improvement from the baseline results with an increase in documentation for both age groups with statistical significance in the under 2 years age group – although there is still some room for improvement.�



Did the project 
work?

External project evaluation demonstrated:

Yes – quality of care for children improved

Yes – clinical practice improved with use of the guidelines

Yes – consistency of care for children improved

Yes – staff tell us they are more confident

Yes – parents are more aware of treatment 
and the need to follow advice

Presenter�
Presentation Notes�
An external evaluation was undertaken of the project and through focus groups, surveys and review of the quantitative data 

The evaluation showed that:

quality of care for children improved

clinical practice improved with use of the guidelines

consistency of care for children improved

staff tell us they are more confident

parents are more aware of treatment and the need to follow advice�



Success factors
Multi-faceted approach 
Identification of barriers 
Multidisciplinary team 
CPI methodology - Audit & feedback 
Algorithms 
Reminders
Localisation 
Educational outreach/visits to pilot sites
Support from Area Executive



Success factors
Area based CNCs
Collaborative nature of project – both Area wide and   
State-wide networking/ collaboration

Sharing resources

Involvement with GPs

Leadership & direction

Workshops/learning sessions

Listserve



Guidelines don’t 
implement themselves

Distributing guidelines and putting up a few 
posters isn’t implementation



Where to from 
here?

Complete roll out across the state

Ongoing review of guidelines based on 
current evidence

Quality and safety of paediatric care 
remains high on the agenda
in NSW

Presenter�
Presentation Notes�
Understanding the local issues and barriers to implementation of guidelines facilitated that process



Understanding the process and implementing evidence based guidelines has led to improvement in the care of children in NSW�



Small changes in clinical  practice can 
achieve bigbig changes for children, 

their parents and staff.

Presenter�
Presentation Notes�
This is a good example of how small changes can result in big changes for children, their parents and staff
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