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WELCOME to the third edition of the DeCon Data Quality Newsletter. This edition covers:
1. Methods for case identification
2. Methods for audit promotion
3. Positive evidence for selected audit standards: Features of the Clinical History & Observations

Thank you to the following hospitals for sharing information on their approach to data collection and audit promotion
with us: Alder Hey Children’s Hospital, New Cross Hospital, Royal Devon & Exeter Hospital, Royal Surrey County
Hospital, Southampton General Hospital, Sunderland Royal Hospital, Tameside General Hospital and University

Hospital of North Durham

1. Methods for case identification
Struggling to identify cases? Why not try some of the methods used by the other trusts in the audit.

If you require any audit logbooks or A3 laminated posters, please contact carla.long@rcpch.ac.uk

Undertake a retrospective
check of cases using ED
cards or IT systems or
ward admission books for
quality control

Keep a designated box in
the ED or paediatric ward
for staff to place clinical
notes or photocopies of
notes of eligible cases for
the audit leads to review

www.rcpch.ac.uk/decon or decon@rcpch.ac.uk

Attach the audit logbook
sheet to the paediatric
ward hand-over sheet for
staff to record any direct
presentations to the paedi-
atric ward

Data
Collection

Case
identification

Manually check ED cards
weekly to identify possible
cases and then obtain the
clinical notes to ascertain
the eligible patients

Estimated Time— 4 hours
per month

Use the IT system in the
ED if one exists to identify
eligible cases by checking
the ED clinician’s summary
write-up against the inclu-

sion/exclusion criteria

Keep audit logbooks in all
the areas where cases
might present such as the
ED, resuscitation room,
paediatric AU and paediat-
ric ward for staff to record
eligible cases




2. Methods for audit promotion

Audit
Promotion

3. Positive evidence for selected audit standards

Clinical Audit Question Positive Evidence
8. At presentation to hospital, was the presence or absence | e Documentation in the clinical record (electronic or writ-
of the recommended features of the clinical history docu- ten) that these features were elicited at presentation to
mented in the clinical record? hospital.
a. vomiting before or at presentation 0 Documentation of a temperature in the clinical notes
b. headache before or at presentation is not considered as positive evidence for c.
c. fever before or at presentation, ¢ Documentation of a family tree may be considered as
d. convulsions before or at presentation positive evidence for i.
e. alternating periods of consciousness
f. trauma The purpose of this question is not to determine whether a
o ; L ) clinical feature was present or absent at the time of pres-
g. ingestion of medications or recreational drugs en&atﬁ)nk_Buttﬁathler_lt |? rt]cp ?eternsme \t/yheth?r the dotcttpr
ot ; e undertaking the clinical history at the time of presentation
.h' presencg of a.ny medlcatlor}s in the Ch'ld s home elicited the recommended features of the clinical history
i. any previous infant deaths in the family asf appr?prlateﬂt‘o thl_e phlld‘s cogdltlon an? rec?rdﬁdthhls
; information in the clinical record irrespective of whether
J- length of symptoms the feature was present or absent.
9. Were the following observations documentgd in the pa-| e Documentation in the clinical record (electronic or writ-
tient’s clinical record at presentation to hospital? ten) that these observations were performed at pres-
a. heart rate entation to hospital.
b. respiratory rate 0 Dotcumegtationt.of thﬁs?t observati?r{.s in cAini(ial q
. notes, observation charts, resuscitation sheets an
C. oxygen saturation electronic formats such as spread sheets are consid-
d. blood pressure ered as positive evidence.
e. temperature O Documentation of observations by ambulance staff

Prior to the child’s presentation to hospital is not to be
aken as positive evidence.
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