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[bookmark: _Toc25071562]
Summary report and recommendations
[bookmark: _Toc25071563]Background. Fine bore nasogastric (NG) tubes are frequently used in the clinical setting. The delivery of enteral feed through NG tubes that have been inadvertently placed in the respiratory tract is likely to lead to serious consequences. The most recent National Patient Safety Agency (NPSA) alert providing guidance to reduce the harm cause by misplaced nasogastric feeding tubes was released in March 2011 (NPSA/2011/PSA002), with a deadline for compliance of September 2011. Specific guidance within the alert includes: a) all patients should have a documented risk assessment, b) pH testing is the first line method to ensure that the NG tube has not been misplaced, with a pH between 1-5.5 indicating that the NG tube has been correctly placed in the stomach, c) that each test result is documented on a chart kept at the patient’s bedside, and d) radiological examination is used only as a second line test when no aspirate can be obtained or the pH indicator paper has failed to confirm the position of the tube for the purpose of feeding. The traditional approach to implementing patient safety alerts often involves assigning a lead, developing/updating a policy and disseminating the policy via email, and the provision of training (where necessary, and if resources, etc. are available). Following these actions, improvement to practice is expected. However, implementation of NPSA alerts requires behaviour change by health professionals, and as such there needs to be consideration of a range of technical, psychological and socio-cultural factors when designing an implementation package.
[bookmark: _Toc25071564]Aims. This safety improvement project aimed to use a behaviour change approach to support the implementation of the NPSA NG feeding tubes alert, the full report of which can be found in Appendix 1. Objectives of this evaluation were to: 1) Describe the Trust baseline level of compliance with the NPSA alert guidance, 2) Identify the barriers to implementation of the NPSA alert using a questionnaire, 3) Suggest evidence-based implementation strategies to overcome the barriers to compliance and subsequently improve on the baseline compliance levels, and 4) to explain any differences found in the impact of this ‘bottom-up’ diagnostic and solution-based approach versus the traditional ‘top-down’ dissemination on achieving and sustaining alert compliance.
[bookmark: _Toc25071565]Methods. 1) Following the formulation of an NG tube steering group, a retrospective baseline audit of 57 sets of case notes for patients in whom an NG tube had been placed, was undertaken to assess current practice. The audit spanned 13 wards/departments across the hospital (list provided in full report) 2) Barriers to alert compliance were assessed amongst a multidisciplinary group of 89 hospital staff who agreed to complete a questionnaire which has been designed using a theoretical framework of behaviour change (Michie et al., 2005). The questionnaire specifically focussed on identifying the barriers to using pH as the first line method for checking tube position, as preliminary audit data and formal discussions with experts across the hospital indicated that this was the main area of concern (this is therefore the main area in which the behaviour change method has been applied as part of this project). 3) Two focus groups were held with staff to elicit more detailed information about those barriers reported most frequently by questionnaire respondents. These groups, guided by the expert knowledge of the project team of the behaviour change literature (Abraham & Michie, 2008; Michie et al., 2008) were used to identify intervention strategies (behaviour change techniques are evidence based methods that are effective in addressing specific barriers to behaviour change, and were used as the foundation for the development of intervention strategies here). The resulting strategies from each focus group were presented at the end of the subsequent group (and at future steering group meetings and FY1 training sessions), whereby existing strategies were rated against feasibility and innovation criteria. This helped to narrow down the final list of realistic strategies.
[bookmark: _Toc25071566]Results. Forty nine sets of case notes were included in the review (seven were excluded due to an NJ tube rather than an NG tube being placed, one was excluded based on an incomplete audit proforma). The results presented here focus on the first line method for checking the position of NG tubes. In 49% of notes reviewed, the first line method for checking position was found to be X-ray (24/49). The pH method was used as the first line test in only 18% (9/49) of notes reviewed, and in 29% (14/49) of the notes, there was no documentation to confirm the first line method. In 4% (2/49) of cases, the tube was placed in radiology. The questionnaire and follow up focus groups indicated that out of a possible eleven barrier domains, the strongest barriers to compliance were 1) social influences (the influence of others on the desired behaviour), 2) Emotion (fears and anxieties associated with the desired behaviour), 3) Knowledge and skills (having the necessary information, understanding, and skills to perform the desired behaviour), and 4) environmental context and resources (the systems, resources, and lines of communication necessary to perform the desired behaviour). Intervention strategies suggested by staff are listed in Table 1 against the barriers they aim to address, as well as the behaviour change technique they represent from the literature. The intervention strategies are currently categorised by ‘stage of implementation’: 1) has been implemented with support from members of the steering group, 2) has yet to be implemented following senior management approval.
[bookmark: _Toc25071567]Recommendations. Given the results from this report, it is recommended that management consider the intervention strategies that have been suggested by staff which have not yet been implemented, and indicate whether they approve implementation (please see Table 1).
[bookmark: _Toc25071568]Reflections. Thus far, using the behaviour change approach has allowed for a detailed insight into the challenges hospital staff face when attempting to comply with the NG tubes alert (and patient safety alerts in general). At this stage, the main reflective points to note focus around 1) the importance of identifying the main behaviour of concern to address, 2) the value in assessing barriers to behaviour change (compliance), 3) the feasibility and generalisability of the behaviour change approach. To provide an example for each: 1) requesting that staff change multiple behaviours simultaneously (i.e., traditionally staff are asked to comply with all alert guidelines) may be less effective than undertaking detailed investigation to identify and address the key behaviours of concern (i.e., first line method of checking tube position). 2) The carefully constructed questionnaire is a speedy method to assess barriers to compliance, which can provide an objective consensus of staff perceptions, and which can be followed up with more detailed discussions. Had the questionnaire not been used, it is likely that the impact of social influences- and emotion-related barriers on the behaviour in question would not have been identified in a traditional audit. 3) Now that the groundwork has been undertaken to develop the behaviour change method in the context of complying with patient safety alerts, the repeatability of this approach for other alerts and/or in different hospitals is a feasible and realistic option. This has been experienced directly when working with two additional hospitals on the nasogastric tubes alert, whereby the process has quickly gained and maintained momentum (especially in those places where proactive and enthusiastic steering group members have been involved).
[image: ]
[bookmark: _Toc25071569]Future work. The next phase of this work is to implement the remaining interventions to help the Trust to continue to improve and monitor compliance with the NG tubes NPSA alert. Following implementation, a second audit will be undertaken (March 2012) to assess the effectiveness of the behaviour change approach in helping this NHS organisation to achieve compliance with these guidelines. Finally, detailed reflections will be provided regarding the advantages and limitations of this approach when compared to traditional top-down dissemination.
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[bookmark: _Toc25071570]Table 1. Main barriers to compliance with NPSA alert and suggested focus group and evidence based intervention strategies
	Barrier and description
	Strategy
	Behaviour change technique*
	Stage of implementation
	Senior Management consideration required

	Social influences: staff perceptions include:
1) others do not encourage testing the pH as the first line test
2) others do not use pH as first line themselves
3) superiors do not express that they would like to see pH as the first line test 
	Educate higher grades of staff to change attitudes and encourage them to model this behaviour
	Persuasive communication
	Currently presenting project at clinical governance meetings
	Medical and Clinical Director agree for this to continue? Yes

	
	Radiology should have a system in place whereby they refuse to perform an x-ray unless a valid reason for the x-ray has been provided on the x-ray card, along with a pH value (or information about the inability to obtain aspirate)
	Social processes of pressure
Negative reinforcement
	Had agreement in principle from radiology
	Medical and Clinical Director action required to consider this proposal? Yes

	
	Empower nurses/juniors to say no to doctors/seniors if they just want to send the patient straight to radiology by having posters on wall as an official Trust reference point. Make any new innovations official trust innovations/ documents that refer to policy so that incorrect procedures instructed by superior staff can be challenged with tangible support
	Social process of encouragement, support
Prompts, triggers, cues
	Poster design underway

	Medical and Clinical Director agree for this to continue?
Yes

	Emotion: staff perceptions include:
1) anxiety and worry relating to trusting pH levels as the first line test
	Provide information that misinterpretations of x-ray caused 50% of the deaths recorded by NPSA to demonstrate that it is not necessarily the safest option (provide some real life examples of x-rays that have been misinterpreted; or ask staff to consider the regret they would feel if they had not used pH as a first line of testing before the X-ray and then misinterpreted x-ray)
	· Anticipated regret
· Cognitive restructuring
· Persuasive communication
	This information has been presented to FY1 doctors, and clinical governance meetings. Intend to present to more members of staff
	Medical and Clinical Director agree for this to continue?
Yes

	Environmental context and resources: staff perceptions include:
1) the necessary resources are not available
2) communication between staff about this is unclear
3) there is not a good enough system in place to ensure pH is used first line 
	Systems: produce an ng tubes ‘pack’ with all the necessary equipment for everyone to follow in a specific order. E.g., Instructions, flow chart, tube, tape, tube length measurement tool, pH paper, x-ray card, criteria/checklist sheet of what to do (NG bedside documentation includes flow chart, measurement tool, who placed NG, and prompt to read/record x-ray) 
	Environmental changes (objects to facilitate the behaviour)
Prompts, triggers, cues
	NG tubes steering group may request procurement look into this if management were to support it
	Medical and Clinical Director action required to consider this proposal?
Yes

	
	Produce NG tubes-specific (x-ray) card and place it somewhere on the ward which will prompt staff to write pH result on it before considering sending for x-ray
	
	NG tubes steering group may pursue this is management were to support it
	Medical and Clinical Director action required to consider this proposal?
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