
Effects of changes Discontinuing the use of midazolam sedation
has prevented children undergoing a stressful procedure that was
unsuccesful in 82% of cases. This has improved patient care in
the form of reducing delays in diagnosis and lowering parental
anxiety. It has also saved the trust c. £70,000 per year in failed
scans and referrals to BCH.
Lessons learnt This project has shown me that using a structured
approach when considering a problem makes it easier to change
systems/processes. Our department knew that midazolam wasn’t
particularly successful but when you present that as a 82% fail-
ure rate it makes things a lot clearer. Forming an MDT to try to
find a solution was also of huge benefit as it very quickly became
clear that the radiology department shared our frustrations
regarding failure of sedation. This in turn has enabled us to
move forward with development of our own GA scan service
quite quickly.
Message for others If you feel there is a problem/issue in your
department analyse it in a structured way and try to form a solu-
tion to the issue rather just presenting a problem

If an MDT needs to be involved ensuring that there are clear
goals identified is very important so as to avoid being
sidetracked.

G569(P) PATIENT SAFETY IMPROVEMENT PROJECT.
PRESCRIPTION OF INTRAVENOUS FLUIDS FOR
ADMINISTRATION IN CHILDREN

S Deepak, T Kwok, T Tinklin. Paediatric Trainee, Royal Derby Hospital, Derby, UK

10.1136/archdischild-2015-308599.518

Context The prescription of IV fluids is a commonplace task on
the paediatric ward and its importance is often underestimated.
National Patient Safety Agency (NPSA) has issued an alert in
2007 advising clinicians about the risk of hyponatraemia in chil-
dren receiving intravenous (IV) fluids. Accurate prescription of
IV fluids and careful monitoring are crucial in preventing fluid
induced hyponatraemia in children.

Hence, a local IV fluid prescription guideline was developed
and a patient safety improvement project was set up to ensure
that the guideline is adhered to.
Problem A prospective audit was performed in November 2012,
looking at all children who were admitted to a busy district gen-
eral children hospital and prescribed IV fluids over a 2 week
period. Prescription of IV fluid rate, type of fluid used, potas-
sium content as well as monitoring of patient’s renal function,
fluid balance and daily weight were audited.
Assessment of problem and analysis of its causes The results of
this audit show that type of fluid, rate of fluid and daily moni-
toring of UEs are done relatively well. Weight monitoring and
fluid balance was poorly done.
Intervention We took few actions to improve the outcome.

Further education of junior doctors, nurses and allied health
care professionals was provided.

Fluid prescription chart was updated to act as a visual cue
and to enable accurate calculation of fluid rate and renal func-
tion monitoring.
Strategy for change Our strategy to improve the compliance to
the standards was by focussing on the targeted education pack-
age for both medical and nursing team.

We designed an IV fluid teaching booklet with assessments to
be carried out by all junior doctors during the departmental
induction followed by a seminar every few months.

Awareness regarding the standards was created among nursing
colleagues.
Measurement of improvement A similar prospective reaudit was
performed in November 2013 on all children admitted over a
2 week period in the same hospital.
Effects of changes The prescription of type of fluid, rate of fluid
and daily monitoring of UEs are done relatively well. Prescrip-
tion of potassium containing fluids, monitoring of daily weights
and fluid balance which were badly done on the initial audit
with compliance rate of 40%, 40% and 58% respectively
improved to 71%, 71% and 61% during the reaudit.
Lessons learnt This project highlights the importance of educa-
tion and enhanced training for staff. We are highlighting the
results to all clinician as well as nursing staff during departmen-
tal meetings to raise awareness and identify solutions to barriers
identified on a regular basis.
Message for others Targeted staff education and training are
paramount important in improving the quality of care.

These can be cost effective and by effective organisation, can
successfully implement locally.

G570(P) PROJECT PLAY – MEDICAL STUDENTS PROVIDING OUT
OF HOURS PLAY FOR PAEDIATRIC PATIENTS

1H Pearson, 1L Harlin-Bethel, 2T Shea. 1School of Medicine and Dentistry, Barts and the
London, London, UK; 2Play Specialist, Barts and the London, London, UK

10.1136/archdischild-2015-308599.519

Context This study examines the effectiveness of Project Play; a
collaboration between medical students and health play special-
ists in order to provide an out of hours play service at The
Royal London Hospital (RLH).
Problem There is no out of hours play for children, and there is
not enough clinical attachment time for medical students on
paediatrics.
Assessment of problem and analysis of its causes The Play
Department is currently only able to provide patients with a
service Monday to Friday 9–5 pm. The patients need to have
access to therapeutic play outside of these hours, however due
to staffing we are unable to provide this service.

Students have expressed a high level of interest in paediatrics
and a recurrent comment is that there is not enough time in the
core module provided for paediatric clinical attachments.

Dissatisfaction is show in this quote from the head of
the Human Development module: “Although students have
expressed a high level of satisfaction with the Paediatric modules
in their Human Development course, a recurrent comment is
that there is not enough time in the core module provided for
all students. Ours is one of the shortest clinical attachments of
UK medical schools.”
Intervention All volunteers were required to attend a training
day. Then, two volunteering session a week were initiated in
October 2014. These ran 6–8 pm on Tuesday and Thursday eve-
nings. Tuesday sessions were aimed at children aged 3–12 years,
Thursday 12–18 years. The number of volunteers at each session
ranged from 4 to 7. There is one lead volunteer from the com-
mittee at each session.
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Measurement of improvement: Effects of changes The patients,
parents and staff have been very positive towards

One of the regular patients:
‘I love Project Play, all the people are so nice and we do some-

thing different each week. I can’t believe doctors would want to
play with me!’

One of the most positive aspects of ‘Project Play’ has been
noted by one of the senior nurses who said:

‘We had a patient the other day who needed an NG tube
passed and was refusing, when she heard she wouldn’t be able to
participate in ‘project play’ until it was in she laid completely
still and let us do it so she didn’t miss a minute. It is amazing!’

An anonymous questionnaire was carried out and 22
responses were received (Table 1).

Students have learnt to overcome tough communication bar-
riers and make last minute adaption’s to play in order to incor-
porate all children regardless of physical conditions. A key
component of Project Play is ‘teen club’ which runs once a
week, a number of volunteers expressed apprehension at the
thought of entertaining a group of teenagers, however, many
have found teen club to be rewarding and particular beneficial
for developing their communication skills.
Lessons learnt Project play recruits medical students from all
years of study, therefore, there is variation in clinical knowledge.
We believed this to be appropriate because we are not providing
any clinical care, however a few issues have arose from this. It is
vital that MDT members assume that we have no clinical knowl-
edge in order to avoid mistakes i.e. CF patients that can’t mix
together.
Message for others Ultimately we have found project play to be
a positive experience for medical students and have ambitions to
make it part of the medical school curriculum.

‘It really felt like the children were enjoying a rare chance to
socialise and have fun without feeling like they were ill and in
hospital.

G571(P) PROVIDING INFORMATION FOR PARENTS ABOUT
TRANSITIONAL CARE AVAILABLE OUTSIDE THE
NEONATAL UNIT

N Crowley, P Sidgwick, E Harrop. Paediatrics, Helen & Douglas House, Oxford, UK

10.1136/archdischild-2015-308599.520

Context Improvement work was performed at a tertiary neona-
tal unit and a local hospice. This project was designed to
improve joint working between these specialties thus allowing
greater patient choice in location of care.
Problem The aim of this work was to provide information for
parents of life limited neonates with ongoing complex needs
about the role of a hospice in transitioning care from the acute
hospital setting to their baby going home.

There was no printed information available to give parents
about this service and the ongoing community multidisciplinary
support that a hospice can provide.
Assessment of problem and analysis of its causes The problem
was highlighted by the NHS England service specification for
neonatal care and underpinned by recent evidence based guid-
ance from Chelsea and Westminster Hospital and the RCPCH.

Babies were identified on the neonatal unit who were eligible
for ongoing transitional care/support from specialist palliative
care services and referral numbers were found to be low. A num-
ber of staff including consultants and senior nurses from both

Abstract G570(P) Table 1
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