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Context Rapid recognition of deterioration in a child’s clinical
condition improves their quality of care and outcome.1,2 Parents
of children who unexpectedly deteriorate often report awareness
of the child’s decline prior to medical staff.3 ‘Equity and Excel-
lence: Liberating the NHS’highlights the need for parents to be
involved in all decisions regarding clinical care.4 Additionally,
the Francis Report reinforces the need for ‘openness, transpar-
ency and candour’ in relation to all aspects of care.5

Problem In our tertiary children’s hospital, a child on a medical
ward deteriorated with acute renal failure. His parents recog-
nised his worsening condition, but believed their concerns were
not acknowledged, and felt powerless to intervene on their son’s
behalf. Child deaths reviews have highlighted parental concerns
regarding delayed recognition of clinical deterioration.

These incidences prompted awareness of a need for a practi-
cal framework that enables parents to initiate escalation of their
child’s care when they believe it is required.
Intervention and Strategy for change across the Hospital A
Standard Operational Policy (SOP) entitled ‘Parent (Patient)
Involvement in Escalation in Clinical Care’ was developed by
senior staff on PICU, the hospital liaison team, and parents.

The SOP contained the following elements:

. A requirement for staff members to formally record parental
concerns in the medical notes using specific SBAR stickers

. A requirement for staff members to record their actions in
response to parental concerns

. Options for ‘escalation’ to include formal review by duty
nurse, the clinical nursing site team, or the on-duty medical
team as appropriate

. Option for parents to discuss their concerns with their own
Consultant at an appropriate time

The SOP was communicated to staff throughout the hospital at
ward meetings, induction lectures, with posters in all in-patient
and parent areas and via emails. Parental information was devel-
oped in Admission booklets and for the Hospital intranet.
Measurement of improvement An audit was performed 4
months following initiation of the SOP. Feedback was received
from staff, patient records, and from 24 parents. Assessment cri-
teria included the visibility of posters, parental and staff aware-
ness of the SOP, and correct use of the escalation pathway with
accurate documentation and appropriate follow up.

Additionally all cases in which the SOP was used were retro-
spectively reviewed.
Results

. All ward areas had posters displayed, although the number in
each area varied

. Matrons, Ward Sister’s and the Clinical Site Team were all
aware of the SOP pathway; junior nursing (Band 5 and 6) staff
were less informed

. There was poor awareness by trainee Medical staff and some
Consultants

. No parent surveyed had formally ‘accessed’ the pathway

. When used, correct documentation using the ‘SBAR’ sticker
was evident in all cases. Each case was appropriately escalated
and managed. No parents expressed ongoing concerns regard-
ing their child’s care.

Effects of changes Where parents were aware of the SOP, the
anecdotal feedback was positive. Additionally staff welcomed the
escalation pathway.

Preliminary results have prompted us to further raise aware-
ness amongst the medical staff and to provide more comprehen-
sive literature to families.

This is being introduced in a sequential process with a need
to re-audit once this work has been completed.
Lessons learnt Assessment of the impact of this initiative would
have benefited from a survey of parental views pre and post
introduction of the SOP.
Messages for others A formal pathway facilitating escalation of
parental concerns empowers parents and may aid early recogni-
tion of clinical deterioration. This relatively simple intervention
works to promote patient safety by integrating parental experi-
ence into clinical care.

REFERENCES
1 Pearson G, Duncan H. Early warning systems for identifying sick children. Paediatr

Child Health 2011; 21(5):230–233
2 Beckett CD, Kipnis G. Collaborative communication: Integrating SBAR to improve

quality/patient safety outcomes. J Healthc Qual. 2009; 31(5):19–28
3 Power N, Franck L. Parent participation in the care of hospitalised children: a sys-

tematic review. J Adv Nurs. 2008; 62(6):622–641
4 Department of Health. (2011). Liberating the NHS: An Information Revolution. A

summary of consultation responses. https://www.gov.uk/government/uploads/sys-
tem/uploads/attachment_data/file/213823/dh_117794.pdf (accessed 28 Nov 14)

5 Francis R. Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry.
(2013). www.midstaffspublicinquiry.com/report (accessed 28 Nov 2014)

G536(P) THE CHALLENGES OF SETTING UP A KETAMINE
SEDATION SERVICE IN THE PAEDIATRIC ED – LEARNING
LESSONS AND EFFECTING CHANGE

1E Dewhirst, 1C Whitehouse, 2T Waterfield. 1Emergency Medicine, Luton and Dunstable
NHS Foundation Trust, Luton, UK; 2Paediatric Medicine, Luton and Dunstable NHS
Foundation Trust, Luton, UK

10.1136/archdischild-2015-308599.487

Context Our Emergency Department (ED) is a busy District
General Hospital caring for 20,000 acute paediatric cases per
year. Many children sustain minor injuries that need basic emer-
gency treatment, often requiring a level of sedation to ensure it
is undertaken safely, and without distress to the patient.
Problem Many children with minor lacerations and foreign
bodies are currently referred onto inpatient specialties for these
procedures. Sedation in the ED reduces the number of admis-
sions for this and reduces the child and parent’s distress.
Assessment of problem and analysis of its causes We audited 61
children aged 0–16 who attended the Emergency Department
and were referred to our Maxillofacial Surgeons during Septem-
ber and October 2014. Of those 61, 9 were required to undergo
a general anaesthetic (GA) for repair of their facial wounds.

A lack of set guidelines, which allow for a consistent and safe
approach to ketamine sedation, was cited for the lack of service.
Intervention Based on the College of Emergency Medicine
Guideline on ketamine sedation in the ED, we developed our
own ketamine sedation guideline. It is a comprehensive guide
that, accompanied with adequate training of individuals perform-
ing sedation should produce consistent methods of ketamine
sedation, which adheres to college guidelines.

We also developed a standard operating procedure (SOP)
checklist to be completed during sedation. Trainees must
undergo a period of experiential training and observation of
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practice prior to independent practice. Finally, a patient satisfac-
tion questionnaire was developed.
Strategy for change Following the audit, we met with the con-
sultant body and ED management, who approved our plans to
introduce the ketamine sedation service.

Once the guideline was written, we liaised again with consul-
tants and paediatric ED nurses to discuss the practicalities of the
service being implemented. Here, we also developed the strategy
for training of medical staff undertaking ketamine sedation.

The final pack of written guideline, SOP, competency assess-
ment and patient questionnaire was submitted to ED consultants
and management. Since approval we have commenced the seda-
tion service within our ED
Measurement of improvement Since implementation of the
guideline, we have sedated 4 children in the ED. Using the
patient satisfaction questionnaire, feedback, has so far been posi-
tive. We will look to audit all children sedated in the ED in Feb-
ruary 2015, assessing levels of adherence to the guideline,
patient outcomes and patient satisfaction. Cost-Benefit analysis is
also being undertaken at present.
Effects of changes Since our service commenced, we have
avoided 4 patients needing to be put under GA, consequently
increasing the efficiency of patient care, without affecting qual-
ity, and freeing up vital space on both the paediatric ward and
operating theatre time.

Having adequate staffing levels to conduct sedations, along
with space in the department, especially when the department is
busy has proved difficult. Sedations are only conducted between
0800 and 2000, and in some cases, it will be necessary to bring
children back the following morning to address this issue.
Lessons learnt Due to the small numbers of sedations being con-
ducted, and the shift nature of Emergency Medicine work, our
training has been limited to ad hoc experiential training and
competency assessment of senior trainees. A comprehensive
training programme, consisting of theoretical, simulation and
experiential learning for all trainees at the commencement of the
service may alleviate some anxieties amongst trainees and
increase competency levels.
Message for others Drawing knowledge from trainee’s previous
experiences in other ED’s where successful ketamine sedation
service already exists, we were able to understand the pragmatic
implications of introducing such a service. Discussion of ideas
and methods of practice in different departments should be
encouraged within the multidisciplinary team to promote
improvement and development of services.
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Context This audit was carried out in Wrexham Maelor Hospi-
tal’s (WMH) neonatal unit (NNU) and conducted by the authors
(two FY2 doctors and Staff Grade paediatrician). The guideline
which has been implemented was approved by both medical and
nursing teams.
Problem A prospective audit performed in 2010–2011 showed
that Wrexham Maelor Hospital’s (WMH) neonatal unit (NNU)
had a high rate of central-line associated bloodstream infections

(CLABSI) as compared to the rate reported by Centres for Dis-
ease Control and Prevention (USA). CLABSI have a high cost in
terms of both morbidity and financial expenditure, and are
preventable.
Assessment of problem and analysis of its causes To quantify the
problem the infection rate was expressed as number of central
lines days per one CLABSI. CLABSI was defined as growth of the
same organism in blood and central line tip cultures (obtained
within 48 hrs of each other). The causes of CLABSI were assessed
using CDC recommendations (Guideline for the prevention of
intravascular catheter-related infections, 2011, CDC, USA). To
impose the changes, CDC recommendations were adapted, local
guideline developed and medical and nursing staff educated.
Intervention A guideline was introduced in January 2013 that
recommended use of 0.5% chlorhexidine in 70% alcohol
(Hydrex® Pink), “check and do” list for clinicians, purchase of
bundled supplies, continuous staff education, and nurse empow-
erment to stop non-urgent insertions if proper procedures were
not followed.
Study design This was a prospective re-audit.
Strategy for change The “check-and-do” list was approved by
the medical and nursing teams. The results of the initial audit
were presented to the paediatric team along with the new guide-
line. It was agreed that the guideline would be followed and
completed check and do list inserted into the notes of every
patient who had a central line inserted from June 2013 onwards.
The re-audit looked at the rate of CLABSI for all central lines
(long lines, umbilical venous catheters [UVCs] and umbilical arte-
rial catheters [UACs]) inserted between June 2013 and May
2014, and was prospective.
Measurement of improvement The results of these pre- and
post-guideline audits were compared. The CLABSI rate in the
pre-guideline audit was 10 in 179 long line days. In the re-audit,
the CLABSI rate was 0 in 201 long line days, and 3 in 530 all
central line days (long lines, UVCs and UACs; Note the pre-
guideline audit only looked at infections associated with long
lines). The difference between the distributions of gestational
age in the audits was non-significant (Mann-Whitney test).
Effects of changes The re-audit data showed that the rate of
CLABSI in the NNU have significantly decreased since the
implementation of the guideline. CLABSI-associated morbidity
and mortality have also decreased, which clearly benefited the
patient group.
Lessons learnt It is helpful when implementing change and new
guidance to work as a multi-disciplinary team. We found that by
doing so, the new guidance was well received and adhered to.
Message for others We would recommend that all neonatal units
establish an ongoing audit of CLABSI, and produce a guideline
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