
 

Paediatric Care – Supplementary Measurement Plan 

Scottish Patient Safety Programme 

May 2018 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

For more information please contact the SPSP Paediatric Team. 

Email: hcis.PaediatricSPSP@nhs.net 

OR 

Bernie McCulloch (Improvement Advisor)  

Ph: 07972 858565 

E: bernadette.mcculloch@nhs.net 

Lesley Macfarlane (Associate Improvement Advisor)  

Ph: 07974 155242 

E: lesley.macfarlane@nhs.net 

Web: http://www.spsp.scot/programmes/mcqic/paediatric-care 

 

mailto:hcis.PaediatricSPSP@nhs.net
mailto:bernadette.mcculloch@nhs.net
mailto:lesley.macfarlane@nhs.net
http://www.spsp.scot/programmes/mcqic/paediatric-care


 
 

Paediatric Supplementary Measurement Plan May 2018 V 1.0 Date: 08/05/2018 

Produced by: B McCulloch, L Macfarlane, C Clark Page 2 of 54 Review date: 08/05/2019 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The Scottish Patient Safety Programme (SPSP) is a unique national initiative that aims to improve the safety and 
reliability of health and social care and reduce harm, whenever care is delivered.  
 
 
As part of Healthcare Improvement Scotland’s ihub, SPSP is a coordinated campaign of activity to increase 

awareness of and support the provision of safe, high quality care, whatever the setting. 
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SPSP-MCQIC  
 
The Maternity and Children Quality Improvement Collaborative (MCQIC) aims to improve outcomes and reduce 

inequalities in outcomes by providing a safe, high quality care experience for all women, babies and families 

across maternity, neonatal and paediatric care settings in Scotland. MCQIC is part of the Scottish Patient Safety 

Programme (SPSP). Since the launch in 2013, the programme has demonstrated broad engagement with boards 

and some excellent pieces of work which show considerable promise in making Paediatric Services in Scotland 

safer.  

With the extension of funding until 2019, the programme will now look to:  
- Consolidate and support existing good practice around improvement and harm reduction. 
- Continue to promote and support the use of data for improvement. 
- Focus on a number of core measures supported by partnership agreements. 

 

The MCQIC Paediatric Care programme will continue to use a data collection strategy that will allow you to 
identify solutions and track the impact of changes over time. The resulting data should give you confidence that 
you are identifying and impacting a large percentage of the harm events occurring in your board, without 
requiring that you spend all of your time or resources collecting data. With this in mind we are encouraging all 
areas to share the data with the teams involved in generating it for learning and development. 

 

The SPSP ambition is to ensure “people using health and social care services are safe from harm in line with 

Scottish Government’s National Health and Wellbeing Outcome 7.” Prevention of harm is central to the 

ambition. Key to this is improving outcomes for people by preventing, recognising and responding to 

deterioration in any care setting. The SPSP ambition has 3 core themes. These themes are drivers within the 

MCQIC programme. 

   

The change model used by the Scottish Patient Safety Programme is the Model for Improvement. This section 

includes guidance in the application of this as well as references to the text books used to support this work. Each 

paediatric unit has been provided with a copy of The Improvement Guide which is referenced.

Medicines 

Support of safer use of medicines across the health 

and social care settings in Scotland. 

 

Deterioration 

Improve Outcomes for people by preventing, 

recognising or responding to deterioration in any 

care setting. 

 

System Enablers 

Involving people in safety involves them to make 

informed decisions of their safety.  

 

 

 

Prevention

ResponseRecognition

Harm

System Enablers
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Guidance on Testing, Implementing and Spreading 

The following is some guidance on the differences between testing, implementing and spreading. 

The Model for Improvement  

The 3 questions: 
1. What are we trying to accomplish? 
2. How will we know that a change is an improvement? 
3. What change can we make that will result in improvement? 
 
How? 
Plan Do Study Act (PDSA) cycles 

Testing (The Improvement Guide, Chapter 7, p 139) 

Tests should be designed so that as little time, money and risk as possible are invested while at the 
same time enough is learned to move towards full scale implementation of the change.  

There are 3 main principles to testing: 

1. If possible keep your tests on a small scale initially and increase the scale of the test on the 
basis of learning. 

2. As the scale of the test is expanded, include differing conditions in your test (e.g. a test at 9 
am on a Monday morning will differ from a test run at 2am on a Saturday night).  

3. Plan the test, including the collection of data.  

Small scale does not mean small change but refers to the initial extent of the test. 

The concept of ‘degree of belief’ is used to describe one’s conviction that the change will lead to an 
improvement in the future. The “Degree of belief” concept is related to the amount of confidence 
that the “team” have that the test will be successful, increased confidence in the concept of testing 
will consequently increase the teams confidence in the methodology.  

Low “Degree of belief” within the testing team and the wider observing team can act as a barrier to 
progressing change – keeping the tests small will help to increase confidence in testing and the 
methodology. 

Testing involves the team conducting a sequence of PDSA test cycles, these can be quickly 
accelerated to increase the rate of improvement again as confidence grows in the methodology. 
Multiple tests can be run on the same day.  

Using rapid testing, interrogating the results from multiple tests and using the learning to guide 
future tests are referred to as multiple ramps. Knowledge of the subject matter is important in 
studying the results of tests of a change. It is essential to analyse the data from your tests – using run 
charts, this will provide the team with graphical display of the results of tests and can again be used 
to develop the degree of belief in the proposed change and the methodology.  

Testing before implementing is almost always important for successful implementation. 

Staff training, putting resources in place (e.g. printing thousands of information leaflets), updating 
guidelines are not part of the testing phase. These relate to the implementation phase when the 
data from the testing phase confirms that a change is an improvement.  
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Implementation (The Improvement Guide, Chapter 8, p 173) 
 
Implementation is about how to make a change an integral part of the system. A common mistake is 
to go straight to implementation and skip testing. This is the traditional ‘spray and pray’ approach – 
update the guideline, communicate to staff and hope it is followed. 
 
Implementation should be managed as a series of cycles. 

Once improvements are implemented, practices need to be established to ensure the change 
becomes the normal way the business is run. Some of the practices that help make improvements 
permanent in an organisation are standardisation, documentation, training, measurement, and 
appropriate resourcing. Periodic self audits can be useful in determining whether these practices are 
being followed. 
The increased permanence of a change associated with moving from testing to implementation is 
usually accompanied by increased awareness of and reaction to the change. 

Many of the ways in which people are motivated to support a change begin before implementation 
is started.  

The difference between testing and implementing 

Implementation of a change often requires new forms, training, and a piece of equipment, updating 
a guideline or protocol or something else that requires resources to be allocated. The consideration 
of the resources required to implement is the difference between testing and implementing. Testing 
is done ‘small scale’, where resourcing is not an issue.  

Understanding how a proposed change will be maintained should be part of the implementation 
plan. Consider the following: 

- Will the change have a small or large effect on the system? 
- Who has the authority to implement the change? 
- How will the change be communicated? 
- How will improvements and learning be shared with other departments? 
- Is training and education required? 
- What will be the process for updating guidelines, measurements, etc?  
- Consider the role of information technology? 
- Use the Implementation Checklist (The Improvement Guide, Figure 8.1, p. 185) 

Spreading (The Improvement Guide, Chapter 9, p 195) 

Spreading improvement means having people implement good ideas beyond some initial locations. 
Spread is supported by the improvement capabilities of testing and implementing a change, but now 
multiples sites are involved so execution is more complex.  

For the spread of new ideas to happen in a timely fashion, the spread process needs to be managed 
(NB Project Plan). 

Spread is founded on communication to raise awareness, attract “adopters” who colleagues who are 
interested in the topic and will progress the change and share the technical content with them. 

For a spread plan to be effective the project lead should assign people who are recognised to be 
effective change agents to the work and allocate them sufficient time. 

Adopters will usually progress through stages of change, from awareness to decision to act and from 
decision to act to action. The role of the spread team is to develop communication tactics to assist 
adopters to make these transitions. 
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People within the leadership team who are influencers or opinion leaders in 
the system where the change is to take place, serve as the best messengers. It is important to 
remember that the influencers and opinion leaders may not always be the people who have 
authority. Opinion leaders can have a compelling story to tell which demonstrates the benefits of 
adopting the change.  

Making the success of early adopters visible reduces the perceived risk of the majority and makes 
their decision to adopt easier. Use the data obtained in early testing, indicating the challenges 
overcome and highlighting the successes is an effective way to begin conversations.
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List of Measures 

Paediatric Serious Harm Key Indicators 

PSHKI1 Serious Safety Events Outcome 

PSHKI5 Medicines Harm Outcome 

PSHKI6 Child Protection Harm Outcome 
 

 

Safe, Effective and Reliable Care 

POO1a Rate of patients / 1000 surgical cases readmitted with surgical 
site infection within 30 days 

Outcome 

POO1b Days between surgical cases readmitted with surgical site 
infection within 30 days 

Days between 

POP1 % on-time prophylactic antibiotics administration Process 

POP2  % of eligible children and young people with peri-operative 
normo-thermia 

Process 

POP3 % of known diabetic children and young people with peri-
operative glucose control 

Process 

POP4 % compliance with young person peri-operative care bundle Process 

ILP2i % compliance with the paediatric Peripheral Vascular Catheter 
(PVC) insertion bundle 

Process 

ILP2m %compliance with the paediatric Peripheral Vascular Catheter 
(PVC) maintenance bundle 

Process 

Medicines 

MMO1a Percentage of prescriptions of [locally identified drug] where 
the correct concentration, rate and dose are prescribed 

Outcome 

MMO1b Days between incidences of incorrectly prescribed drugs Days between 

MMO2 Percentage of uninterrupted drug preparation and 
administration 

Outcome 

MMP1 % compliance with the high risk drug [locally identified] bundle Process 

MMP2a % Medicines Reconciliation on Admission Process 

MMO3a % patients with accurate in-patient prescription chart within 24 
hours of admission 

Outcome 

MMP2b % medicines reconciliation on discharge Process 

MMO3b % patients with accurate medicines list on IDL Outcome 

MMO4a Number of near miss medicines errors Outcome 

MMO4b Number of medicines errors with no harm Outcome 

MMO4c Number of medicines errors with moderate harm Outcome 

MMP3 % of medicines errors*  * can be segmented to specific drugs, 
parts of the prescribing or administration process 

Process 
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System Enablers 

Person Centred Care 

PCO1 Percentage of families providing positive feedback Outcome 

PCP1 % of parents/carers providing feedback on their experience of 
using the paediatric service 

Process 

PCP2 % achievement of patients being reviewed by the correct 
“people” and daily goals (DG) including child, young person and 
family/carer 

Process 

PCP3 % achievement of children and young people who have daily 
goals (DG) set which have involved child/parent 

Process 

PCP4 % opportunities taken to do “what matters to me” activities Process 

Leadership and Culture 

LP1 Number of safety walk rounds including hospital and senior 
leaders 

Process 

LP2 % of actionable items being completed each month Process 

LP3 Percent of people involved in & contributing to quality 
improvement activity  

Process 

Teamwork, Communication and Collaboration 

TP1 % of exchanges that use a high quality SBAR Process 

TP2 % of daily safety briefs which are high quality Process 
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Paediatric Serious Harm Key Indicators 

Measure name  Serious Safety Events 

Identifier PSHKI1 

Primary driver Overall programme aim 

Type Outcome  

Why is this 

measure 

needed in our 

project? 

In order that the activity across Scotland can demonstrate improvement the 

Clinical Reference Group determined that measuring the number of Serious 

Safety Events over time would contribute to this understanding and 

demonstrate improvement. Serious Safety Events are rare events and should 

be reviewed to gain understanding and learning to share and prevent 

recurrence 

Measurement 

definition 
Number per month 

Operational 

definition 

A serious safety event is any event which is recorded in the board using risk 

management tools and is determined to be “high” or “very high” 

Exclusions None 

Stratifiers None  

Data collection 

and sampling 

method 

No sampling. All serious safety events should be included 

Display Number, reported on a run chart– monthly reporting 

Baseline data 

available? 
No 

Goal or target Reduction over time 
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Measure 

name  
Medicines harm 

Identifier PSHKI5 

Primary driver Programme outcome measure  

Type Outcome 

Why is this 

measure 

needed in our 

project? 

In order that the activity across Scotland can demonstrate improvement the 

Clinical Reference Group determined that measuring the number of Serious 

Safety Events over time would contribute to this understanding and 

demonstrate improvement 

Measurement 

definition 
Number per month 

Operational 

definition 

A Medicines Harm is any event which is recorded in the board using risk 

management tools and is determined to be “high” or “very high”. This will be a 

sub-set of the number reported in PSHKI1 – do not double count 

Exclusions None 

Stratifiers None 

Data 

collection and 

sampling 

method 

No sampling. All medicines harm should be included 

Display Number, reported on a run chart – monthly reporting  

Baseline data 

available? 
No  

Goal or target Reduction over time  
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Measure 

name  
Child protection harm 

Identifier PSHKI6 

Primary driver Programme outcome measure  

Type Outcome 

Why is this 

measure 

needed in our 

project? 

In order that the activity across Scotland can demonstrate improvement the 

Clinical Reference Group determined that measuring the number of Serious 

Safety Events over time would contribute to this understanding and 

demonstrate improvement 

Measurement 

definition 
Number per month 

Operational 

definition 

A Child Protection Harm is any event which is recorded in the board using risk 

management tools and is determined to be “high” or “very high”. This will be a 

sub-set of the number reported in PSHKI1 – do not double count 

Exclusions None 

Stratifiers None 

Data 

collection and 

sampling 

method 

No sampling. All child protection harm should be included 

Display Number run chart – monthly reporting 

Baseline data 

available? 
No 

Goal or target Reduction over time 
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Deterioration and Harm 

Safe, Effective and Reliable Care 

Measure 

name  

Days between surgical cases readmitted with surgical site infection within 30 

days 

Identifier POO1b 

Primary driver Safe, effective and reliable care 

Type Outcome 

Why is this 

measure 

needed in our 

project? 

Surgical site infections constitute a significant proportion of healthcare acquired 

infections and are considered avoidable 

Measurement 

definition 

Count: number of days between incidences of re-admission due to surgical site 

infections 

Operational 

definition 

Operational definitions of surgical site infection1 

SUPERFICIAL INCISIONAL  
Infection occurs within 30 days after the operation and infection involves only 
skin and subcutaneous tissue of the incision and at least one of the following:  

 Purulent drainage with or without laboratory confirmation, from the 
superficial incision  

 Organisms isolated from an aseptically obtained culture of fluid or tissue 
from the superficial incision  

 At least one of the following signs or symptoms of infection: pain or 
tenderness, localised swelling, redness, or heat and superficial incision is 
deliberately opened by surgeon, unless incision is culture-negative  

 Diagnosis of superficial incisional SSI made by a surgeon or attending 
physician  

 
DEEP INCISIONAL  
Infection occurs within 30 days after the operation if no implant is left in place or 
within one year if implant is in place and the infection appears to be related to 
the operation and infection involves deep soft tissue (e.g. fascia, muscle) of the 
incision and at least one of the following:  

 Purulent drainage from the deep incision but not from the organ/space 
component of the surgical site  

 A deep incision spontaneously dehisces or is deliberately opened by a 
surgeon when the patient has at least one of the following signs or 
symptoms: fever (>38°C), localized pain or tenderness, unless incision is 
culture-negative  

                                                           
1http://www.documents.hps.scot.nhs.uk/hai/sshaip/guidelines/ssi/ssi-protocol-6th-edn/SSI-Protocol-6th-
Edition.pdf 

http://www.documents.hps.scot.nhs.uk/hai/sshaip/guidelines/ssi/ssi-protocol-6th-edn/SSI-Protocol-6th-Edition.pdf
http://www.documents.hps.scot.nhs.uk/hai/sshaip/guidelines/ssi/ssi-protocol-6th-edn/SSI-Protocol-6th-Edition.pdf
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 An abscess or other evidence of infection involving the deep incision is 
found on direct examination, during reoperation, or by histopathologic or 
radiologic examination  

 Diagnosis of deep incisional SSI made by a surgeon or attending physician 

Exclusions Children and young people admitted more than 30 days post surgery 

Stratifiers None 

Data 

collection and 

sampling 

method 

No sampling. All patients with surgical site infections should be included 

Display Rate, reported on a run chart – monthly reporting 

Baseline data 

available? 
No  

Goal or target 300 days or no SSI 
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Measure 

name  Percentage on-time prophylactic antibiotics administration 

Identifier POP1 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

There is good evidence that the administration of timely prophylactic 

antimicrobials2 reduced the risk of patients developing surgical site infections3 

Measurement 

definition 

Numerator: number of children and young people requiring prophylactic 
antimicrobial therapy who have it administered on time  

Denominator: number of children and young people requiring prophylactic 
antimicrobial therapy 

Percentage:   numerator    x    100 
                       denominator 

Operational 

definition 
The use of antibiotics before, during, or after a diagnostic, therapeutic, or 
surgical procedure to prevent infectious complications4 

Exclusions 
Children and young people not requiring prophylactic antimicrobial therapy prior 
to surgery 

Stratifiers 
You may wish to differentiate between emergency and elective surgical 

procedures 

Data 

collection and 

sampling 

method 

Sampling: Select 5 cases per week and review. 

If less than 5 per week please include all cases 

Display Rate, reported on a run chart – monthly reporting 

Baseline data 

available? 
No  

                                                           
2http://www.sign.ac.uk/pdf/sign104.pdf 
3http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-
reviews/ssi-review.pdf 
4http://www.documents.hps.scot.nhs.uk/hai/sshaip/guidelines/ssi/ssi-protocol-6th-edn/SSI-Protocol-6th-
Edition.pdf 

http://www.sign.ac.uk/pdf/sign104.pdf
http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-reviews/ssi-review.pdf
http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-reviews/ssi-review.pdf
http://www.documents.hps.scot.nhs.uk/hai/sshaip/guidelines/ssi/ssi-protocol-6th-edn/SSI-Protocol-6th-Edition.pdf
http://www.documents.hps.scot.nhs.uk/hai/sshaip/guidelines/ssi/ssi-protocol-6th-edn/SSI-Protocol-6th-Edition.pdf
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Goal or target 95% compliance with the measure 

Measure 

name  

Percentage of eligible children and young people with perioperative 

normothermia 
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Identifier POP2 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

There is good evidence that maintaining normo-thermia during surgical 

procedures5 reduced the risk of patients developing surgical site infections6 

Measurement 

definition 

Numerator: number of children and young people where normo-thermia has 

been maintained throughout the surgical procedure 

Denominator: number of children and young people requiring surgical 

intervention 

Percentage:   numerator    x    100 

                      denominator 

Operational 

definition Ensure that the patient’s body temperature is maintained above 36°C 

Exclusions 
Procedures where therapeutic hypothermia is standard practice, i.e. cardiac 

patients 

Stratifiers None 

Data 

collection and 

sampling 

method 

Sampling: Select 5 cases per week and review. 

If less than 5 per week please include all cases 

Display Rate, reported on a run chart – monthly reporting 

Baseline data 

available? 
No 

Goal or target 95% compliance with the measure 

 

                                                           
5Excluding procedures where therapeutic hypothermia is standard practice. 
6http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-
reviews/ssi-review.pdf 

http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-reviews/ssi-review.pdf
http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-reviews/ssi-review.pdf
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Measure 

name  

Percentage of known diabetic children and young people with peri-operative 

glucose control 

Identifier POP3 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

There is good evidence that maintaining peri-operative glucose control during 

surgical procedures7 reduced the risk of patients developing surgical site 

infections8 

Measurement 

definition 

Numerator: number of children and young people where glucose control has 

been maintained throughout the surgical procedure 

Denominator: number of children and young people requiring surgical 

intervention 

Percentage:   numerator    x    100 

                     denominator 

Operational 

definition 
Ensure that the diabetic child or young person’s glucose level is kept <11 mmol/l 
throughout the operation  

Exclusions Children and young people who are not known diabetics 

Stratifiers None 

Data 

collection and 

sampling 

method 

Sampling: Select 5 cases per week and review. 

If less than 5 per week please include all cases 

Display Rate, reported on a run chart – monthly reporting 

Baseline data 

available? 
No  

Goal or target 95% compliance with the measure 

                                                           
7Excluding procedures where therapeutic hypothermia is standard practice. 
8http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-
reviews/ssi-review.pdf 

http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-reviews/ssi-review.pdf
http://www.documents.hps.scot.nhs.uk/hai/infection-control/evidence-for-care-bundles/literature-reviews/ssi-review.pdf
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Measure 

name  Percentage compliance with young person’s peri-operative care bundle 

Identifier POP4 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

As the provision of surgical services within children’s services now incorporates 

young people up to the age of 16, consideration needs to be made to assess the 

individual young person and their physiological development 

Measurement 

definition 

Numerator: number of young people requiring surgical intervention where the 

young person’s peri-operative care bundle has been demonstrated 

Denominator: number of young people requiring surgical intervention 

Percentage:   numerator    x    100 

                      denominator 

Operational 

definition 

The young person’s peri-operative care bundle 

 Consider shaving site 

 Consider venous thrombo-embolis prophylaxis 

o Undertake and document risk assessment  

 Perform pregnancy test for females over 12 years old 

Exclusions Children under 10 years old 

Stratifiers None 

Data 

collection and 

sampling 

method 

Sampling: Select 5 cases per week and review. 

If less than 5 per week please include all cases 

Display Rate, reported on a run chart – monthly reporting  

Baseline data 

available? 
No  
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Goal or target 95% compliance with bundle 
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Measure 

name  

Percentage compliance with paediatric peripheral vascular catheter (PVC) 

insertion bundle 

Identifier ILP2i 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

It is recognised that the clinical condition of some children and young people 

requires the insertion of peripheral venous access – using the peripheral venous 

catheter insertion bundle ensures reliable care during this procedure and helps 

mitigates for the main risks associated with these devices, such as infiltration 

injury and delayed removal 

Measurement 

definition 

Numerator: number of children and young people where full compliance with 

the PVC insertion bundle is demonstrated  

Denominator: children and young people with PVC inserted    

Percentage:   numerator    x    100 

                      denominator 

Operational 

definition 

Peripheral vascular catheter insertion bundle. 

A peripherally sites venous catheter is defined as any invasive line which does 

not access the central venous vasculature. 

Exclusions Children and young people who do not have PVC sited 

Stratifiers None 

Data 

collection and 

sampling 

method 

Sampling: Select 5 children and young people with PVC inserted per week or 20 

per month to review.  

If electronic systems are used, all patients may be included each month. 

Display Percentage, reported on a run chart – monthly reporting 

Baseline data 

available? 
No 

Goal or target 95% compliance with the PVC insertion bundle 
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Measure 

name  

Percentage compliance with paediatric peripheral vascular catheter (PVC) 

maintenance bundle 

Identifier ILP2m 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

It is recognised that the clinical condition of some children and young people 

requires the insertion of peripheral venous access – using the peripheral venous 

catheter maintenance bundle ensures reliable review and care during the time 

this device is in situ and helps mitigates for the main risks associated with these 

devices, such as infiltration injury and delayed removal 

Measurement 

definition 

Numerator: number of children and young people where full compliance with 

the PVC maintenance bundle is demonstrated  

Denominator: children and young people with PVC inserted    

Percentage:   numerator    x    100 

                       denominator 

Operational 

definition 

Peripheral vascular maintenance bundle. 

A peripheral venous catheter is defined as any invasive line which does not 

access the central venous vasculature. 

Exclusions Children or young people who do not have PVC sited 

Stratifiers None 

Data 

collection and 

sampling 

method 

Sampling: Select 5 children and young people with PVC per week or 20 per 

month to review.  

If electronic systems are used, all patients may be included each month 

Display Percentage, reported on a run chart – monthly reporting 

Baseline data 

available? 
No 

Goal or target 95% compliance with the PVC maintenance bundle 
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Medicines 

Measure 

name  

Percentage of prescriptions of [locally identified drug] where the correct 

concentration, rate and dose are prescribed 

Identifier MMO1a 

Primary 

driver 
Safe, effective and reliable care 

Type Outcome 

Why is this 

measure 

needed in our 

project? 

The use and administration of drugs with narrow therapeutic window is an 

essential part of care for some children and young people; without this therapy 

their survival may be greatly reduced. This measure is included to ensure that 

this therapy is provided in a safe way minimising the potential for error and 

adverse outcome. The associated process measure is MMP1 

Measurement 

definition 

1. Determine the numerator: the total number of patients with an accurate in-

patient prescription chart within 24 hours of admission 

2. Determine the denominator: the total number of patients in the sample 

3. Calculate compliance by dividing the numerator by the denominator and then 

multiplying the resulting proportion by 100 

Operational 

definition 

High risk drugs9 are defined as  

 Medications that bear a heightened risk of causing significant patient 

harm when they are used in error10 

 Have a low therapeutic index11 

 Medicines that present a high risk when administered via the wrong 

route or when other systems errors occur 

Exclusions Children and young people who are not prescribed [locally identified drug] 

Stratifiers None 

Data 

collection and 

sampling 

method 

This is a monthly measure that essentially can be done concurrently. Each week a 

random sample of 5 patient case notes should be selected for admission. The 

objective is to have at least 20 opportunities in the denominator each month. 

                                                           
9 Examples are potassium, gentamicin, vancomycin, chemotherapies, paracetamol, inotropes. 
10http://www.ismp.org/selfassessments/hospital/2011/definitions.pdf 
11http://www.health.vic.gov.au/qum/hrm.htm 

file:///C:/Users/CatherineO/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/8NMJ4EV3/Paed%20Data%20Toolkit%205%20AR.xlsx%23MMO1a!A1
file:///C:/Users/CatherineO/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/8NMJ4EV3/Paed%20Data%20Toolkit%205%20AR.xlsx%23MMO1a!A1
http://www.ismp.org/selfassessments/hospital/2011/definitions.pdf
http://www.health.vic.gov.au/qum/hrm.htm
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The same set of case notes should be used for measure MMP1a and MMO1a 

each month. 

Case note review should include patients who have been admitted more than 24 

hours. 

The case notes should be reviewed to determine if there has been a safe and 

accurate transcription of clinically appropriate medicines on in-patient 

prescription chart within 24 hours of admission. 

Note: Medication reconciliation is defined as “The process that the healthcare 

team undertakes to ensure that the list of medication, both prescribed and over 

the counter that I am taking is exactly the same as the list that I or my carers, GP, 

Community Pharmacist and hospital team have. This is achieved in partnership 

with me through obtaining an up-to-date and accurate medication list that has 

been compared with the most recently available information and has 

documented any discrepancies, changes, deletions or additions resulting in a 

complete list of medicines accurately communicated”. 

It is good practice for case note reviews to be completed by two practitioners 

ideally from different disciplines, e.g. nurse/doctor/pharmacist. 

Display Percentage, reported on a run chart – monthly reporting 

Baseline data 

available? 
No  

Goal or target Goal – outcome reliability at 95% or greater 
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12 Requiring corrections to concentration, rate or dose. 
13 Locally identified and specified. 
14Locally identified and specified. 

Measure 

name 
Days between incidences of incorrectly12 prescribed drugs13 

Identifier MMO1b 

Primary driver Safe, effective and reliable care 

Type Outcome 

Why is this 

measure 

needed in our 

project? 

This measure has been included to determine the frequency of incorrect 

prescribing of specific drugs which have been locally identified. By using the 

prescribing bundle for specific drugs it is considered that this will reduce the 

incidence of incorrect prescribing and increase the safety of medicines used for 

paediatric patients 

Measurement 

definition 
Count: number of days between incidences of incorrectly prescribed drugs14 

Operational 

definition 

The definition of “incorrectly prescribed” includes any instance where the wrong 

dose, route, frequency or drug has been prescribed which requires a correction 

to the prescription 

Exclusions 

Where prescriptions require adjustment due to therapeutic monitoring or 

changes in the child or young person’s condition, i.e. worsening renal function 

where this is not the result of a drug dosing error 

Stratifiers None 

Data 

collection and 

sampling 

method 

No sampling. All kardex where the locally identified drug has been prescribed 

Display Days between  

Baseline data 

available? 
No  

Goal or target 300 days between or no incidents of kardex correction for locally identified drug 
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Measure 

name  
Percentage uninterrupted drug preparation and administration 

Identifier MMO2 

Primary driver Safe, effective and reliable care 

Type Outcome 

Why is this 

measure 

needed in our 

project? 

As reconstitution and administration of drugs often requires calculation to take 

account of the patient’s weight as well as in some cases their previous blood 

levels. Miscalculation can occur as a result of interrupting the reconstitution 

process and miscalculating can result in over-dosing or under-dosing for the 

patient. Either can potentially lead to significant harm for the patient. To 

minimise the risk of miscalculation and other potential errors in reconstitution 

staff should be able to undertake this task uninterrupted 

Measurement 

definition 

Numerator: number of uninterrupted drug preparation and administrations. 

Denominator: number of drug preparation and administrations. 

Percentage:   numerator    x    100 

                         denominator 

Operational 

definition 

 A drug preparation or administration episode is defined as any event 

where staff are required to calculate dosage, mix or distil from one 

container to another, drugs or solutions for patient administration. 

 An interruption is defined as any discussion or event other than that 

required by staff to verify and confirm the correct drug and dosage 

process, i.e. additional non clinical conversation 

Exclusions 
Emergency situation – defined as a life threatening situation, i.e. notified by 

emergency buzzer 

Stratifiers You may wish to stratify by class of drugs 

Data 

collection and 

sampling 

method 

You may wish to randomly identify reconstitution episodes to observe 

Display Percentage, reported on a run chart – monthly data 

Baseline data 

available? 
None 
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Goal or target Reduction over time 

Measure 

name  
Percentage compliance with high risk drug [locally identified] bundle 

Identifier MMP1 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

The use and administration of drugs with narrow therapeutic window is an 

essential part of care for some children and young people, without this therapy 

their survival maybe greatly reduced. This measure is included to ensure that 

this therapy is provided in a safe way minimising the potential for error and 

adverse outcome 

Measurement 

definition 

Numerator: number of children and young people where full compliance with 

the high risk drug bundle is demonstrated  

Denominator: children and young people with high risk drug prescription    

Percentage:   numerator    x    100 

                         denominator 

Operational 

definition 

1. Prescribe using 24 hour clock format 

2. Review of current dose and blood levels prior to prescribing – if appropriate to 

drug  

3. Double check process during preparation and administration 

4. Uninterrupted environment i.e. closed door, coloured apron to differentiate 

activity 

Exclusions Children and young people who are not prescribed high risk drug 

Stratifiers None 

Data 

collection and 

sampling 

method 

To be determined by local numbers. 

If more than 20 children and young people are prescribed high risk drug per 

month sampling is appropriate if less than 20 then include all children and young 

people in the population 

Display Percentage, reported on a run chart – monthly reporting  

Baseline data 

available? 
No  

Goal or target 95% compliance with high risk drug bundle  
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Measure 

name  

Percentage of appropriate children and young people with medicines 

reconciled within 24 hours of admission 

Identifier MMP2a 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

Reconciliation of medicines on admission to hospital is essential to ensure that 

patients receiving regular medication continue to do so as well as ensure that 

previously discontinued medication is no longer being used by the patient. The 

reconciliation process utilise two sources of reliable data to verify the correct 

drugs, doses and frequencies are recorded. CMO (2013)18 sets out the 

requirements for this measure15 

Operational 

definition 

1. Determine the numerator: the total number of patients with medication 

reconciliation performed within 24 hours of admission 

2. Determine the denominator: the total number of patients in the sample 

3. Calculate compliance by dividing the numerator by the denominator and then 

multiplying the resulting proportion by 100 

Exclusions Children and young people who are not prescribed medicines prior to admission 

Stratifiers None 

Data 

collection and 

sampling 

method 

This is a monthly measure that essentially can be done concurrently. Each week 

a random sample of 5 patient case notes should be selected for admission. The 

objective is to have at least 20 opportunities in the denominator each month. 

The same set of case notes should be used for measure MMP1a and MMO1a 

each month. 

The case notes should be reviewed to determine if all measures are present 

within the required timeframe: 

Admission – case note review should include patients who have been admitted 

more than 24 hours and include    

 Patient demographics documented 

 Allergy status on admission documented 

                                                           
15http://www.sehd.scot.nhs.uk/cmo/CMO(2013)18.pdf 

http://www.sehd.scot.nhs.uk/cmo/CMO(2013)18.pdf
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 Two or more sources, one of which should be the patient/carer, used on 

admission to give the best possible medicines history  

 Medicines Plan documented for each medicine, i.e. continue, withhold, 

stop 

Note: Medication reconciliation is defined as “The process that the healthcare 

team undertakes to ensure that the list of medication, both prescribed and over 

the counter that I am taking is exactly the same as the list that I or my carers, GP, 

Community Pharmacist and hospital team have. This is achieved in partnership 

with me through obtaining an up-to-date and accurate medication list that has 

been compared with the most recently available information and has 

documented any discrepancies, changes, deletions or additions resulting in a 

complete list of medicines accurately communicated”. 

It is good practice for case note reviews to be completed by two practitioners 

ideally from different disciplines, e.g. nurse/doctor/pharmacist. 

Display Percentage, reported on a run chart – monthly reporting  

Baseline data 

available? 
No  

Goal or target Goal – process reliability at 95% or greater 
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Measure 

name  

Percentage of patients with accurate in-patient prescription chart within 24 

hours of admission 

Identifier MMO3a 

Primary driver Medicines safety 

Type Outcome measure 

Why is this 

measure 

needed in our 

project? 

Reconciliation of medicines on admission to hospital is essential to ensure that 

patients receiving regular medication continue to do so as well as ensure that 

previously discontinued medication is no longer being used by the patient. An 

accurate drug kardex ensuring that the correct treatment is prescribed reflects 

that local processes for this are reliable 

Operational 

definition 

1. Determine the numerator: the total number of patients with an accurate in-

patient prescription chart within 24 hours of admission  

2. Determine the denominator: the total number of patients in the sample 

3. Calculate compliance by dividing the numerator by the denominator and then 

multiplying the resulting proportion by 100 

Exclusions None 

Stratifiers None 

Data 

collection and 

sampling 

method 

This is a monthly measure that essentially can be done concurrently. Each week 

a random sample of 5 patient case notes should be selected for admission. The 

objective is to have at least 20 opportunities in the denominator each month. 

The same set of case notes should be used for measure MMP2a and MMO3a 

each month. 

Case note review should include patients who have been admitted more than 24 

hours. 

The case notes should be reviewed to determine if there has been a safe and 

accurate transcription of clinically appropriate medicines on in-patient 

prescription chart within 24 hours of admission. 

Note: Medication reconciliation is defined as “The process that the healthcare 

team undertakes to ensure that the list of medication, both prescribed and over 

the counter that I am taking is exactly the same as the list that I or my carers, GP, 

Community Pharmacist and hospital team have. This is achieved in partnership 

with me through obtaining an up-to-date and accurate medication list that has 

been compared with the most recently available information and has 
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documented any discrepancies, changes, deletions or additions resulting in a 

complete list of medicines accurately communicated”. 

It is good practice for case note reviews to be completed by two practitioners 

ideally from different disciplines, e.g. nurse/doctor/pharmacist 

Display Percentage – reported on run chart, monthly reporting 

Baseline data 

available? 

No 

Goal or target Outcome reliability at 95% or greater 
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Measure 

name 
Percentage of patients with medication reconciliation performed on discharge 

Identifier 
MMP2b 

Primary driver 
Medicines safety 

Type 
Process 

Why is this 

measure 

needed in our 

project? 

Reconciliation of medicines on discharge from hospital is essential to ensure that 

patients continue to receive the appropriate medication as well as ensuring that 

medication discontinued whilst in hospital is no longer being used by the patient 

Operational 

definition 

1. Determine the numerator: the total number of patients with medication 

reconciliation performed on discharge 

2. Determine the denominator: the total number of patients in the sample 

3. Calculate compliance by dividing the numerator by the denominator and then 

multiplying the resulting proportion by 100 

Exclusions 
None 

Stratifiers 
None 

Data 

collection and 

sampling 

method 

This is a monthly measure that essentially can be done concurrently. Each week 

a random sample of 5 patient case notes should be selected for discharge. The 

objective is to have at least 20 opportunities in the denominator each month. 

The same set of case notes should be used for measure MMP2b and MMO3b. 

Case note review should include patients who have been admitted more than 24 

hours. 

The case notes should be reviewed to determine if all measures are present 

within the required timeframe: 

Discharge – case note review should take place once the discharge process is 

complete and include 

 Patient demographics documented 

 Allergy status on discharge documented 

 Changes from admission medicines documented to include changes, 

discontinuations and new medicines started 

Note: Medication reconciliation is defined as “The process that the healthcare 

team undertakes to ensure that the list of medication, both prescribed and over 
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the counter that I am taking is exactly the same as the list that I or my carers, GP, 

Community Pharmacist and hospital team have. This is achieved in partnership 

with me through obtaining an up-to-date and accurate medication list that has 

been compared with the most recently available information and has 

documented any discrepancies, changes, deletions or additions resulting in a 

complete list of medicines accurately communicated”. 

It is good practice for case note reviews to be completed by two practitioners 

ideally from different disciplines, e.g. nurse/doctor/pharmacist 

Display 
Percentage – reported on run chart, monthly reporting 

Baseline data 

available? 
No 

Goal or target Goal –process reliability at 95% or greater 

  



  

Paediatric Supplementary Measurement Plan May 2018 V 1.0 Date: 08/05/2018 

Produced by: B McCulloch, L Macfarlane, C Clark Page 33 of 54 Review date: 08/05/2019 

 

Measure 

name 

Percentage of patients with an accurate medicines list on the Interim Discharge 

Letter (IDL)  

Identifier 
MMO3b 

Primary driver 
Medicines safety 

Type 
Outcome measure 

Why is this 

measure 

needed in our 

project? 

Reconciliation of medicines on discharge from hospital is essential to ensure that 

patients continue to receive the appropriate medication as well as ensuring that 

medication discontinued whilst in hospital is no longer being used by the patient. 

An accurate list on the IDL reflects that local processes for this are reliable 

Operational 

definition 

1. Determine the numerator: the total number of patients with an accurate 

medicines list on the IDL 

2. Determine the denominator: the total number of patients in the sample 

3. Calculate compliance by dividing the numerator by the denominator and then 

multiplying the resulting proportion by 100 

Exclusions 
None 

Stratifiers 
None 

Data 

collection and 

sampling 

method 

This is a monthly measure that essentially can be done concurrently. Each week 

a random sample of 5 patient case notes should be selected for discharge. The 

objective is to have at least 20 opportunities in the denominator each month. 

The same set of case notes should be used for measure MMP2b and MMO3b. 

Case note review should include patients who have been admitted more than 24 

hours. 

The case notes should be reviewed to determine if there has been safe and 

accurate prescribing of clinically appropriate medication on Interim Discharge 

Letter. 

Note: Medication reconciliation is defined as “The process that the healthcare 

team undertakes to ensure that the list of medication, both prescribed and over 

the counter that I am taking is exactly the same as the list that I or my carers, GP, 

Community Pharmacist and hospital team have. This is achieved in partnership 

with me through obtaining an up-to-date and accurate medication list that has 

been compared with the most recently available information and has 

documented any discrepancies, changes, deletions or additions resulting in a 

complete list of medicines accurately communicated”. 
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It is good practice for case note reviews to be completed by two practitioners 

ideally from different disciplines, e.g. nurse/doctor/pharmacist 

Display 
Percentage – reported on run chart, monthly reporting 

Baseline data 

available? 
No 

Goal or target Goal – outcome reliability at 95% or greater 
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Measure 

name  
Medicines harm near misses 

Identifier MMO4a 

Primary driver Medicines safety 

Type Outcome measure 

Why is this 

measure 

needed in our 

project? 

In order that the activity across Scotland can demonstrate improvement the 

Clinical Reference Group determined that measuring the number of near misses 

relating to medicines over time would contribute to this understanding and 

demonstrate improvement 

Measurement 

definition 
Number per month 

Operational 

definition 

A near miss is any event, including omissions, prescribing, dispensing or 

preparation errors which have been identified prior to administration of 

medication to an infant or child 

Exclusions None 

Stratifiers None 

Data 

collection and 

sampling 

method 

No sampling. All medicines harm should be included  

Display Number, reported on a run chart – monthly reporting  

Baseline data 

available? 
No  

Goal or target Reduction over time  
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Measure 

name  
Medicines error – no harm 

Identifier 
MMO4b 

Primary driver Medicines safety 

Type Outcome measure 

Why is this 

measure 

needed in our 

project? 

In order that the activity across Scotland can demonstrate improvement the 

Clinical Reference Group determined that measuring the number of drug errors 

with no harm over time would contribute to this understanding and 

demonstrate improvement 

Measurement 

definition 
Number per month 

Operational 

definition 

A medicines error with no harm is any event including omissions, prescribing, 

dispensing or preparation errors where medication has been incorrectly 

administered to an infant child (including incorrect drug, dose or route) but has 

resulted in no harm and has required to further observation or intervention 

Exclusions None 

Stratifiers None 

Data 

collection and 

sampling 

method 

No sampling. All medicines harm should be included  

Display Number, reported on a run chart – monthly reporting  

Baseline data 

available? 
No  

Goal or target Reduction over time  
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Measure 

name  
Medicines error –moderate harm 

Identifier 
MMO4c 

Primary driver Medicines safety 

Type Outcome measure 

Why is this 

measure 

needed in our 

project? 

In order that the activity across Scotland can demonstrate improvement the 

Clinical Reference Group determined that measuring the number of medicines 

errors which resulted in moderate harm to the infant or child over time would 

contribute to this understanding and demonstrate improvement 

Measurement 

definition 
Number per month 

Operational 

definition 

A medicines error with moderate harm is any event including omissions, 

prescribing, dispensing or preparation errors where medication has been 

incorrectly administered to an infant child, (including incorrect drug, dose or 

route) and has resulted in temporary harm which has required some 

intervention 

Exclusions None 

Stratifiers None 

Data 

collection and 

sampling 

method 

No sampling. All medicines harm should be included  

Display Number, reported on a run chart – monthly reporting  

Baseline data 

available? 
No  

Goal or target Reduction over time  
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Measure name  

Percentage of medicines errors* 

*Can be segmented to specific drugs, parts of the prescribing or administration 

process 

Identifier 
MMP3 

Primary driver Safe, effective and reliable care 

Type Process 

Why is this 

measure 

needed in our 

project? 

Optional for local reporting. 

The number of medication errors is stratified into measures MMO4a, MMO4b and 

MMO4c. This measure will allow teams to track the percentage of all drug errors 

over time. Application of process measures for medicines safety should result in a 

reduction in medicines errors over time. 

Measurement 

definition 

A medicines error is any event including omissions, prescribing, dispensing or 

preparation errors where medication has been incorrectly administered to an 

infant child (including incorrect drug, dose or route). 

Operational 

definition 

1. Determine the numerator: the total number of medication errors. 

2. Determine the denominator: the total number medications given. 

3. Calculate compliance by dividing the numerator by the denominator and then 
multiplying the resulting proportion by 100 

Exclusions Nil 

Stratifiers May be stratified into prescribing/reconstitution/administration errors. 

Data collection 

and sampling 

method 

No sampling. All medicines errors should be included 

Display Percentage, reported on a run chart – monthly reporting 

Baseline data 

available? 
No 
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Goal or target Reduction over time – local aim to be agreed. 
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System Enablers 

Person Centred Care 

Measure 

name  
Percentage increase in positive user satisfaction 

Identifier PCO1 

Primary driver Person centred care 

Type Outcome  

Why is this 

measure 

needed in our 

project? 

Continual monitoring of feedback from service users allows the provision of a 

service which meets the needs of the users while also providing high quality 

care. Increase in the proportion of positive feedback is a proxy measure of 

increased quality of service provision independent of the numbers of families 

providing feedback 

Measurement 

definition 

Numerator: number of families providing positive feedback on their experiences 

of using the paediatric services  

Denominator: total number of families using the paediatric services who provide 

feedback 

Percentage:   numerator    x    100 

                         denominator   

Operational 

definition 

 All children16, young people and their families should be invited to 

provide feedback on the paediatric acute care service  

 Each unit will develop a locally appropriate mechanisms to obtain 

feedback from service users 

 Each unit to record the number of children, young people and their 

families providing  feedback on their experience of using the service 

Exclusions None 

Stratifiers None  

Data 

collection and 

sampling 

method 

No sampling. All families eligible are included 

                                                           
16 Appropriate to their capability. 
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Display Percentage, reported on a run chart – monthly reporting  

Baseline data 

available? 
No 

Goal or target Increase in satisfaction with the locally provided service 
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17Appropriate to their capability. 

Measure name 
Percentage of parents/carers providing feedback on their experience of using 

the paediatric service 

Identifier PCP1 

Primary driver Person centred care 

Type Process 

Why is this 
measure needed 
in our project? 

Paediatric acute care services in Scotland are committed to providing high 
quality service which focuses on the needs of the child, young person and their 
family by responding to the families’ cultural and religious preferences, needs 
and values. 

Measurement 
definition 

Numerator: number of children, young people and their families providing 

feedback on their experiences of using the paediatric services 

Denominator: total number of children, young people and their families using 

paediatric acute impatient services 

Percentage:   numerator    x    100 

                        denominator   

Operational 
definition 

 All children17, young people and their families should be invited to 

provide feedback on the paediatric acute care service  

 Each unit will develop a locally appropriate mechanisms to obtain 

feedback from service users 

 Each unit to record the number of children, young people and their 

families providing feedback on their experience of using the service 

Exclusions None  

Stratifiers None  

Data collection 
and sampling 
method 

No sampling. All families of children and young people are included 

isplay Count, reported on a run chart – monthly reporting 

Baseline data 

available? 
No 

Goal or target 30% increase in families providing feedback  
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Measure name  
Percentage achievement of children or young person being reviewed by the 

correct “people” and daily goals (DG) set 

Identifier PCP2* 
*Optional additional measure to assist in achieving PCP3 

Primary driver Person centred care 

Type Process 

Why is this 
measure needed 
in our project? 

Paediatric acute care services in Scotland are committed to providing high 
quality service which focuses on the needs of the individual child, young person 
and their family. In order to achieve this individualised daily goals are required 
to meet the needs of each child and young person 

Measurement 

definition 

Numerator: number of times daily goals have been set by the appropriate 

clinical team reflecting the child or young person’s current clinical condition 

Denominator: number of patients notes reviewed 

Percentage:   numerator    x    100 

                      denominator   

Operational 
definition 

 Each child or young person should have their care reviewed on a daily basis 
by an appropriate clinical team which is reflective of their current clinical 
condition, the membership of this clinical team will change over time as 
clinical conditions improve or deteriorate 

 The membership of the appropriate team is determined by the local team 

Exclusions None  

Stratifiers None  

Data collection 
and sampling 
method 

Sampling: select 5 children or young people and review their notes for 
compliance with the measure. 

If less than 5 per week please include all 

Display Percentage, reported on a run chart – monthly reporting  

Baseline data 

available? 
No 

Goal or target 95% compliance with this measure  
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Measure name  
Percentage of achievement of children and young people who have daily goals 

(DG) set up which have involved child/parent 

Identifier PCP3 

Primary driver Person centred care 

Type Process 

Why is this 
measure needed 
in our project? 

Paediatric acute care services in Scotland are committed to providing high 
quality service which focuses on the needs of the child, young person and their 
family. In order to achieve this; the child, young person and their family/carers 
need to be involved in the setting of daily goals which meet the needs of the 
individual 

Measurement 
definition 

Numerator: number of times daily goals have been set where the children, 
young people and their families have been actively involved with the 
appropriate people reflecting their current clinical condition 

Denominator: number of patients notes reviewed 

Percentage:   numerator    x    100 
                        denominator   

Operational 
definition 

Daily Goals Process 

 Multi-disciplinary round actively involving child, young person and their 
family/carer 

 Daily goal setting actively involving child, young person and their 
family/carer 

 Active involvement of child, young person and their family/carer in care 
planning 

Encourage active participation in care provision – asking questions, checking 
head of the bed, offering mouth care, etc. 

Consider innovative mechanisms to communicate with families, i.e. use of 
grease boards, text messaging, etc. 

 All children18, young people and their families/carers should be actively 
involved in the setting of daily goals 

 Each child or young person should have their care reviewed on a daily basis 
by an appropriate clinical team which is reflective or their current clinical 
condition, the membership of this clinical team will change over time if 
clinical conditions improve or deteriorate 

 The membership of the appropriate team is determined by the local team  

Exclusions None  

                                                           
18Appropriate to their development and current clinical condition. 
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Stratifiers None  

Data collection 

and sampling 

method 

Sampling: select 5 children or young people per week and review their notes for 

compliance with measure. 

If less than 5 per week please include all. 

Display Percentage, reported on a run chart – monthly reporting 

Baseline data 

available? 
No 

Goal or target 95% compliance with this measure 
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Measure name  Percentage opportunities taken to do “what matters to me” activities 

Identifier PCP4 

Primary Driver Person centred care 

Type Process 

Why is this 

measure needed 

in our project? 

Paediatric acute care services in Scotland are committed to providing high 

quality service which focuses on the needs of the child, young person and their 

family. In order to achieve this; the child, young person and their family/carers 

need to be offered the opportunities to express what aspects of their care and 

life are important to them 

Measurement 

definition 

Numerator: number of children and young people who are offered the 

opportunity to describe “What matters to them”  

Denominator: number of children and young people admitted per month 

Percentage:  numerator    x    100 

                      denominator   

Operational 

definition 

All children19, young people and their families/carers should have the 

opportunity to share what matters to them 

Exclusions None  

Stratifiers None  

Data collection 

and sampling 

method 

Sampling: select 5 children or young people who have been admitted to the 

ward/unit review if they have been offered the opportunity to describe what 

matters to them during their admission. 

If less than 5 per week please include all 

Display Percentage, reported on a run chart – monthly reporting  

Baseline data 

available? 
No 

Goal or target 95% compliance with this measure  

 

                                                           
19 Appropriate to their development and current clinical condition. 
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Leadership and Culture 

Measure name  Number of safety walk rounds including hospital and senior leadership 

Identifier LP1 

Primary driver Leadership and culture 

Type Process 

Why is this 

measure needed in 

our project? 

Safety walk rounds provide an opportunity for leaders to obtain an overview of 

the safety issues, performance and structure of the system and a means to 

provide guidance for improving the system. Safety walk rounds have been 

demonstrated as an intervention that may improve the safety culture of the unit 

Measurement 

definition 
Count: Number of safety walk rounds including hospital and senior leadership 

Operational 

definition 

 Safety walk rounds within paediatric ward/units should be conducted by a 

recognised leader/manager and frontline staff working at the date and time 

that the walk round has been agreed 

 Paediatric safety walk rounds need not be in addition to the any existing 

Executive Leadership walk rounds that may be in place as part of SPSP Acute 

Adult 

 Paediatric unit leaders/managers should consider the approach of asking 

staff ‘What matters to you?’ or ‘What keeps you awake at night?’ 

 A list of action items arising, including a nominated person responsible (who 

has the ability/authority to unlock any barriers to improvement in identified 

issues) for each action, should be completed after each walk round 

 The action list should also identify the timeframe in which the team believes 

the action should be completed 

Exclusions No exclusions 

Stratifiers 

Units may wish to separate data out into the various ward settings, where 

applicable (e.g. GP admissions unit, paediatric ward, speciality wards, etc. which 

reflect local service provision) 

Data collection and 

sampling method 

No sampling – a count is required each month to confirm how many safety walk 

rounds occurred. This may be as few as one per month or as frequent as one per 

week. It is recommended that at least one safety walk round is been completed 

each month. 

Display Count, reported on a run chart – number per month 
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Baseline data 

available? 
No  

Goal or target At least one walk round per month in each unit 
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Measure name  Percentage of actionable items being completed each month 

Identifier LP2 

Primary driver Leadership and culture 

Type Process 

Why is this 

measure needed 

in our project? 

A key element to the success of the safety walk rounds is the timely response to 

actions arising during a walk round. This measure provides an indication of the 

proportion of actions arising that are completed within the expected timeframe 

Measurement 

definition 

Numerator: the total number of identified actions completed (of those that the 

team expected to complete within the current reporting period: each month) 

Denominator: the total number of identified actions that the team expected to 

complete within the current reporting period (each month) 

Percentage:   numerator    x    100 

                      denominator   

Operational 

definition 

The term ‘completed’ is defined as an action that has been brought to an end, 

finalised or concluded. For example, if an action identified during a walk round was 

“better communication with the patients about their daily schedules” and a decision 

was made to place white boards in the patient’s room where a nurse would write 

the patient's scheduled tests, procedures, consults, etc. For the next day, this would 

be considered an action that has been completed once the white boards are in place 

Exclusions No exclusions 

Stratifiers Nil 

Data collection 

and sampling 

method 

No sampling – the list of action items identified from the previous month that are 

due for completion should be audited to confirm which action items have been 

completed within the expected time frame 

Display Percentage, reported on a run chart – monthly reporting 

Baseline data 

available? 
Nil 

Goal or target 100% of actions are completed within the expected time frame 
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Measure name  Number of people involved in and contributing to quality improvement activity 

Identifier LP3 

Primary driver Leadership and culture 

Type Process 

Why is this 

measure 

needed in our 

project? 

To describe the capacity and capability of local paediatric teams working on the 

paediatric safety programme  

Measurement 

definition 

This is a local measure to be used to monitor capacity and capability within the 

local team 

Operational 

definition 

 Establishing the capacity – number of people actively involved in the 

paediatric safety work, supports the local team to understand the resilience 

within the team. Are there one or two people undertaking all of the work or 

is the work spread across the team? 

 Establishing the capability – the resource within the local team to undertake 

effective quality improvement activity, PDSA cycles, data management, etc. 

of the local team allows the identification and targeting of skills 

development workshops, etc. 

 Establishing mechanisms locally to ensure refreshers of skills and the 

introduction of the methodology to new members of staff 

Exclusions Nil 

Stratifiers Nil 

Data collection 

and sampling 

method 

No sampling required. This measure should be reported monthly 

Display Run chart – monthly reporting 

Baseline data 

available? 
No 

Goal or target 95% of staff are involved in the paediatric safety work 
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Teamwork, Communication and Collaboration 

Measure name  Percentage of exchanges that use a high quality SBAR  

Identifier TP1 

Primary driver Teamwork, communication and collaboration 

Type Process 

Why is this 

measure 

needed in our 

project? 

To determine if staff are using high quality SBARs in locally agreed communication 

processes 

Measurement 

definition 

Numerator: number of communications that included a high quality SBAR  

Denominator: total number of communications reviewed 

Percentage:   numerator    x    100 

                       denominator   

Operational 

definition 

 To comply with this measure the following two criteria must be meet: 

1. The agreed communication process must use an SBAR format  

2. The SBAR must be of high quality 

 SBAR communication methodology includes the use of ‘Situation’, 

‘Background’, ‘Assessment’ and ‘Recommendation’ to communicate critical 

information 

 The quality of an SBAR is assessed by asking the recipient to confirm that they 

received all the information they needed. If they require any additional 

information then the SBAR would not be considered high quality. 

 Local teams should determine how to assess and record the quality of the 

SBAR (e.g. an SBAR form could include a prompt to record if any additional 

information was requested at the end of the SBAR exchange. Alternatively, an 

‘Ask 5’ approach may be used in real time after the completion of an SBAR 

exchange) 

 Compliance with this measure should be assessed using a communication 

exchange process that locally has been agreed that SBAR format should be 

used (e.g. transfers, hand over) 

Exclusions No exclusions 

Stratifiers 

Units may wish to produce separate local reports on the use of SBARs at various 

points (e.g. transfers, handover, admissions, discharges, etc.) to assist in 

identifying areas that are working well and areas that require improvement 
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Data collection 

and sampling 

method 

Review a sample of 15–20 SBAR communications each month (e.g. review of SBAR 

forms or ‘Ask 5’ approach)  

For example, if it is agreed that all transfers between wards should be 

communicated and documented using an SBAR form then the numerator and 

denominator would be below: 

Numerator: the total number of case notes in which the ward transfer was 

communicated using SBAR methodology of high quality 

Denominator: the total number of case notes that included a transfer between 

wards 

Calculate the percentage using SBAR by dividing the numerator by the 

denominator and then multiplying the resulting proportion by 100 

Display 
Percentage, reported on a run chart – monthly reporting of individual elements 

and overall compliance 

Baseline data 

available? 
Nil 

Goal or target 95% of exchanges that use a high quality SBAR 
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Measure name  Percentage compliance with the daily safety brief bundle 

Identifier TP2 

Primary driver Teamwork, communication and collaboration 

Type Process 

Why is this 

measure needed 

in our project? 

To assess compliance with the implementation and quality of daily safety briefs in 

the paediatric setting 

Measurement 

definition 

Numerator: the total number of working days each month that a safety brief 

occurred satisfying the two elements defining high quality 

Denominator: the total number of working days in the month 

Percentage:   numerator    x    100 

                       denominator   

Operational 

definition 

There are two key aspects to the implementation of safety briefs: 

 To ensure that safety briefs are held at least once a day 

 To ensure that the safety briefs are of high quality, defined as: 

1. Core staff were in attendance (agreed locally)  

2. Core content was covered (agreed locally) 

About safety briefs: 

 Safety brief are a simple tool that front-line staff can use to share information 

about potential safety problems and concerns on a daily basis 

 Local teams must agree the core staff that should be present at a safety brief  

 Local teams must agree the standard core content of the safety brief 

When conducting safety briefings the minimum starting point should be to convene 

at least one safety brief each day. One of the keys to successful safety briefings, 

however, is to make sure that the information generated in the briefing session is 

passed along to the next shift. If, for example, the safety brief is held at the start of 

the day shift then the information gathered during this session should be passed 

along to the second shift and then after adding their findings they should pass the 

briefing on to the next shift and so on. This cascading approach to information 

transfer is a central part of knowledge management and creating a culture of safety. 

For more information on conducting safety briefs you can link to the IHI website. 

Type ‘Safety Briefings’ in the search box in the upper right-hand corner of the home 

page and you will obtain the list of resources. 
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Exclusions No exclusions 

Stratifiers Ward level data 

Data collection 

and sampling 

method 

No sampling – data should be collected daily and reported monthly 

Display 
Percentage, reported on a run chart – monthly reporting of individual elements and 

overall compliance 

Baseline data 

available? 
Nil 

Goal or target 95% compliance with the daily safety brief bundle 

 


