Implementing a Watchers Bundle on the
Children's Ward, Dumfries & Galloway
WATCHER: Who Are The Children Having Extra Review?

AIM: To achieve 95% compliance with the Watchers Bundle on the Children’s Ward by June 2021.
What were the results of the tests of change?

•Implementing the Watchers Bundle is one of the
MCQIC* core measures for paediatrics.
• A similar process implemented in America was found
to improve situational awareness and led to a
reduction in unrecognised clinical deterioration and
serious safety events (Brady et al, 2013)
•Through implementing a watchers bundle we aim
to improve communication, situational awareness and
care of our most unwell patients.
•Safety huddles are already a well-established process
within the ward.

How will we know a change is an
improvement?
The main topics of interest in this project are:
• Improved situational awareness amongst staff on
the ward and within senior management and
capacity teams.
• Appropriate management of patients identified as
watchers.
• Effective communication of patients identified as
watchers between nursing, medical and
management staff.
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• Good progress has been achieved with a bundle that
has shown to be fit for purpose.
• We have achieved up to 67% compliance.
• We have received positive verbal
feedback from staff and the questionnaire
results indicated staff felt situational awareness
had improved but not specific to watcher's bundle
alone.
• We have had a successful launch of the
Watchers Bundle, however the focus of
improvement work in the ward recently
has been on other topics and
compliance has decreased
slightly. This demonstrates that more work
is required to:
• embed the Watchers bundle in the
ward processes.
• achieve 95% compliance.
• Having the WETFLAG worked out has been
useful in emergency situations.
• Communication and awareness of our
unwell patients has improved between
medical, nursing, management and
capacity staff.

• We created and implemented a watchers
bundle for use on the Children’s Ward.
• We created a Cortix flag as a visual cue.
• Implemented a ward huddle sheet for use
at handovers.
• Pre and post huddle sheet & watchers
bundle implementation questionnaire
given to staff regarding situational
awareness.
• Education provided to medical, nursing
and management staff.

Next Steps
• Work towards achieving 95% compliance.
• Share results with staff more often than previously.
• Continue education with staff regarding recognising
patients who are watchers in conjunction with the
launch of sepsis 6 bundle.
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Conclusions

What changes did we implement?
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Key learning points
• There is no set definition of who are "watchers": it
can be subjective.
• Improved knowledge of QI processes.
• Continued education and visual, relatable feedback
is imperative to improving involvement and
therefore compliance.

Further information contact Hilary Dalgleish, Paediatrics Ward, hilary.dalgleish@nhs.scot
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* MCQIC - Maternity and Children Quality Improvement Collaborative

