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Background

= Empirical approaches to optimise A&F have focused mainly on attributes
of the feedback

m But what happens upon receipt of the feedback?

= The potential impact of feedback interventions is reliant on key
stakeholders engaging with and responding to feedback
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Intervention development @
Affinitie

Action planning in
light of feedback

Note discrepancy
between goal and
performance
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What do clinicians currently do with the feedback?
* Who receives feedback?
* Is it reaching the right people?
* How is the feedback responded to?
* Barriers and enablers to acting on feedback?

Methods

mSemi-structured interviews based on Theoretical Domains
Framework with 25 HCPs in 4 UK hospitals

m Purposively sampled hospitals: size, resources, infrastructure, location
m Transfusion nurses, consultants different clinical specialties, junior
doctors, blood bank managers

mObservations of 4 Hospital Transfusion Committee meetings,
field notes

mAnalysed thematic synthesis- identify barriers/enablers
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How is feedback shared?
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In all Cases, Hospital
Transfusion Teams
were the initial recipients

HTT then disseminated
feedback to Hospital
Transfusion Committee
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“We get representation of most areas in the
hospital...so that's how it is fed through” “I rely on
ommittee members to take back to medical teams”

“If relevant for a wider
audience fed back down
through clinical governance
to different teams”

broadly to their
specialties

BUT...

Figure 2a:

Case/

representatives would

I know it
exists...That’s about
as far as it goes,
though! [Case 2, P03]

some problem..

The fact that | haven’t
really seen it [feedback]
means there must be
I really am
not sure I've ever had an
email about it” [Case 1
P06 ].

| understand it does go
somewhere but it doesn’t really
get fed back to junior doctors
on the actual wards [Case 3
PO6]
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Case 1

Clear leadership
(chair and transfusion
practitioner)

No explicit actions
agreed but to be
circulated afterwards

Audit discussed:
local, national & re-
audit

Engaged, informal
communication

Case 2

No clear leadership

No explicit actions
agreed

Audit not
discussed

Engaged, informal
communication

Observational findings: HTC meetings

Case 3

Clear leadership
(consultant
haematologist not the
chair)

No explicit actions
agreed but to be
decided in a
subsequent HTT
meeting

Audit discussed: local,
national & re-audit

Variable engagement,
formal communication

Case 4

Clear leadership
(chair)

Explicit actions
agreed by the group

Audit discussed: local
& national

Engaged, informal
communication

Example barriers

* We do not set goals or make action plans as a team
* We have to amend the feedback to make it relevant to our hospital

* Feedback is not shared and discussed with the relevant staff
* | do (not) have support from my colleagues to make changes

Example enablers

» Having specialist nurses or champions have raised the visibility and
dissemination of feedback

* We need/use strategies to remind staff of actions and
recommendations

* Role clarity re. who is responsible for audit and feedback locally
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Summary

1. Infrastructure (i.e. HTC) and role clarity were features that
facilitated appropriate responses to feedback
2. Hospital Transfusion teams could benefit from:

mSupport and practical tools to help facilitate systematic
dissemination to relevant staff in hospital

mANnd support for strategic decision making regarding how
to change practice in light of feedback

Intervention 2 ‘enhanced FOLLOW ON SUPPORT’: Overview

Intervention Components (n=20),
including:

* Instruction how to perform behaviour Web-Toolkit

festd02 nat logout
* Problem solving - ogout

— 7 7 v,
engage clinical staff WX improve patientcare M) monitor progress 1)) dashboard
* Action planning n-g PO AS ey -

* Goal-setting (behaviour/ Outcome Disseminating Responding to Monitoring
+ Self-monitoring feedback reports  the feedback progress i.e. re-
reports auditing practice
* Behavioural practice/rehearsal P
* Demonstration of the behaviour ,/
V4

¢ Social reward ’/ ( :

e CLL‘

* Prompts and cues /

t

¢ Social support (practical) Telephone Support .
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Transfusion Practitioner disseminates to...

» Hospital Transfusion Committee

What is disseminated?  Full Report

How are they informed? Email and meeting
20 Nov 2016

When by?

Named contact? John Smith

*¥ Clinical Governance
What is disseminated?

Full Report

Dissemination Cascade Tool

How are they informed? Email and meeting

When by?

Named contact?

Fishbone Analysis Tool

18 Dec 2015
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barriers

different areas of the hospital

The feedback documents are not
engaging for cinical staff

Commurication is & problem between

solutions [ +]

Remind clinical staff of the impact on
patient care if we don't reach audit
standards

0QeO0

Wnen? 10 Nov2015  Tuesday
Where?  Meeting room
Withwhom? Abc

Remind clincal statf of the impact on
patient care if we don't reach audit

000

suggested solutions

Create posters to prompt and remind
staff and display them

Seek outa local champion to
disseminate feedback further

Discuss roles and responsibiities with
key individuals

Arrange a 1:1 discussion with the

standards relevant staff
When? Remind clinical staff of the impact on
Where? patient care if we don't reach audit
Wihwhom? standards
. PBM1: Pre-cperative anaemia management When will we review?
Selecting standards Where wil 1t be appiec?
Who will enforce?
Too I NCA audit performance
Reason for selection
Meet PBM1
Our action plan How will we know how we are doing
When? Expected completion . .
_ Action Planning Tool
Where? Evidence recorded
Who will enforce? Who is responsible?
Actual completion date
Patient reference  Who decided to transfuse? PEM1 PEMT
o1 me me
. . . . o2 not e
Quick Audit Tool (Self- Monitoring) | - -
04 not met
05 Dava
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Telephone support delivery - Géc
Delivered telephone 63 (89%) 68 (90%)
support to hospital contact

Logged in to Toolkit 51 (72%) 49 (65%)
during call

Responses from HTT members during

telephone support -
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AFFINITIE Cluster RCT with 2x2 factorial design

UK Hospitals

| Baseline audit data: Appropriateness of transfusions

Trial 1: Surgery

~~<,| Writing groups °
¥ — split
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Standard Enhanced Standard Enhanced
Content + Content + Content Content +
Standard] | X| Standard + Enhanced
Follow O Follow on Enhanced Follow On Trial 2: Haematology

\ Follow On/

-

transfusions= outcome data

Follow up audit data (12months): Appropriateness

N= 155 clusters
Int delivered: Oct 15
Outcome Eval: Oct 16

N= 167 clusters
Int delivered: Aug 16
Outcome Eval: Aug 17

Process Evaluation |
Did clinicians engage with
the interventions as |
intended? |

"* Number/Duration of visits
* Completion of ‘tools’

* Download of feedback reports

R M B RN EEEE e

» Surveys (all sites)

» Semi-structured interviews (n=34 sites;

52 participants)
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Key barrier: the audit in A&F

Implement
change

Anaisie The audit
the data cycle

Was the
standard

Neg”

ethe

Forget about feedback, need to get
‘audit’ right first...

* ‘This audit isn’t even relevant’
* ‘This is research, not audit’

* ‘There are too many standards’
* ‘The numbers are all wrong’

* ‘I won’t participate, the data
collection is too burdensome’

= ‘why bother changing practice?’
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X Aligning Timelines...enduring struggle

X Competing activities from NHSBT/NCA
X Sustainability

X Subscribing to the science/ equipoise v 5\ X

d
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