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Part 1: Abstract 

Introduction: 

Sepsis and antimicrobial stewardship are recognised globally as serious issues 
requiring improvement.  Our project aimed to make improvements in this area in a 
Paediatric Intensive Care Unit (PICU) using an innovative intervention adapted from 
the Learning from Excellence initiative (LfE).  LfE recognises excellence in 
healthcare and builds on strengths through positive feedback and appreciative 
inquiry.   

Aim:   

• To reduce antibiotic consumption in PICU by 5% during the study period. 

Methods: 

• QI project using continuous improvement methodology over 12 months. 

• A driver diagram led to identification of four key process measures which were 
measured daily by project team. 

• Excellence in these processes was identified and reported through LfE, 
providing formal positive feedback to clinicians.  Selected reports were 
followed with Appreciative Inquiry interviews to gain insights for improvement. 

Results: 

• Antibiotic consumption was 6.5% lower than the equivalent period of the 
previous year.  There was a marked improvement in broad-spectrum antibiotic 
use (31.3% reduction). 

• Significant improvements were observed in some processes (gold-standard 
prescribing and antibiotic review).  However, minimal improvement was made 
in other processes (e.g. documentation of time of decision to treat new 
infection). 

Conclusions: 

• This proof of concept project was successful in the primary aim of reducing 
antibiotic consumption.   

• LfE interventions impacted on some behaviours more than others. 

• A key enabler in our project was the pre-existing familiarity of PICU staff with 
the LfE philosophy and process.   

• Following this project, we will be using LfE to maintain standards of 
antimicrobial stewardship.   
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Part 2: Progress and outcomes  

This project was designed to test an innovative methodology to improve the use of 

antibiotics in a Paediatric Intensive Care Unit (PICU). The methodology arose from 

the Learning from Excellence (LfE) project. 

LfE aims to: 

a) improve quality of care through identifying and highlighting excellence 

b) improve staff morale through positive feedback 

The tools used in LfE are positive feedback through excellence reporting, and 

Appreciative Inquiry (AI) interviews. 

Adaptation of LfE for this project: 

This project was designed to evaluate LfE in a focused clinical area:  sepsis 

management and antimicrobial stewardship. 

We defined standards of excellence within this area, and utilised LfE reporting and AI 

to reinforce this practice and generate improvement ideas. 

The area of sepsis and antimicrobial stewardship was chosen for the following 

reasons: 

• Sepsis and antimicrobial stewardship are recognised globally 

as key areas for improvement   

• Improvements in this area rely, in part, on behavioural 

change 

The QI interventions used in this project were: 

• Positive reporting of excellence in sepsis management and 

antimicrobial stewardship 

• Modified AI interviews with staff to inspire change and 

generate improvement ideas 

A brief (10-15 mins) modified AI interview protocol was designed specifically for this 

project. 

Primary outcome of the project: 

• To reduce antibiotic consumption in PICU by 5%. 
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Methodology: 

Continuous quality improvement.  A driver diagram showing primary and secondary 

drivers was produced (see appendix). 

The study period was divided into 4 periods: 

• Set-up (3 months) 

• Pre-intervention (3 months) – data collection with no 

intervention (baseline data) 

• Intervention (6 months) 

• Post-intervention (3 months) – data collection with no 

intervention to assess if improvements were sustained 

Process / balancing measures: 

Process measures: 

1. Timely delivery of antibiotics in new cases of infection  

a. Changed to “documentation of time of decision to treat new infections” 

2. Correct choice of antibiotics according to institutional guidelines 

a. Changed to “correct choice of meropenem” 

3. Gold-standard prescriptions of antibiotics  

a. i.e. legible; clear review date; clear indication. 

4. Timely review and de-escalation of antibiotics 

a. i.e. written and verbal evidence of daily antibiotic review. 

Balancing measures included rates of Health Care Associated Infection (HCAI); rate 

of antibiotic/sepsis-related incident reports, pharmacy interventions on antibiotic 

prescriptions; and consumption of other antibiotics. 

Data collection methods: 

Process measures were collected daily by the project team - covering every bed-

space (31 beds) at least once per week. 

Antibiotic consumption data, HCAI rates and incident reports were collated from 

existing routinely collected data. 
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The interventions: 

Excellence reports were generated (via existing LfE reporting system) for timely 

antibiotic administration (process 1) and gold standard prescribing (process 3) 

throughout the intervention period – thus providing positive feedback for individuals 

who had achieved excellence. 

Selected episodes of excellence were followed with AI interviews.   

Data from AI interviews and all measures were reviewed at weekly project meetings.  

 

Main results – quantitative: 

 Activity data: 

Period Number of 

patients 

screened 

Number of 

excellence 

reports 

Number of AI 

interviews 

Pre-intervention  423 

Mean weekly 32.5 

0 0 

Intervention  792 

Mean weekly 31.7 

554 76  

 

Post intervention  383 

Mean weekly 31.9 

0 0 
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Primary outcome: 

Antibiotic consumption data are presented by comparison with same period of 

previous year, to account for seasonality of PICU admissions. Significant reduction in 

antibiotic consumption was observed. 

 July to December 
2016 

July to December 
2017  
(intervention period) 

Sum of all antibiotic 
doses  

12734 11837 

Sum of bed-days 5935 5888 

All antibiotic* doses per 
bed-day 

2.15 2.01 = 6.5% reduction 

Sum of broad-spectrum 
antibiotics** doses 
dispensed  

5113 3474 

Broad –spectrum** 
doses per bed-day 

0.86 0.59 = 31.3 %reduction 

*Excluding anti-viral and antifungal therapies 

** Broad-spectrum antibiotics defined as meropenem and piperacillin-tazobactam. 

Process measures: 

Process 1: 

During the study period we learnt that process 1 could not be measured reliably, 

since the time of decision to treat was not routinely documented.  This process was 

changed to “Documentation of time of decision to treat”, and a new intervention was 

added to enable staff to do this more easily (PRAISe sticker - see appendix). 

After initial uptake of the PRAISe sticker, there was minimal improvement during this 

project despite focused interventions.  

Process 2: 

Adherence to Trust guidelines for antibiotic selection was consistently high.  

Therefore, this process measure was changed to “correct selection of meropenem”. 

Adherence remained high, with no targeted intervention. 

Process 3: 

This was the main focus of our intervention, since antibiotic prescribing is a key part 

of antibiotic stewardship.  Correspondingly, the greatest improvement was made in 

this area; and the improvement was sustained into the post-intervention period: 
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Process 4: 

Both verbal and written review of antibiotics were considerably improved compared 

with the pre-intervention phase (continuing into the post-intervention phase), despite 

no intervention in this process - reflecting increased awareness of antibiotic 
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Balancing measures: 

No significant change occurred in any of the four balancing measures throughout the 

study period.   

Main results – qualitative: 

AI interview themes and insights: 

A total of 76 AI interviews were conducted throughout the study.  Insights which 

translated into tangible changes include: 

1. PRAISe sticker to document antibiotic timing 

2. Role of antibiotic pharmacist to challenge broad-spectrum antibiotic usage  

3. Colour-coding of antibiotics  

4. Prescribing area improvements 

5. New meropenem guideline 

6. Examples of good prescriptions visible to prescribers  

Summary qualitative themes of the AI interviews are presented in the appendix. 

Summary of results: 

The primary outcome of reduction in broad-spectrum antibiotics was achieved.  The 

LfE interventions appeared to influence some process measures more than others – 

there was a particularly strong impact on prescribing practice.  The modified AI 

interviews generated several tangible improvement ideas, and allowed the staff to 

articulate positive reception of the project. 
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Part 3: Cost impact 

There was no formal health economic evaluation of this project. The main aim of the 
project was to reduce the consumption of antibiotics - which was achieved as 
documented above. 
 
Whilst this improvement is associated with a small financial saving, the clinical 
impact of reduced exposure to broad-spectrum antibiotics cannot be measured in 
financial terms. The benefits of improved antimicrobial stewardship can only be 
measured in long-term reduction (or slowing) of rates of antibiotic resistance, and the 
associated harm to patients. 
 
For completeness, the costs of antibiotic consumption before and after the 
intervention phase of our project are presented below.  
 
As per the presentation of antibiotic consumption data in the previous section, the 
comparison figures are taken from the equivalent time period from previous year, in 
order to account for seasonal variation. 
 

Costs July-Dec 2016 July-Dec 2017 
(intervention period) 

Cost reduction 

All antibiotics 
(sum) 

£12009.15 £10744.53 £1264.62 

All antibiotics 
(per bed-day) 

£2.02 £1.82 £0.20 

Broad-spectrum 
antibiotics 
(sum) 

£6457.47 £4791.96 £1665.5 

Broad-spectrum 
antibiotics 
(per bed-day) 

£1.09 £0.81 £0.27 

 
 
The cost of implementation of the intervention was funded entirely through the 
project grant.  Therefore, as a project, in pure financial terms, this project did not 
produce a financial saving.  (Financial saving was not an expectation of the project). 
 
 
Financial costs of implementation of a similar project would include: 
 

• Staff time: our project team time was funded via the project grant. For 
sustainability, staff time would need to be included in existing structures. It is 
our expectation that the depth of data collection and extent of intervention 
could be significantly reduced - i.e. the bulk of this project could be continued 
with minimal increase in working time. This is our intention going forward - see 
sustainability section. 

 

• Infrastructure for reporting LfE reports. In our institution, this was cost-neutral 
because the LfE infrastructure was already in situ. Considerations for 
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implementation and maintenance costs are considered further in the 
sustainability section.  

 
The project was designed to test the LfE interventions within a discrete area of 
clinical practice - i.e. this was a proof of concept project.  The data suggest that 
positive reinforcement can be utilised as a methodology to positively change 
clinicians’ behaviours in this field, and this can be implemented at low / neutral cost. 
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Part 4: Learning from your project 

This project has generated significant learning for our team and the wider Learning 
from Excellence community. 
 
Here are the main learning points: 
 

• As a proof of concept, this study was successful.  We demonstrated that 
some staff behaviours changed in response to being shown excellence in that 
area.  However, this effect was not consistent on all process measures.   
 

• The improvements in the primary outcome (reduction in consumption of 
broad-spectrum antibiotics) cannot be entirely credited to this project, since 
the area of antimicrobial stewardship is a national and local priority.  However, 
the impact in our unit was significant, in particular on the use of meropenem, 
and on prescribing behaviours and antibiotic review. 
 

• The interventions (positive reporting and appreciative inquiry) were well 
received by staff, with no complaints, and largely positive feedback (via AI 
interviews). 
 

• The infrastructure for reporting Learning from Excellence reports functioned 
well despite a large increase in numbers of reports generated. 
 

• Despite this increase in reporting, there was no evidence of “saturation” of the 
effect of reporting: targeted areas continued to improve throughout the 
intervention period despite high levels of reporting.   
 

• Some behaviours were impacted more than others.  The greatest impact was 
on prescribing practice (process 3), with improvement throughout the 
intervention period.  In comparison, there was only minimal impact on process 
1 (documentation of decision-to-treat).   
 

• These differences probably reflect: 
 

o Differences between the groups receiving the reports: 
 

▪ Process 3 = small group (c.35) of prescribers 
▪ Process 1 = large group (c.200) of nursing staff 

 
o Differences in the frequency of the process in question  

 
▪ Process 3 (prescribing): very frequent - multiple prescriptions 

per day 
▪ Process 1: infrequent - only occurring <10 times per week  

 

• Thus, we have learned that the LfE interventions are more effective in smaller 
groups, to reinforce an activity which occurs frequently.   
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• The frequency of excellence reports was intentionally decreased from daily 
reporting to weekly batch reporting during the intervention phase, with no 
significant change in the rates of improvement.  This suggests that daily 
reporting for a frequent process is not necessary – an important point when 
considering sustainability. 
 

• We heard several anecdotal episodes of the Simultaneity Principle in action 
following the Appreciative Interviews.  The Simultaneity Principle in AI states 
that change begins the moments we ask questions.  We noticed several small 
changes in behaviours following AI interviews (e.g. advocating use of the 
PRAISe sticker; being proactive in refurbishing the prescribing areas). 
 

• We discovered some of the best ideas for improvement through appreciative 
emailing – a single appreciative question was added to selected excellence 
reports.  Some of the replies included tangible, positive change ideas – e.g. 
colour-coding of antibiotics; altering the admission proforma for cardiac 
surgical cases.  This shows that there are several possible modalities for 
appreciative questioning; and also highlights that some of the best ideas for 
improvement come from the sharp-end (i.e. the people actually doing the 
work). 
 

• The AI interviews were do-able, and much more practicable than larger 
meetings, but it required effort to identify times to meet clinical staff. This 
raised the possibility of carrying out some of the interviews by telephone (or 
even email, as above).  This would be worth exploring in future projects and 
applications. 
 

• We learnt several generic points about QI which will inform our future QI 
projects, including these important points: 

o The importance of minimised data collection – i.e. don’t collect data 
that won’t be used.  

o The requirement to be agile – e.g. to be able to change process 
measures, in response to regular review of data and ideas. 

o A single clinical outcome helps focus every action within the entire 
project:  having a “true north” which was reviewed regularly, along with 
a driver diagram reminds the team of the purpose of the project. 

 

• Sustainability post-funding period is an important consideration.  We noted in 
our project that the improvement was maintained in the post-intervention 
phase.  However, this period was only three months, and we have not been 
able to identify how long the improvements will be sustained.  We intend to 
continue a scaled-down version of the project after the funding period. 
 

• This was a unilateral intervention – an attempt to improve the average 
performance by solely highlighting the positive.  Whilst this proof of concept 
study was successful overall, improvements did not occur in all process 
measures.  We would therefore advocate using this approach as a 
complementary approach to the typical deficit-based approach in order to 
maximize improvements in other projects. 
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• Our recommendations for other centres wishing to replicate this project are: 
o Collect the minimum amount of data required 
o Use a driver diagram with a single clear patient-focused measurable 

outcome 
o Identify process measures which depend on modifiable behaviours 
o Appreciative Inquiry interviews can be very brief – our protocol will be 

made freely available, along with a toolkit on the Learning from 
Excellence website later in 2018. 

o Consider using this LfE approach as a complementary approach, 
rather than a unilateral approach, especially if introducing a significant 
change. 

o Rapid feedback from excellence reporting is key, and therefore it is 
worth investing time and resources into a robust excellence reporting 
system prior to embarking on a specific QI project. 

o We found a multi-disciplinary project team (nursing, pharmacy, project 
management, research and medical) was useful for generating insights 
and checking ideas during the project management. 

 

• What we will do as a result of the project: 
o The methods and insights from the PRAISe project are already being 

adopted in other parts of our organization, in order to improve 
antimicrobial stewardship. 

o Since the greatest improvement was in prescribing practice, we are 
considering using the methods to improve prescribing in general – not 
just antimicrobials. 

o Many of the ideas generated from this project have been embedded 
into routine practice. 

 

• What would change if we were to do this project again? 
o We would reduce the quantity of data collected at the bed-space to the 

minimum, meaningful amount. 
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Part 5: Sustainability and spread 

The PRAISe project will be sustained and continued beyond the funding period, but 
on a smaller scale within the PICU.  The project has already started to expand 
outside the PICU. 
 
The wider initiative – Learning from Excellence (LfE) – is rapidly expanding across 
the NHS and overseas, as a social movement in healthcare.  We have received 
other funding streams to help facilitate the spread of LfE. 
 
AP and other members of the team, in addition to other hospital staff outside the 
PRAISe team, have a responsibility for antimicrobial stewardship and sepsis Quality 
Improvement.  The insights gained from this project will be added to the ongoing 
work towards the aims of continuous improvement in these areas. 
 
Particular insights to be applied to future work are listed below (some of which have 
been listed above): 
 

• Use of positive reporting and appreciative interviewing in antimicrobial 
prescription will continue on a smaller scale on PICU – lead by AP and 
pharmacy team. 
 

• Detailed antibiotic review by antimicrobial pharmacist on the daily 
microbiology ward round on PICU, including a particular focus and challenge 
on broad-spectrum antibiotics. 

 

• Highlighting / colour-coding of antibiotics on written prescriptions will continue 
(until the Trust installs electronic prescribing). 

 

• The “PRAISe sticker” has been incorporated into the PICU observation charts, 
so it is now present in every bed-space for every patient. (To allow a clear 
space for documentation of decision and treatment time for new infections in 
PICU). 

 

• The new observation charts also include a new sepsis checklist to ensure 
sepsis and antibiotic review is documented on every morning ward round on 
PICU. 

 

• AI interviews are already being carried out in other parts of the Trust - and 
other Trusts around the NHS – and these will now form a regular part of the 
LfE initiative activities. 
 

 
The wider Learning from Excellence initiative continues to upscale and spread 
rapidly around the NHS and overseas: 
 

• AJ (project manager for PRAISe) has just been appointed as the first LfE 
fellow – a 12 month role with responsibility to devise further impact studies, 
seek funding via research / improvement grants, to nurture the Community of 
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Practice, and to devise a toolkit based on the insights gained from the 
PRAISe project.  This fellowship will be supervised by AP, and funded by the 
West Midlands Academic Health Science Network (WMAHSN). 

 

• The WMAHSN also funded a national conference for LfE in 2017 (attended by 
>300 delegates), which will be repeated again in the autumn of 2018. Full 
PRAISe results and insights will be shared at this conference. 

 

• The LfE initiative as an education programme won a HSJ patient safety award 
in 2017. 

 

• AP and other members of the LfE team speak regularly and widely on the 
initiative including multiple keynote and invited lectures at medical 
conferences in NHS and abroad.  Data and insights from the PRAISe project 
will be shared at future presentations, along with signposting to the toolkit and 
set-up guides to encourage other centres to adopt similar initiatives / replicate 
this work. 

 

• We have applied for the Patient Safety Learning Awards Scheme category 1: 
“Patient safety / quality improvement projects linked to reporting systems and 
investigation of patient safety incidents, event, near misses and examples of 
good practice” prize. 

 

• The interim PRAISe results were presented as an oral presentation at Sepsis 
Unplugged 2018 - a national sepsis conference (UK). 

 
Upcoming milestones: 
 

• Development and publication of the PRAISe toolkit (2018) 
 

• LfE fellowship  - as described above (2018-9) 
 

• Development of the Community of Practice around LfE – including autumn 
national conference (2018) 

 

• Grant application for the next impact study (PRAISE-II): currently in 
development; likely to examine staff engagement (2019 onwards). 
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Appendix 1: Resources and appendices 

We have included some additional documents and data from our project here.  Some 

of these are references in the text above.   

The driver diagram - reviewed at regular project meetings: 
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The PRAISe mini-AI template (for appreciative inquiry interviews): 
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Some additional data: 

Process 1 run chart – showing minimal improvement in use of PRAISe sticker to 

document decision-time for new antibiotics. 

 

Balancing measure – pharmacy intervention rate: 
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Balancing measure – all antibiotic consumption.  This chart shows antibiotic 

consumption per bed-day over a longer time-frame. 

 

Balancing measure – Health Care Associated Infection (HCAI) rates: 
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Qualitative data from AI interviews.  This will be subject to further analysis for 

publication as a separate paper.  Summary themes are presented below.  The 

majority of AI interviews were in two areas of practice: 1.) prescribing and 2). Use of 

the PRAISe sticker (timely antibiotics).  The themes of the interviews are presented 

below in that order.   

1. Prescribing AI interviews: 

AI 5D 
cycle 

question N= Themes N= 

Discovery What is it about you 
&/or the team that 
enables you to 
prescribe well? 

28 Personal quality/preference 
(meticulous, follow the rules, do it properly, avoid 
doing alterations, don’t want to put nurse giving in 
difficult position, value PIN number, need to 
understand ‘the why’)  

22 

Experience(s) 
(good and bad) 

7 

Training, prescribing exams 6 

Well-designed charts 6 

Pharmacist 
(here or elsewhere) 

6 

Prescribing area, environment, timing (not on ward 
round) 

5 

Role model, leadership 5 

Guidelines, PIC app 5 

Empowered / should feel empowered 4 

Patient safety 3 

Culture  3 

Microbiology team 2 

Specific role (ANP, anaesthetist) 2 

PRAISe project, IR2s positively reinforce 1 

Communication  1 

 

AI 5D 
cycle 

question N=  Themes N= 

Discovery What were the 
challenges? 
 
 
 
 
 
 
 
 
 
 
 
 
And what techniques 
do you use to 
overcome them? 

28 A Prescribing area (in high flow area, computer 
doesn’t work, not big enough, no light) 

14 

B Interruptions  12 

C Documentation, and audit trail from micro back 
round 

10 

D BNF / guidance not readily available 9 

E Time constraints, busy, tired 4 

F Lost charts, wet charts, variable dosing, 
handwriting, results available 

5 

G Different in different units 2 

H Random requests for alterations  

I Communication at bedside (e.g. for escalation) 2 

J IR1 for not using prescribing area 2 

K Rarely prescribe nowadays 1 

 A Ownership of prescribing area to make ‘fit for 
purpose’, use counter instead 

3 

B Assertive, empowered, ‘Bolshy’, politely stop 
interruptions 

6 

C Audit trail from micro round, bed to bed micro 
round 

2 

D Chain BNF to desk 1 
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E ‘elegant degrading’ prescribe most important 
parts and go back to complete 

1 

H Team Leaders (nurse) could collate and 
rationalise jobs 

1 

I Good communication 2 

K Specifically ask for the nurse to re-check 1 

 
 

AI 5D 
cycle 

question N= Themes N= 

Discovery How did it feel? 
(IR2) 

24 Good, (always)(quite)(very) nice, excellent, 
flattering, reaffirming, lovely, grateful, encouraging, 
confirmation, satisfying, humbling, I like it, always 
positive 

22 

Recognition, feedback, 8 

Portfolio, revalidation, reflection 3 

Know someone is looking at quality, positive 
reinforcement, incentive, good work appreciated, 

4 

Cf IR1 – meant to be for learning but has personal 
feeling of failure 

1 

Multiple IR2s not annoying 1 

Multiple IR2s can have too much of a good thing 1 

 

AI 5D 
cycle 

question N= Themes N= 

Dream Imagine in 2 years’ 
time this excellent 
practice is routine, 
what has changed? 

28 Culture, open to challenge, no interruptions, strong 
policy 

13 

Electronic prescribing 13 

Access to formulary and other resources 4 

Good education and information 4 

Communication  4 

Prescribing areas work and are used 3 

Charts, all prescriptions, regular review 3 

Microbiology round at bedside 2 

Actual prescriber asked to make alterations 1 

National standard for PIC drug dosing 1 

 

AI 5D 
cycle 

question N= Themes N= 

Dream What are the 
smallest steps we 
can take to make this 
happen? 

19 Improve prescribing areas 6 

Teaching, culture, able to challenge 3 

All scripts, all meds, ownership of script, more pre-
printed 

4 

Involvement in micro round 2 

Team Leader to collate jobs 2 

Chain BNF to desk 1 

Consistency between resources 1 

IR2s 1 

 

AI 5D 
cycle 

question N= Themes N= 

Design/ 
Destiny 

How can we promote 
and share this good 
practice 

25 IR2s, positive feedback, motivate share 
improvement results, league tables 

12 

Multi-modal information, good examples in sight, 
education 

8 

Empower nurses to challenge 4 

Culture and safety  3 

Role models and leadership 3 
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Relaunch and signpost prescribing areas 2 

 IR1s 2 

 No idea 
*3 nothing written down 

1 

 

 

 

2. Timely antibiotics / PRAISe sticker interviews: 

AI 5D 
Cycle 

question N= Theme N= 

Discovery 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What happened? 41 Expressed as patient’s presenting condition/ journey 
Temperature 
(high/pyrexial=8; cold=1, large toe:core gap=1, 
spiking=3, labile=1) 

 
14 
 
 

(?)Sepsis/tic 10 

 Chest 
(BAL=1; VAP=3; reintubation=1 

6 

Deteriorating  3 

↑WCC 2 

‘just not right’ 2 

Seizure  2 

Positive cultures 2 

Wound  2 

ED admission 2 

NEC 1 

SVT 1 

Abdomen distended 1 

EVD 1 

Expressed as reason for success 
Proactive bedside nurse (realised/recognised/asked 
for review) 

 
17 

Escalation (of abx therapy by doctor/ANP) 6 

AP 4 

Antibiotics already in bed space 2 

 

AI 5D 
cycle 

question N= Themes N= 

Discovery What is it about you 
&/or the team that 
made it happen? 

43 Communication 16 

Multidisciplinary teamwork 15 

PRAISe Team 10 

Presence of sticker 9 

Clinical acumen 8 

Good staffing level (on that day) 6 

Strong culture of good sepsis management 3 

Manageable workload (on that day)  2 

 

AI 5D 
cycle 

question N= Themes N= 

Discovery 
 
 
 
 

What were the 
challenges?  
 
 
 

32 No challenges or a positive comment 
*this is probably higher but nothing written down in 9 cases 

13 

Staffing, lack of nurse support, in cubicle, getting 
doctor to review 

13 

Busy, conflicting priorities, severity of illness  10 

Lack of experience, not knowing ‘normal’ for this 3 
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and what techniques 
did you use to 
overcome them? 

patient 

Incorrect dose prescribed 1 

Conflicting lab results 1 

Not prescribing on ward round – if in first bed can 
be a very long time until prescription done 

1 

Drug/formulation availability 1 

8 assertiveness 6 

prioritise 2 

 

AI 5D 
cycle 

question N= Themes Event 
N= 

IR2 
N= 

Discovery How did it feel? 
(Some people 
interpreted this as 
how did the clinical 
episode make you 
feel and others how 
did the IR2 make you 
feel) 

39 Positive experience, (really) great, 
success, appreciated, happy, smug, 
satisfying, pleased, brilliant, good, 
(very)nice, proud, made me smile 

9 18 

Reinforce good practice, motivation, 
avoid harm, positive pressure (to do the 
right thing) 

5 7 

Recognition, (own) reward 2 4 

Counters bad days and lack of feedback 1 2 

Sticker is helpful, good prompt 3  

Making a difference  1 

Duty of care 1  

 

AI 5D 
cycle 

question N= Themes N= 

Dream Imagine in 2 years’ 
time this excellent 
practice is routine, 
what has changed? 

36 Knowledge, training 15 

Empower nurse, doctors listen to nurses 12 

Sepsis nurse, allocated role on shift, PRAISe team 
& sticker remain 

 
6 

Better communication  6 

Staffing  1 

Support for nurse in cubicles  1 

 

AI 5D 
cycle 

question N= Themes N= 

Dream What are the 
smallest steps we 
can take to make this 
happen? 

25 Education , information 5 

Sticker to remain 4 

Teamwork  4 

Handover, IPASS 4 

Abx in bed space 3 

Cultures pack, checklist, drawer 3 

Specific sepsis role 1 

Management around cubicles 1 

Proactive microbiology team 1 

Using core temps 1 

 

AI 5D 
cycle 

question N= Themes N= 

Design/ 
Destiny 

How can we promote 
and share this good 
practice? 

36 Education, evidence (cf information), examples of 
good practice 

15 

Continue with IR2s 14 

Champions, research team 7 

Clear lines of communication 4 

Documentation of times 2 

Treats and prizes 2 
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The PRAISe sticker for documenting decision to treat time: 

 

The presentation slide-set from Sepsis Unplugged conference – slides available 

here: https://learningfromexcellence.com/wp-content/uploads/2018/04/PRAISe-

Sepsis-Unplugged-v2.2.pdf 

Poster from Learning from Excellence national conference, 2017, showing interim 

results from PRAISe project (copied below, and accessible here: 

https://learningfromexcellence.com/wp-content/uploads/2017/12/Positive-Reporting-

and-Appreciative-Inquiry-in-Sepsis-PRAISe-an-improvement-project-protocol.pdf ). 

https://learningfromexcellence.com/wp-content/uploads/2018/04/PRAISe-Sepsis-Unplugged-v2.2.pdf
https://learningfromexcellence.com/wp-content/uploads/2018/04/PRAISe-Sepsis-Unplugged-v2.2.pdf
https://learningfromexcellence.com/wp-content/uploads/2017/12/Positive-Reporting-and-Appreciative-Inquiry-in-Sepsis-PRAISe-an-improvement-project-protocol.pdf
https://learningfromexcellence.com/wp-content/uploads/2017/12/Positive-Reporting-and-Appreciative-Inquiry-in-Sepsis-PRAISe-an-improvement-project-protocol.pdf
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More information about the Learning from Excellence initiative can be found at the 

website: www.learningfromexcellence.com 

 

 

 

 

 

 

 

http://www.learningfromexcellence.com/

