Potential Projects – our Registrars’ suggestions
1. Do patients receive information leaflets and if so what do they relate to?
2. How readable are they? 

3. Do doctors know what is in their patient information leaflets?

4. Do patients find them helpful?

5. Have a go at writing a patient information leaflet.

6. Do patients know what medication they are taking and why?

7. Do they understand their on going chronic disease condition e.g. HT, DM  etc.?

8. How many diabetics know what their Hba1c is/means?

9. Do patients know why they have been referred to hospital?

10. Are their expectations in line with what is likely to happen?

11. Which hospitals do patients choose and why?
12. Emergency guidelines in every consulting room?

13. Emergency guidelines to hand in the emergency room (usually the treatment room)?

14. Emergency drugs and the means to administer them to hand in the emergency room (usually the treatment room)?
15. Violent patient protocol- what to do and where to find the information- audit of staff.

16. How many staff knows the difference between the panic alarm and the fire alarm?
17. Doctors bag- if any drugs in it- are they in date and safely stored (who checks them, when was it last checked? Is this information included in the practice induction pack for the Registrars)

18. Patient identifiable information, sick notes, prescription pads left unattended/ smart cards left unattended during the day/ after surgery closing. -(audit could be done after surgery hours.- could also look at lockable drawers/ cupboard in each consulting room).
19. Patients experience of choose and book.
20. Triage for telephone consultations- who decides- often reception staff first to get the call- do they know which ones to direct where- could give them anonymous forms with different scenarios from each other- and then a teaching session with Registrars learning telephone consultation skills in the process, also good for practices from safety point of view).
21. ECGs- especially urgent ones, how soon do they get looked at after being done? Who looks at them and are they confident and competent at interpreting them for major abnormalities)?
22. Where and how do Registrars log their questions for their trainers?
23. When labs ring in with urgent blood results/major abnormalities in blood results, how are they documented, who takes the call? Does the practice have a protocol, and do the staff know about it. 
24. How many training practices provide the Registrars with a home visits bag and the minimum equipment required for it. Do the Registrars (esp the ones doing their first ever GP post) get told who to ask for it, what to have in it, how to re-stock it and information about prescription pads

25. Oxygen cylinder:does the oxygen cylinder have the key to turn the valve to open/ close it(often a problem in hospitals during a crash call), how big a cylinder is it? When is it filled/ rechecked, who does it. If a big one, can it be taken upstairs if needed? Which masks should you be using?

26. Do the staff members know where does the patient identifiable information papers/ other sensitive info (scripts etc) go for safe destruction.
27. Are the safeguarding protocols and paperwork readily available and does everyone know where to find them?

28. Develop a simple small patient held record for diabetics to help empower them and facilitate communication between primary and secondary care.

29. Do the GPs know the pulse rates and RRs for children of different ages? Necessary to apply NICE guidance on the feverish child.

30. Are GPSTs aware of what happens to their pathology inbox while they are on hols? Was it covered in the induction programme?
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