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FORM A

AUDIT PROFORMA
3A(3)

(8 criteria)

	Title of Project:
	Audit of the system for managing warfarin monitoring


Audit reports tend to range in length from a few to a dozen pages, depending on the size of the audit.

	1
	Reason for the audit

	
	There was a significant event in the practice recently involving warfarin management. The practice currently uses a paper based system. An INR result was received by telephone from the laboratory and the result was written into the wrong patient’s record.  Two patients with very similar names are currently taking warfarin.   The result was marginally below the normal therapeutic range.   Later that day the warfarin results were checked by the practice nurse and, following the practice protocol, she telephoned the patient and asked her to increase her warfarin dose.  Three days later the patient’s husband phoned for advice as his wife was having a heavy nose bleed which had not stopped after 30 minutes.   The duty doctor went out to visit and checked her INR.   This was phoned back to the practice as being well above the therapeutic range and the patient then required urgent hospital admission for reversal of anticoagulation.   This significant event caused the practice to examine the current system for INR monitoring [which had not been reviewed for several years].   Some recent guidelines for good practice on warfarin monitoring had just been circulated by the Health Board and it was agreed the practice should examine it’s performance in this area. 

	2
	Criterion or criteria to be measured

	
	In compliance with the recent local guidelines it was agreed to look at whether the following information was visibly recorded for each patient on warfarin.
1. Full patient identification data [ patient label]

2. Indication for anticoagulation.

3. Projected duration of course and date anticoagulation should finish if appropriate

4. Target range for INR

5. Date of each INR test taken

6. Patient’s current warfarin dose at time that each INR test was taken

7. Recommended new dose [ based on INR result]

8. Interval to next test [ days or weeks]

9. Signature of staff member who has informed patient of new dose and interval to next test



	3
	Standard(s) set

	
	After discussion it was decided that the monitoring of INR was an area of such importance that the standards should be 100% for all criteria.

	4
	Preparation and planning

	
	The planned audit was discussed at a multidisciplinary practice meeting.   The SEA was reviewed and the importance of monitoring warfarin for patient safety was discussed with all the team, as well as the vital part that each team member had to play, in the “chain of care”.    It was apparent that some reception staff had previously been unaware of the importance of their role in taking the messages about INR results, ensuring that they were entered in the warfarin folder correctly and bringing them to the attention of a clinician.

Dr  M undertook to go through the existing warfarin folder and record the current situation against the criteria above and presented the results at the next practice meeting.

	5
	Results of data collection ONE

	
	The results were as follows
Crterion
Actual
Standard
1
Full patient identification data present
92%
100%
2
Indication for coagulation
92%
100%
3
Duration of course / date for anticoagulation to finish
84%
100%
4
Target range for INR
92%
100%
5
Date of each INR test taken
80%
100%
6
Patients current warfarin dose at time INR is taken
80%
100%
7
Recommended new dose [ based on INR result]
84%
100%
8
Interval to next test
92%
100%
9
Signature of staff member
92%
100%


	6
	Description of change(s) implemented

	
	The first data collection indicated that there the standards had not been met.  The results were discussed at the practice meeting and the following changes were made.

A new patient summary sheet was designed for use in the warfarin folder.  It was headed with clearly labeled boxes where the required  information could be written in.    A laminated sheet reminding staff of the important data to be recorded was placed at the reception desk.    The practice nurses agreed to share the responsibility for checking the warfarin folder each day, and writing in the dose to be taken  and the interval to the next test for patients whose INR was at target.     The practice nurses would consult with the duty doctor about any INRs which were not at target. The three senior receptionists agreed to share the responsibility for ensuring that patients were informed of the new warfarin dose.   Some patients call for the results themselves, whilst others [especially the very elderly or forgetful] are currently telephoned by the receptionists or the practice nurses.     Each morning the senior receptionist agreed to check that patients had been informed their INR results from the previous day.
Dr M agreed to review the warfarin folder and collect data for the second cycle of this audit , three months later. 

	7
	Results of data collection TWO

	
	Criteria
Data 1
Data 2
Standard
1
Patient identification
92%
100%
100%
2
Indication  for coagulation
92%
100%
100%
3
Duration of course
84%
100%
100%
4
Target INR
92%
100%
100%
5
Date of INR test
80%
100%
100%
6
Current warfarin dose
80%
100%
100%
7
New warfarin dose
84%
100%
100%
8
Interval to next test
92%
100%
100%
9
Staff signature
92%
100%
100%


	8
	Conclusions

	
	Our performance in collection of data when compared to the standards we had set was initially  bad in some areas.    We all realized that we had not thought about INR management critically for some time and some regarded it as an irksome duty for the end of the day for the duty doctor. 
The SEA had been an important reminder for all staff of the importance of good warfarin monitoring.  The discussions at the practice meeting had been motivating in that all staff were able to see the vital importance of each individual role in creating a reliable system.

The second data collection was encouraging because it showed that staff could significantly change their practice when motivated.

It was decided that there would be third data set collection one year hence, as a way of ensuring that the improvements we had seen were maintained and as a reminder to all the team of the importance of  careful practice.     This could then be repeated each year.   It was agreed that this would be the start of an ongoing practice audit calendar. 


	Signed:
	Dr G Montgomery
	Date:
	

	Name:
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