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Haematology audit template 
	Date of completion 
	(To be inserted when completed)

	Name of lead author/participants
	(To be inserted)



	Specialty
	Haematology

	Title
	An audit of compliance with the British Society for haematology (BSH) guideline on management of thrombotic and haemostasis issues in paediatric malignancy

	Background
	Malignant conditions of childhood can be complicated by thrombotic and haemostatic problems.  

	Aim & Objectives
	To audit against the level 1 recommendations made in this guideline.

	Standards & criteria
	Criteria range: 100% compliance or if not achieved, documentation that explains variance.
Standards:
Prevention of cancer-related thrombosis
· Percentage of post-pubertal adolescent females taking a combined oral contraceptive pill who have their contraceptive pill stopped at diagnosis of malignancy and a non-oestrogen alternative offered: target 100%
· Percentage of children with malignancy who have femoral vein access (without documentation in the medical records of a valid reason for this as the preferred site of access): target 0%
· Percentage of children with malignancy aged >12 years who have had a documented risk assessment for venous thromboembolism: target 100%
Treatment of cancer-related thrombosis
· Percentage of cerebral venous thromboses, without significant intracranial haemorrhage, in children with malignancy that are treated with anticoagulation therapy for a minimum period of 3 months: target 100%

· Percentage of children with malignancy with venous thrombosis at other sites (not central venous line-related or cerebral venous thrombosis) who are treated with anticoagulation therapy for a minimum period of 3 months: target 100%

· Percentage of children with malignancy requiring anticoagulation therapy who are offered low molecular weight heparin (LMWH) as first-line therapy: target 100%
Management of anticoagulant therapy
· Percentage of therapeutically anticoagulated children (<16 years of age) with malignancy who have had monitoring of LMWH therapy with anti-factor Xa activity levels to confirm that therapeutic anticoagulation has been achieved: target 100%

· Percentage of therapeutically anticoagulated children with malignancy and normal renal function receiving their last dose of LMWH at least 24 hours prior to an invasive procedure: target 100%

· Percentage of prophylactically anticoagulated children with malignancy and normal renal function receiving their last dose of LMWH at least 12 hours prior to an invasive procedure: target 100%

· Percentage of children with acute lymphoblastic leukaemia, who have had a previous asparaginase-related venous thromboembolic event (VTE) and are due to receive further asparaginase, who are re-exposed to asparaginase with anticoagulant cover (prophylactic or therapeutic) for a minimum of 2 weeks after asparaginase dose: target 100%
Prevention of cancer-related bleeding
· Percentage of children with malignancy who have a full blood count, prothrombin time (PT), activated partial thromboplastin time (APTT) and Clauss fibrinogen performed at diagnosis: target 100%

	Method


	Case note review of all children with malignancy presenting over a 12-month period since March 2017.
Data to be collected on proforma (see below).

	Results
	(To be completed by the author)

The results of this audit show the following compliance with the standards:
Investigation
% compliance
Prevention of cancer-related thrombosis
Post-pubertal adolescent females taking a combined oral contraceptive pill had their contraceptive pill stopped at diagnosis of malignancy and a non-oestrogen alternative was offered

Femoral vein access was inserted without documentation in the medical records of a valid reason for this as the preferred site of access
Children with malignancy aged >12 years had a documented risk assessment for venous thromboembolism

Treatment of cancer-related thrombosis
Cerebral venous thromboses, without significant intracranial haemorrhage, were treated with anticoagulation therapy for a minimum period of 3 months

Venous thromboses at other sites (not central venous line-related or cerebral venous thrombosis) were treated with anticoagulation therapy for a minimum period of 3 months

Children requiring anticoagulation therapy were offered LMWH as first-line therapy

Management of anticoagulant therapy
Therapeutically anticoagulated children (<16 years of age) had monitoring of LMWH therapy with anti-factor Xa activity levels to confirm that therapeutic anticoagulation was achieved

Therapeutically anticoagulated children with normal renal function received their last dose of LMWH at least 24 hours prior to an invasive procedure
Prophylactically anticoagulated children with normal renal function received their last dose of LMWH at least 12 hours prior to an invasive procedure
Children with acute lymphoblastic leukaemia, who have had a previous asparaginase-related VTE and were due to receive further asparaginase, were re-exposed to asparaginase with anticoagulant cover (prophylactic or therapeutic) for a minimum of 2 weeks after asparaginase dose
Prevention of cancer-related bleeding
Full blood count, PT, APTT and Clauss fibrinogen were performed at diagnosis


	Conclusion
	(To be completed by the author)

	Recommendations for improvement


	Present the result with recommendations, actions, and responsibilities for action and a timescale for implementation. Assign a person(s) responsible to do the work within a time frame.

Some suggestions:

· highlight areas of practice that are different

· present findings. 

	Action plan
	(To be completed by the author – attached action plan proforma)

	Re-audit date
	(To be completed by the author)

	Reference
	Sibson KR, Biss TT, Furness CL, Grainger JD, Hough RE, Macartney C et al. BSH Guideline: management of thrombotic and haemostatic issues in paediatric malignancy. Br J Haematol 2018;180:511–525.
http://b-s-h.org.uk/guidelines/guidelines/management-of-thrombotic-and-haemostatic-issues-in-paediatric-malignancy/ 


Data collection proforma for patients with thrombotic and haemostasis issues in paediatric malignancy
  Audit reviewing practice 
Patient Name:          

Hospital Number:

Date of Birth: 

	Standard
	1

Yes 
	2

No
	3
If No, was there documentation to explain the variance? 
Yes/No plus free-text comment
	4
Compliant with guideline based on Yes from column 1 or an appropriate explanation from column 3. Yes/No

	 Prevention of cancer-related thrombosis

	Post-pubertal adolescent females taking a combined oral contraceptive pill had their contraceptive pill stopped at diagnosis of malignancy and a non-oestrogen alternative was offered
	
	
	
	

	Femoral vein access was inserted without documentation in the medical records of a valid reason for this as the preferred site of access
	
	
	
	

	Children with malignancy aged >12 years had a documented risk assessment for venous thromboembolism
	
	
	
	

	Treatment of cancer-related thrombosis

	Cerebral venous thromboses, without significant intracranial haemorrhage, were treated with anticoagulation therapy for a minimum period of 3 months
	
	
	
	

	Venous thromboses at other sites (not central venous line-related or cerebral venous thrombosis) were treated with anticoagulation therapy for a minimum period of 3 months
	
	
	
	

	Children requiring anticoagulation therapy were offered LMWH as first-line therapy
	
	
	
	

	Management of anticoagulant therapy

	Therapeutically anticoagulated children (<16 years of age) had monitoring of LMWH therapy with anti-factor Xa activity levels to confirm that therapeutic anticoagulation was achieved
	
	
	
	

	Therapeutically anticoagulated children with normal renal function received their last dose of LMWH at least 24 hours prior to an invasive procedure
	
	
	
	

	Prophylactically anticoagulated children with normal renal function received their last dose of LMWH at least 12 hours prior to an invasive procedure
	
	
	
	

	Children with acute lymphoblastic leukaemia, who have had a previous asparaginase-related VTE and were due to receive further asparaginase, were re-exposed to asparaginase with anticoagulant cover (prophylactic or therapeutic) for a minimum of 2 weeks after asparaginase dose
	
	
	
	

	Prevention of cancer-related bleeding

	Full blood count, PT, APTT and Clauss fibrinogen were performed at diagnosis
	
	
	
	


	Audit action plan:  
An audit of compliance with the British Society for haematology (BSH) guideline on management of thrombotic and haemostasis issues in paediatric malignancy

	Audit Recommendation


	Objective
	Action
	Time scale
	Barriers and Constraints
	Outcome
	Monitoring
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