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Lessons Learnt 

This project allowed the team to work with different stakeholders to improve on 

dysphagia management in Assisi Hospice. With the buy in of staff, we were able to 

successfully implement various measures to reduce feeding related errors and 

adverse outcomes, hence improving the quality of life of our palliative care patients. 

Regular meetings with ground staff, ongoing education and working towards a 

common goal were key factors contributing to the success of this project.  
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Monthly audits for concurrence between headboard information, prescribed
diet/fluid and diet/fluid served were conducted from June. Documentation of
relevant diet and fluid information on referral, nursing handover and patient transfer
forms was audited from 7 – 11 June 2021. Results of the monthly data are shown in
Table 3 and Figure 3.

Following the implementation of the new headboard labels and workflows for MOS,
accuracy of headboard diet and fluid information improved from 15% to more than
70% in the first audit in June, and further improved to 80% or more in the
subsequent audits. Documentation of pre-admission diet and fluid improved with
increased awareness of dysphagia and MOS workflow, achieving 100% for patient
transfer form, 83% for nursing handover form and more than 70% for referral form
in the September 2022 audit. As utensil recommendations were often difficult to
remember and contributing to feeding errors, a separate utensil headboard was
implemented in July 2021. This intervention increased the concurrence between
prescribed utensils and utensils used to more than 85% in the March 2022 audit.

Staff may downgrade the diet or fluids while awaiting speech therapy review or
during clinical deterioration, resulting in a mismatch between served and prescribed
diet and fluid. This is documented as ‘Not match but safer’. Clear documentation
and proper assessment of those served less safe diet and fluid options are necessary
to contextualise these choices and minimise adverse outcomes.

A follow up audit over 9 months showed and sustained reduced feeding related error of less
than 15% in inpatient service. (Figure 4 & Figure 5)

In conclusion, many stakeholders are involved in preventing feeding-related errors.
Ongoing dysphagia education and reinforcement of workflows are important aspects
to improve patient care and safety. Standardisation of processes has since been
adopted as part of standard hospice workflow via 3 monthly audit and incident
reporting.

1.Bogaardt H, Veerbeek L, Kelly K, van der Heide A, van Zuylen L, Speyer R.Swallowing problems at the end of the palliative phase: incidence and
severity in 164 unsedated patients.Dysphagia. 2015 Apr;30(2):145-51.
2.Tan L, Gan G, Hum A, Lee A. A Stepwise, Mixed-Method Study Approach to Identify the Barriers to Dysphagia Care in Hospice Care Nurses. J Hosp
Palliat Nurs. 2018 Feb;20(1):88-94.

Dysphagia occurs in up to 79% of palliative care patients and adversely affects
quality of life and health outcomes1. Tan et. al reported a 57% compliance rate with
prescribed dysphagia management in their inpatient hospice2. Assisi Hospice is an
85-bedded inpatient service, caring for patients with a life-limiting illness and a
likely prognosis of 3 months or less. This quality improvement project aims to
reduce feeding-related errors in our inpatient service to less than 15% in each
feeding observation domain (FOD).

Inpatient nurses were invited to participate in an online survey in February 2021 to
understand the current practices of feeding and knowledge of the meal ordering
system (MOS). Seventy-five out of 102 nurses completed the survey which showed
that there was currently no standardisation of meal ordering amongst nurses.

An Ishikawa diagram was used to determine the root causes of feeding-related
errors. (Fig. 2) Multi-voting was conducted between team members and the top
root causes were identified following a Pareto Chart analysis. (Table 1)

Standardised headboard labels and workflow for updating diet/fluid headboard
information were created and commenced in February 2021. A workgroup with
ward champions was created on 5 March 2021. Workflows for meal ordering
pertaining to planned admissions from hospital, home and urgent admissions were
created and implemented on 19 April 2021. (See Table 2)

Tan Su-yen1, Loh Soon Yue1, Michelle Boo1,2, Wong Yin Yee1, Joanna Rose Evardone Almaden1, Wang Yu Qin Cordelia1

Santos Kria Melyn Fabian1, Mayol Mercidita Guinita1, Mai Aye Aye Myint1, Stephanie Ann Leong1, Mo Mo Aye1, Gwendoline Beatrice SohTze Ling 1,3

1Assisi Hospice, Singapore, 2Singapore University of Technology and Design, 3Division of Supportive and Palliative Care, National Cancer Centre, Singapore 

BACKGROUND AND MISSION STATEMENT

ANALYSIS OF PROBLEM

METHOD

A baseline FOD audit of 63 patients was
conducted from 13-24 July 2020. Data collected
included diet and fluid served, respective utensils
used and headboard information. Discrepancies
were noted in 52 (82.5%) headboards, 19 (30.5%)
diets and 13 (20.6%) fluids served; and 14 (22.0%)
patients were served using the wrong utensils for
fluids. (Fig. 1)

STRATEGY FOR CHANGE & MEASUREMENT FOR IMPROVEMENT

DISCUSSION

SUSTAINABILITY

REFERENCES

Addressing Feeding-related Errors and 
Dysphagia Management in an Inpatient Hospice

CONCLUSION


	58_AH_CCEA 2022_Addressing Feeding related Errors and Dysphagia Management in an Inpatient Hospice - Copy
	[P] 58_AH_CCEA 2022_Addressing Feeding related Errors and Dysphagia Management in an Inpatient Hospice

