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  Aims  

 Junior staff on the acute medical unit (AMU) at the Royal 
London Hospital (RLH) noted a shortage of blood culture 
bottles, resulting in difficulty in obtaining blood cultures in 
a timely manner, with an impact on one of the key aspects 
of the surviving sepsis campaign: identifying the source 
of sepsis. In order to improve patient care and outcomes, a 
quality improvement project focusing on these delays was 
devised. 

  Methods  

 Cross-sectional survey of the availability of culture bottles was 
performed, allowing delay to be identified and subdivided into 
two components: A – the time between a senior request for 
cultures and the junior staff undertaking the task; and B – the 
time between junior staff attempting to undertake the task and 
actual completion of it. Further information was collected: 
clinical indication for culture, whether the patient was febrile at 
the time of culture, and the cause of delay. 

 The results of the initial data collection were discussed at a 
team meeting and an intervention developed with input from 
junior and senior members of the multidisciplinary team. 

 Changes were implemented before the changeover date for 
new junior doctors, over the course of several months. A weekly 
collection of blood culture bottles to the ward was arranged. 
Additionally, a single point of stock on each ward was identified 
to avoid confusion. All members of the multidisciplinary 
team were briefed via team meetings, email and within the 
foundation doctor handover website. 

 Data were recollected after the implementation of change 
using the original proforma. 

  Results  

 After the intervention, interval B (attempt to completion) 
decreased, with 14 (87.5%) patients having a delay in 2013 
versus three (33%) in 2014. The average delay between a set of 
cultures being attempted and cultures being performed was 
33.6 min in 2013, and 14 min in 2014, resulting in a total delay 
of 8 hours 24 min in 2013, and 2 hours 10 min in 2014. Only one 

delay in 2014 was due to a shortage of culture bottles, while all 
14 in 2013 were due to this. 

  Conclusions  

 The intervention was successful: the defined objective of 
minimising any delay in taking blood cultures was achieved 
by utilising a very simple staff-based intervention to allow 
streamlining. This had been an ill-defined system. Efficiency 
and quality of patient care were improved by aligning practice 
with the tenets for the Surviving Sepsis Campaign. ■ 
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