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Changes that last  
April 2014  – Dr Jonny Taitz  

What’s the problem? 

• Most Quality  projects work well 
• An improvement often results 
• The gains are often short lived 
• Very limited spread beyond ward level 
• Rarely sustained 



Lumbar Punctures in a children’s ward 

• LP is common procedure  
• Increasing evidence of post LP complications 

in children 
• Concerns about consent, parental 

information, technical performance 
• Anxiety provoking in parents and doctors 
• See 1, do 1, teach 1 no longer acceptable 



Interventions 

• Teaching mannequins purchased “Baby Stap” 
• Introduced teaching sessions at orientation 
• JMS accredited prior to beginning term 
• Sticker checklist and fact sheet for parents 

developed 
• Significant improvement 
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PRESENTATION NAME – MONTH YYYY 
PRESENTER NAME 

LP improvement project 
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What’s the Challenge? 

• What happened next?? 
 

• How do we get spread at scale ? 
• Whole system improvement 
• Sustained improvement over long period 
• Local leadership vital 
• Improvement requires change (in behaviour) 



    Deteriorating patients 

Suboptimal response to  
the deteriorating patient 

Staffing 
• Shortages  
• Skills mix 

Staff  
• ↑ Inexperienced 
• ↑Transient   

Response systems 
• Poor Design  
• Lack of Coordination   

 
Patients 
•Sicker 
•More complex 

 



Keeping patients safe- Between the Flags 



Clinical Excellence Commission 

The Clinical Excellence Commission 

 is responsible for leading safety and quality  

improvement in the NSW public health system 
 



The Slippery Slope 
(the Problem) 

Patient 
Condition 

Time 

ALS 

Death 

There’s a problem… 

Source: Dr Charles Pain 



What’s the problem? 
•Serious adverse events are common in 
hospitalized patients around the world 1-4 

•Documented warning signs in up to 80% 5-9  
•Early recognition and intervention improves 
outcomes 10-13 

1 - 4 Wilson et al MJA 1992, Davis et al NZ Med J 1998, Brennan / Leape 1984, Baker etal 2000 
5 - 9 Schein et al, Chest 1990, Buist et al MJA 1999, Hodgets et al Resus 2002, Nurmi et al Act Anaes Scan 2005, Bell et 
al Resus 2006 
10 - 13 GISSI Am Heart J 1999, Rivers NEJM 2001, Nardi Min. Anest 2002, NINDS NEJM 1995 



The solution 
•Medical Emergency Team (MET) concept 
developed by Professor Ken Hillman 1  

•MET and Rapid Response Systems catch on 
across Australia, the US and the UK 2-4 

1. Lee et al, Anaesth Intensive Care 1995 
2. Ball et al, BMJ 2003 
3. England et al, Critical Care 2008 
4. IHI, 100,1000 lives campaign 2006 
 



The solution? 

Patient 
Condition 

Time 

ALS 

MET 

Death 

Source: Dr Charles Pain 

The Slippery Slope 
(the Problem) 
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Completion of Observations 
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Recommendation 91 
A system to be put in place in NSW for the 
“detection of deteriorating patients”, with the 
following elements: 

• early identification of an at-risk patient; 
• escalation protocols to manage deteriorating patients, which would 

include a rapid response system; 
• detailed education and training programs, aimed at recognising and 

managing the deteriorating patient; 
• appropriate data to monitor the implementation and progress of the 

program; 
• high level support from management and clinicians; 
• and ongoing evaluation. 
 
 



Design a system to improve:  
•  prevention 
•  recognition 
•  escalation 
•  response 

  Introduced in January 2010 
 

The NSW solution 
 

 A Safety Net 



CEC approach 

• Broad clinician engagement and consultation 
• Keep it simple 
• Standardisation across NSW 
• Leadership and support centrally, BUT 
• Allow facilities to customise their response  
• Promote and support local clinical judgement 

 
 



Striking the right balance 

Clinical 
judgement 

Rule-based 
approach 

Source: Dr Charles Pain 



Governance 

Standard 
Calling 
Criteria 

  (CERS) 
Clinical 
Emergency 
Response 
Systems 

Education Evaluation 

The 5 Elements 

Standard 
Observation  

Charts  

Clinical Review & 
Rapid Response 

Awareness, DETECT, 
Rapid Responders 

2 KPIs 
Evaluation 

Collaborative 
QSA 

Source: Colette Duff 

Policy & 
Governance Plan 

DCG’s 



Standard Adult General Observation Chart 

Red Zone 
Late warning 

signs 

Yellow Zone 
Early warning 

signs 
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Standard Paediatric Observation Chart 

Blue Zone 
Increased 
vigilance 



Observation Charts 

• 5 Paediatric Charts 
• Neonatal  
• Maternity 
• Emergency Dept. 

 



26 

Standard Paediatric Observation Chart 

Blue Zone 
Increased 
vigilance 
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The past 

Patient 
Condition 
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MET 

Death 

Source: Dr Charles Pain 

The Slippery Slope 
(the Problem) 



The Safety Net 
(the Solution) 
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Source: Dr Charles Pain 

The present 



The Safety Net 
(the Solution) 
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Source: Dr Charles Pain 

The future 
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Lessons learned  
• Even in large campaigns local leadership is key to success 
• Build a guiding coalition of clinicians, managers and 

administrators  
• Large scale transformation starts at the front line 
• Governance framework is key 
• Engage, consult, collaborate 
• Standardize what you can  
• Staged implementation- Start small and pilot 
• Strike the right balance between clinical judgement and rules 
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Questions 
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