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! Introduction Project aim
- ’ To reduce the number of Serous Incidents {51's) fo 0 for patients
— hllﬂﬁemmﬁy dEPamni;; :;;nﬂf-atiem are ﬁ; discharged in ALE main wait area by spring 2023
r discharge, they ars remo 2 system an
can no longer be s=en. Patient's can deteriorats while MEESUFEE
waiting to go home and this detsrioration is being missed.
Qutcome
We recently had 3 Senious Incident (51 involving a patiznt The number of serous incidents surrounding post discharge in the
seen in ED and discharged home. Whilst waiting for a 5t home, the emergency department
patiznt deteriorated and subsequently died. A system neads to be in Process
plaze far thez= patients to be moved to, so they The numbser of patiznts wha remain in the waiting area post- discharge
are =fill monitored until they have l=fi the Balancing

department waiting area.

Staffing pressures on the main arsas of ED

Driver Diagram and Change Ideas

Tests of change ldeas:

» Farmulate a checklist for
handing over patiznts
dischanged fo main wait arsa

= T trizl team huddles st the
start of the shifi

- Create visuals for patients
and staff l.e. posters to put
up in the main wait area

Impact

= We created a safe handover tool for nurses to communicate what patient they have moved to
main wait area, their discharge plan and the nurse in change in main wait area can physically

see what the patient looks like. They are also not fully departed from the department so nurses
can continue to record observations and escalate concems.

Lafer environment for staff and patients, there have been no patients discharged who have
deteriorated in main wait area and staff not aware while piloting this change.

Handover checklist

Leadership learning

1
First sfeps was recognising that | needed a feam of nurses fo help defiver this

project and delegate the role out fo other nurses. Due o the safely issues with
the main waiing i was not difficulf o get people on board 85 most people wand
to make the mle of being in charge of main wait ares 5 safer expenence for
sisif and pafients. Af the beginning of the project | was unsure of what fype of
lesder | was a5 | had no formal lesdership fraining beforshand. [ used Hhis a5
an opportunity fo collsct feedback on what people thought of my leadership
style and whal improvements | could make whilst delivering this project. [was
able to improve on my self awareness which in fum made other members of
the feam reflect on their own seif swareness. This project helped me gain
cexpensnee with desling with conflict in 2 more effestive way. If developed my
communication skills 25 | was sble fo schively isfen to problems and find
soiutions that suted aif pariies and not something that suted myseif it sllowed
me fo recognise imifalions and sdjust my expectations, due fo sfaffing levels
snd demsnd on senice being different everyday: | found being able fo do this
very beneficisl a5 | could sdspt to the environment more effectively esch shift.
This project gave me an opporiunidy to be the main suppodt for 8 feam of
nurses. [ was sble fo support them while tnaliing this project and sfen fo fheir
feedback snd sct upon i [ was sbie fo discover from this project who
sdapizbia { can be and that reflects in my lesdership style. n
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Next steps

= Ta continue with the communicstion handover process for
discharged patients waiting to be collected, develop further
=g the communicstion process is more effective with other
areas of the ED deparment and more complex discharges.

+ Barriers to this changs delay in the new build main waiting
area opening. this project was trialled in a different s=t up
and ance moved into 3 new area there were many other
zafety elements that took priority over this project There
were continuous [T problems where the service could not
run as efectively, plumbing issuss with new toilets flooding
the waiting area, poor staffing and skill mix leaving 2 RMNs
fior G0 plus patients.

+ Recent Sl from MWA frequent attender having 2 ED
attendances per day for over 3 week smived for the 2nd
time one day, was se=n and discharged and the mental
health tzam did not s2e him sgsin as they had s=2n him a
few haours earier and he had a cormmunity appoiniment. He
then left and lay in the middle of the road and was hitby 3
car sustained life changing injunies, Although this:
communication would not have prevented this as he would
not hawe deteriorated in the departrment, his discharge plan
could hawe been communicated and & safer way home for

this patient arranged.
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