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1 Introduction
1.1 The West Yorkshire Critical Care Network (WYCCN) financed a 12-month band 7 secondment commencing July 2008, to inform and promote the implementation of the Acutely Ill patients in hospital NICE guidelines (2007).

1.2 Thirty hours per week are dedicated to this work in terms of auditing, networking, educating, presenting and writing up reports for WYCCN and Hospital 3 in WYCCN ().

1.3 The starting point was to ascertain current practice across the organisation in terms of conducting a baseline audit as recommend in the guidelines. This comprises of 10 audits on 50 patients in each section, some of which are subdivided into further sections, from admission through to discharge from ICU.

1.4 The audits were conducted from 22/07/2008-08/09/2008 and are broken down into 3 sections 

· Red <49% compliance

· Amber 50-89% compliance

· Green >90% compliance

Summaries are provided for each audit within the various sections and an overall audit summary is provided on page 26 –27.

1.5 In addition to this, the report has been broken down into wards and directorates in order to help the organisation formulate an agreed action plan.

1.6 Whilst conducting the audits this opportunity was also utilised to conduct a thorough review of acute care for patients included in the audit, in terms of identifying any additional findings that impacted on the patient.

1.7 Additional findings are provided for each audit with an Additional finding summary on page 27

1.8 An Action plan is provided for each audit with an Action plan summary on page 28

1.9 A discussion drawing  the audit results, additional findings and the action plan together is conducted on page 30-31
2 Audit 1

2.1 Physical observations in acute hospital settings

Percentage of patients who had their physiological observations recorded at the time of admission or initial assessment within 1 hour.
(Acute hospital settings)
Audit 1: Overall result of observations recorded within 1 hour of admission-50 patients

	Ward/Dept
	Total
	  R
	    A
	    G
	% Result by ward/dept

	A & E
	10
	1
	
	9
	R 10% + G 90%

	MAU  
	5
	
	1
	4
	A 20% + G 80% 

	F2
	5
	
	3
	2
	A 60% + G 40%

	SAU
	5
	
	
	5
	G 100%

	PCU
	5
	
	1
	4
	A 20% + G 80%

	EAU
	10
	
	2
	8
	A 20% + G 80%

	Ward 23
	5
	
	1
	4
	A 20% + G 80%

	Ward 27
	5
	2
	
	3
	R 40% + G 60%

	Grand total 
	50
	3
	8
	39
	

	% Overall Result
	
	6%
	16%
	78%
	


Audit 1: Result of observations recorded within 1 hour of admission by directorate -50 patients 

	Directorate
	Total
	R
	A
	G
	% Result by directorate

	Medicine 
	30
	1
	6
	23
	R 3.33% + A 20% + G 76.6%

	Surgical
	10
	
	1
	9
	A 10% + G 90%

	Orthopaedic
	10
	2
	1
	7
	R 20% + A 10% + G 70% 

	Grand total
	50
	3
	8
	39
	

	% Overall Result
	
	6%
	16%
	78%
	


2.2 Audit 1 Summary Green:

39 (78%) patients audited had a MEWS score recorded within 1 hour of admission including patients in A & E

These observations included MEWS HR, RR, BP, LOC, and SAo2 and Temperature 

2.3 Audit 1 Summary Amber:

8 (16%) patients did have observations recorded within 1 hr but did not include all parameters
Of these patients:

· 4 (8%) did not have temperature recorded

· 2 (4%) did not have LOC recorded

· 1 (2%) did not have RR recorded

· 1 (2%) did not have MEWS calculated 

· 2 (2%) had no time of admission/time on MEWS chart

· 1 (2%) complete set of observations recorded on GCS chart/ MEWS not recorded 

(N.B.some patients had several observations missing)

2.4 Audit 1 Summary Red:

3 (6%) patients did not have observations recorded within 1 hour 

· 1 (2%) patient did not have observations recorded within 1 hour due to lack of cubicles in A & E, MEWS recorded as soon as practically possible 

· 1 (2%) did not have observations recorded until 19.5hrs after internal transfer
· 1 (2%) had observations recorded post 1 hour on initial assessment sheet/not on MEWS chart 

2.5 Additional Findings:

· 1 patient had fluid adjusted to a false high CVP

· 1 patient had no baseline MEWS/ observations recorded at end of night shift for 3 consecutive mornings/ patient hypotensive

· Photocopied MEWS charts in use -replaced with printed MEWS chart
2.6 Action Plan:

· Feedback audit results to General Managers/Chief Nurse/Matrons

· Research MEWS tools with temperature included

· Meet with ICU Consultants to discuss MEWS/graded response strategy

· Research types of fluid balance charts used within organisation

· Raise the profile of fluid balance across the organisation

· Consultation with Practice Development/ MDT agree on a standardised fluid balance chart that does not include observations
3 Audit 2: 

3.1 Physiological observations in acute hospital settings 

Percentage of patients for whom a clear written monitoring plan specifying which physiological observations should be recorded, and how often is present in the health record.
(Acute hospital settings)
Audit 2: Overall result of clear written monitoring plan -50 patients

	Ward/Dept 
	Total
	R
	A
	G
	% Result by ward/dept

	A & E
	10
	10
	
	
	R 100%

	MAU  
	5
	5
	
	
	R 100%

	F2
	5
	5
	
	
	R 100%

	SAU
	5
	5
	
	
	R 100%

	PCU
	5
	5
	
	
	R 100%

	EAU
	10
	10
	
	
	R 100%

	Ward 23
	5
	2
	
	3
	R 40% + G 60%

	Ward 27
	5
	4
	
	1
	R 80% + G 20%

	Grand Total 
	50
	46
	
	4
	

	% Overall Result
	
	92%
	
	8%
	


Audit 2: Result of clear written monitoring plan by directorate-50 patients

	Directorate
	Total
	R
	A
	G
	% Result by directorate

	Medicine
	30
	30
	
	
	R 100%

	Surgical
	10
	10
	
	
	R 100%

	Orthopaedic
	10
	6
	
	4
	R 60%  + G 40%

	Grand Total
	50
	46
	
	4
	

	% Overall Result
	
	  92%
	
	  8%
	


3.2 Audit 2 Summary Green:

4 (8%) patients had a clear written monitoring plan incorporated into the care pathway
3.3 Audit 2 Summary Red:

46 (92%) patients did not have a written monitoring plan recorded in medical or nursing notes
· All wards have locally agreed observation protocols 

· Some wards used clinical judgement to determined frequency of observations

· No evidence of written protocols 

· No clear indication at which level decisions are made to increase or decrease the frequency of observations

3.4 Additional Findings:

· When fluid balance recorded on Intensive MEWS charts balance not calculated at 24hr period/ balance accumulated for 3/4days

3.5 Action Plan:

· Feedback audit results to General Managers/Chief Nurse/Matrons
· Discuss need for MEWS Trust policy with General Managers/Chief Nurse
· Research MEWS Trust policies 

· Promote the necessity for wards to formalise locally agreed observation protocols

· Research types of fluid balance charts used within the organisation

· Raise the profile of fluid balance across the organisation

· Consultation with Practice Development/ MDT agree on a standardised fluid balance chart that does not include observations
4 Audit 3: 

4.1 Identifying patients whose clinical condition is deteriorating or is at risk of deterioration 

Percentage of patients monitored using a physiological track and trigger system.

(Acute hospital settings)

40 patients via referral to CCOR and 10 unplanned admissions to ICU

Audit 3: Overall result of track and trigger system 40 via referral to CCOR and 10 via unplanned admissions to ICU- 50 patients

	Ward/Dept 
	Total
	R
	A
	G
	% Result by ward /dept

	A & E
	3
	2
	
	1
	R 66.6% + G 33.3%

	MAU  
	7
	
	1
	6
	A 14.2% + G 85.7%

	Ward 1
	9
	
	
	9
	G 100%

	Ward 3
	1
	
	
	1
	G 100%

	Ward 6
	1
	
	
	1
	G 100%

	Ward 9
	3
	
	
	3
	G 100%

	Ward 22
	3
	1
	
	2
	R 33.3% + G 66.6%

	Ward 24
	1
	
	
	1
	G 100%

	Ward 7
	1
	
	
	1
	G 100%

	SAU
	2
	
	
	2
	G 100%

	PCU
	11
	
	
	11
	G 100%

	Ward 26
	2
	
	1
	1
	A 50% + G 50%

	Gastro
	1
	1
	
	
	R 100%

	Ward 12
	1
	1
	
	
	R 100%

	Ward 27
	1
	
	
	1
	G 100%

	Ward 18
	2
	
	
	2
	G 100%

	Ward 19
	1
	
	
	1
	G 100%

	Grand Total 
	50
	5
	2
	43
	

	% Overall Result
	
	 10%
	  4%
	  86%
	


Audit 3: Overall result of track and trigger system 40 via referral to CCOR and 10 via unplanned admissions to ICU 

By directorate-50 patients

	Directorate
	Total
	R
	A
	G
	% Result by directorate

	Medicine
	28
	3
	1
	24
	R 10.7% + A 3.5% +G 85.7%

	Surgical 
	16
	1
	1
	14
	R 6.25%+A 6.25% +G 87.5%

	Cancer services
	1
	
	
	1
	G 100%

	Women and Children 
	1
	1
	
	
	R 100%

	Orthopaedic
	1
	
	
	1
	G 100%

	Head and Neck
	3
	
	
	3
	G 100%

	Grand Total
	50
	5
	2
	43
	

	% Overall Result
	
	 10%
	  4%
	  86%
	


4.2 Audit 3 Summary Green:

43 (86%) patients with a deteriorating condition were monitored using MEWS 

4.3 Audit 3 Summary Amber:

2 (4%) patients had partial MEWS observations recorded

· 1  (2%) patient admitted to ICU via MAU -MEWS not calculated/LOC not recorded

· 1 (2%) patient admitted to ICU via ward 26-HR and BP recorded 

4.4 Audit 3 Summary Red:

5 (10%) patients did not have MEWS recorded 
· 1  (2%) was admitted to ICU via A&E- arrested and went to theatre/Nuro observations recorded x 30 mins    
· 1  (2%) was admitted to ICU from A&E -no observations recorded on internal transfer via CT

· 1 (2%)had MEWS recorded on Ward –no obs recorded on internal transfer via gastro

· 1 (2%) had observations recorded on CCU chart -BP, HR, RR,

· 1 (2%) had observations recorded on fluid balance chart as clinical condition began to deteriorate- BP, HR, Temp, SAo2

4.5 Additional Findings:

· MEWS on referral to CCOR 3-11,high risk patients classed as 5 and above in graded response strategy 

· No dates on MEWS charts/MEWS not continued on same chart used in A&E 

· 1 patient on ward for 14hrs without any tracheostomy observations/emergency equipment

· 1 patient had low SAo2, mask in place o2 not switched on  

· Accumulative fluid balance carried over the 24hr mark

4.6 Action Plan:

· Feedback audit results to General Managers/Chief Nurse/Matrons
· MEWS to be used across the organisation including Maternity

· Discuss internal transfer policy with General Manager/Chief Nurse/Matrons 

· Meet with ICU Consultants/Anaesthesia General Manager to discuss graded response strategy and role of CCOR 

· Following consultation Practice development/ MDT agree on a standardised fluid balance chart that does not include observations  

· Discuss the necessity for a funded tracheostomy service with Chief Nurse/Anaesthesia General Manager 

5 Audit 4:

5.1 Identifying patients whose clinical condition is deteriorating or is at risk of deterioration 

For those patients monitored using a physiological track and trigger system: 

a) The percentage whose physiological observations were monitored at least every 12 hours

b) The percentage of patients for whom there is evidence of increased frequency of monitoring in response to the detection of abnormal physiology.

(Acute hospital settings)

(40 patients via referral to CCOR and 10 unplanned admissions to ICU)
Audit 4(a): Overall result of 12 hourly observations 40 via referral to CCOR and 10 via unplanned admission to ICU 

-50 patients

	Ward/Dept 
	Total
	R
	A
	G
	% Result by ward/dept

	A & E
	3
	
	1
	2
	A 33.3% + G 66.6%

	MAU  
	7
	
	1
	6
	A 14.2% + G 85.7%

	Ward 1
	9
	
	
	9
	G 100%

	Ward 3
	1
	
	
	1
	G 100%

	Ward 6
	1
	
	
	1
	G 100%

	Ward 9
	3
	
	
	3
	G 100%

	Ward 22
	3
	
	1
	2
	A 33.3% + G 66.6%

	Ward 24
	1
	
	
	1
	G 100%

	Ward 7
	1
	
	
	1
	G 100%

	SAU
	2
	
	
	2
	G 100%

	PCU/Gastro
	12
	
	
	12
	G 100%

	Ward 26
	2
	
	
	2
	G 100%

	Ward 12
	1
	
	1
	
	A 100%

	Ward 27
	1
	
	
	1
	G 100%

	Ward 18
	2
	
	
	2
	G 100%

	Ward 19
	1
	
	
	1
	G 100%

	Grand Total 
	50
	
	4
	46
	

	% Overall Result
	
	
	  8%
	   92%
	


Audit 4 (a): Overall result of 12 hourly observations 40 via referral to CCOR and 10 via unplanned admission to ICU 

By directorate -50 patients  

	Directorate
	Total
	R
	A
	G
	% Result by directorate

	Medicine
	 28
	
	3
	25
	A 10.7% + G 89.2%

	Surgical 
	 16
	
	
	16
	G 100%

	Cancer services
	  1
	
	
	1
	G 100%

	Orthopaedic
	  1
	
	
	1
	G 100%

	Head and Neck
	  3
	
	
	3
	G 100%

	Women and Children
	  1
	
	1
	
	A 100%

	Grand Total
	 50
	
	4
	46
	

	% Overall result
	
	
	 8%
	  92%
	


5.2 Audit 4(a) Summary Green:

46 (92%) patients had observations recorded at least 12 hourly on a MEWS chart 
5.3 Audit 4(a) Summary Amber: 

4 (8%) patients had partial MEWS observations recorded within 12 hours or observations recorded on non -MEWS charts   
· 1 (2%) patient had observations recorded hourly on CCU chart BP, HR, RR/ MEWS not recorded

· 1 (2%) patient admitted via Ward 12 had MEWS recorded initially, as condition deteriorated BP, HR, Temp,UO recorded hourly on fluid balance chart/MEWS not recorded 

· 1 (2%) patient admitted via A &E following RTA/ arrested in dept/went to theatre nuro obs x 30mins/MEWS not recorded 

· 1 (2%) patient MEWS calculation/LOC not recorded

Audit 4(b): Overall result of increased frequency of observations

40 via referral to CCOR and 10 via unplanned admission to ICU

-50 patients

	Ward/Dept 
	Total
	R
	A
	G
	% Result by ward/dept

	A & E
	3
	1
	
	2
	R 33.3% + G 66.6%

	MAU  
	7
	
	
	7
	G 100%

	Ward 1
	9
	1
	
	8
	R 11.1% + G 88.8%

	Ward 3
	1
	
	
	1
	G 100%

	Ward 6
	1
	
	
	1
	G 100%

	Ward 9
	3
	
	
	3
	G 100%

	Ward 22
	3
	
	
	3
	G 100%

	Ward 24
	1
	
	
	1
	G 100%

	Ward 7
	1
	
	
	1
	G 100%

	SAU
	2
	
	
	2
	G 100%

	PCU/Gastro
	12
	1
	
	11
	R 8.3% + G 91.6%

	Ward 26
	2
	
	
	2
	G 100%

	Ward 12
	1
	
	
	1
	G 100%

	Ward 27
	1
	
	
	1
	G 100%

	Ward 18
	2
	
	
	2
	G 100%

	Ward 19
	1
	
	
	1
	G 100%

	Grand Total 
	50
	3
	
	47
	

	% Overall Result
	
	 6%
	
	  94%
	


Audit 4 (b): Overall result of increased frequency of observations 40 via referral to CCOR and 10 via unplanned admission to ICU

By directorate -50 patients  

	Directorate
	Total
	R
	A
	G
	% Result by directorate

	Medicine
	 28
	2
	
	26
	R 7.1%   + G 92.8%

	Surgical 
	 16
	1
	
	15
	R 6.25% + G 93.75%

	Cancer services
	  1
	
	
	1
	G 100%

	Orthopaedic
	  1
	
	
	1
	G 100%

	Head and Neck
	  3
	
	
	3
	G 100%

	Women and Children
	  1
	
	
	1
	G 100%

	Grand Total
	 50
	3
	
	47
	

	% Overall result
	
	  6%
	
	94%
	


5.4 Audit 4 (b) Summary Green:

47 (94%) patients had evidence of increased frequency of monitoring in response to the detection of abnormal physiology

5.5 Audit 4 (b) Red:

3 (6%) patients had no evidence of increased frequency of observations   
· 1 (2%) had no evidence of increased frequency of observations recorded whilst on internal transfer via Gasto department
· 1 (2%) patient had MEWS recorded once within 12 hours/ frequency not increased

· 1 (2%) had no evidence of increased frequency of observations recorded whilst on internal transfer via CT
5.6 Additional Findings:

· No evidence of MEWS/observations recorded on internal transfer’s

· MEWS on referral to CCOR 3-11,high risk patients classed as 5 and above in graded response strategy

· MEWS not continued on same chart used in A&E
· No dates on MEWS charts 

· 1 patient on ward for 14hrs with no tracheostomy observations/emergency equipment

· 1 patient had low SAo2, mask in place O2 not switched on  

· Accumulative fluid balance carried over the 24hr mark
5.7 Action plan:

· Feedback audit results to General Managers/Chief Nurse/Matrons
· Discuss need for MEWS Trust policy with Chief Nurse

· Discuss internal transfer policy with General Managers/Chief Nurse/Matrons
· Research the use of MEWS when nuro observations are recorded 
· Promote the continued use of MEWS charts from A&E
· Following consultation Practice Development/ MDT agree on a standardised fluid balance chart that does not include observations 
6 Audit 5

6.1 Graded response strategy 

There is an agreed and locally delivered graded response strategy in place for patients identified as being at risk of clinical deterioration. (Acute hospital settings)

Audit 5: Result of graded response strategy-50 patients 

	Ward/Dept 
	Total
	R
	A
	G
	% Result by ward/dept

	A & E
	3
	
	3
	
	A100%

	MAU  
	7
	
	7
	
	A 100%

	Ward 1
	9
	
	9
	
	A 100%

	Ward 3
	1
	
	1
	
	A 100%

	Ward 6
	1
	
	1
	
	A 100%

	Ward 9
	3
	
	3
	
	A 100%

	Ward 22
	3
	
	3
	
	A 100%

	Ward 24
	1
	
	1
	
	A 100%

	Ward 7
	1
	
	1
	
	A 100%

	SAU
	2
	
	2
	
	A 100%

	PCU
	11
	
	11
	
	A 100%

	Ward 26
	2
	
	2
	
	A 100%

	Gastro
	1
	
	1
	
	A 100%

	Ward 12
	1
	
	1
	
	A 100%

	Ward 27
	1
	
	1
	
	A 100%

	Ward 18
	2
	
	2
	
	A 100%

	Ward 19
	1
	
	1
	
	A 100%

	Grand Total 
	50
	
	50
	
	

	% Overall Result
	
	
	  100%
	
	


Audit 5: Result of graded response strategy by dectorate-50 patients

	Directorate
	Total
	R
	A
	G
	% Result by directorate

	Medicine
	28
	
	28
	
	A100% 

	Surgical 
	16
	
	16
	
	A100%

	Cancer services
	1
	
	1
	
	A 100%

	Women and Children
	1
	
	1
	
	A 100%

	Orthopaedic
	1
	
	1
	
	A 100%

	Head and Neck
	3
	
	3
	
	A 100%

	Grand Total
	50
	
	50
	
	

	% Overall Result
	
	
	   100%
	
	


6.2 Audit 5 Summary Amber:

All 50 (100%) patients had a locally delivered response strategy in place when identified as being at risk of clinical deterioration; however there are a number of limitations as detailed below 
· There is No medical practitioner within CCOR 
· A limited CCOR service is provided

· For Clinical emergencies (excluding cardiac arrest) there is No Emergency Acute Care Team

· There is No anaesthetic cover available at HOSPITAL 3B IN WYCCN 

· There is No CCOR service available at HOSPITAL 3B IN WYCCN
· The current MEWS algorithm is not strictly adhered to- calls to CCOR range from 3 –11

· 1 (2%) patient on ward 3 days increased observations - MEWS 11 on call to CCOR, arrested at time of visit- SPR/Consultant in clinic
· The algorithm requires revision to incorporate Low, Medium ,and High scores in accordance with the graded response strategy and Clinician involvement for high scoring patients
· An agreed response strategy is required that meets organisational needs

· Consultation is required at trust board level to discuss these issues

6.3 Action plan:

· Feedback audit results to General Managers/Chief Nurse/Matrons 
· Attend ICU Consultants meetings to discuss issues related to the graded response strategy/MEWS and role of CCOR 

· CCOR timeout day to be arranged with Critical Care MDT and WYCCN to discuss issues related to the graded response strategy/MEWS and role of CCOR
7 Audit 6

7.1 Graded response strategy 

For those patients admitted to a critical care area, the percentage of patients for whom there is evidence that the decision to admit was made by both the consultant caring for the patient on the ward and the consultant in critical care.

(Acute hospital settings)

Audit 6: Result of graded response strategy Consultant-to-Consultant referral-50 patients 

	Ward/Dept 
	Total
	R
	A
	G
	% Result by ward/dept

	A & E
	12
	10
	
	2
	R 83.3% + G 16.6%

	MAU  
	8
	6
	
	2
	R 75% + G 25%

	Ward 1
	9
	9
	
	
	R 100%

	Ward 6
	1
	
	
	1
	G 100%

	Ward 7
	1
	1
	
	
	R 100%

	Theatre
	8
	6
	
	2
	R 75% + G 25%

	SAU
	1
	1
	
	
	R 100%

	PCU
	5
	5
	
	
	R 100%

	Gastro
	1
	1
	
	
	R 100%

	Ward 26
	1
	1
	
	
	R 100%

	Ward 27
	1
	1
	
	
	R 100%

	Ward 12
	1
	1
	
	
	R 100%

	Trans from other ICU
	1
	1
	
	
	R 100%

	Grand Total
	50
	43
	
	7
	

	% Overall Result
	
	   86%
	
	  14%
	


Audit 6: Result of graded response strategy Consultant-to-Consultant referral by dectorate-50 patients

	Directorate
	Total
	  R
	   A
	  G
	% Result by directorate

	Medicine
	 30
	 25
	  
	  5
	R 83.3% + G 16.6% 

	Surgical 
	 16
	 14
	  
	  2
	R 87.5% + G 12.5%

	Orthopaedic
	  1
	   1
	
	
	R 100%

	Cancer services
	  1 
	   1
	
	  
	R 100%

	Women and Children
	  1
	   1
	  
	
	R 100%

	Trans from other ICU
	  1
	   1
	
	
	R 100%

	Grand Total
	 50
	  43
	
	  7
	

	Overall Result
	
	 86%
	
	14%
	


7.2 Audit 6 Summary Green:

7 (14%) patients admitted to ICU had evidence that the decision to admit was made by both the Consultant caring for the patient on the ward and the Consultant in critical care.

7.3 Audit Summary Red:

43 (86%) patients had no written evidence of Consultant-to-Consultant referral documented in notes

· Some patients had written evidence of one Consultant involved

· Evidence of SPR to SPR involvement

· Through personal involvement with one admission-both Consultants were involved although this was not documented  
7.4 Additional findings:

· 3 patients were admitted to ICU from F2- HOSPITAL 3B IN WYCCN by paramedic crew via A&E at HOSPITAL 3A IN WYCCN- 1 went onto theatre prior to admission 

· 1 patient was in recovery as no bed available on ICU
· 2 patients were post cardiac arrest
· 2 patients were peri arrest 
· There is no anaesthetic cover available at HOSPITAL 3B IN WYCCN
· There is no CCOR service available at HOSPITAL 3B IN WYCCN
· 1 patient was not put on a fluid balance chart despite being in chronic renal failure and having dialysis 3 times a week-patient over loaded
· 1 patient UO was 10 mls/hr for 3 hours MEWS recorded as 1 actual MEWS 5

· 1 patient was readmitted to ICU from another hospital
7.5 Action plan:

· Feedback audit results to General Managers/Chief Nurse/ ICU Consultants/Matrons  

· CCOR timeout day to be arranged with the Critical care MDT and WYCCN to discuss issues related to Acutely Ill NICE guidelines including admission to ICU

· Discuss issues relating to HOSPITAL 3B IN WYCCN and the acutely unwell patient with General Managers/Chief Nurse/Renal Consultants/ICU Consultants
· Link with Practice development/MDT- agree on a standardised fluid balance chart that does not include observations
· Continue to collect evidence of poorly completed fluid balance charts
8 Audit 7

8.1 Transfer of patients from critical care areas to general wards 

For those patients transferred from a critical care area back to a general ward, the percentage for whom this transfer occurred between 22.00 and 07.00. (Acute hospital settings)

Audit 7: Result of patients transferred from ICU to general wards out of hours-50 patients

	Transfer out of hours
	Total
	   R
	  A
	  G

	
	  50
	  10
	   
	 40

	% Overall Result
	
	 20%
	
	80%


8.2 Audit 7 Summary Green:

40 (80%) patients were transferred from ICU to general wards within normal hours
8.3 Audit 7 Summary Red:

10 (20%) patients from 18/07/2008 – 11/08/2008 were transferred from ICU to general wards between 22-00hrs and 07-00hrs. 

8.4 Action plan:

· Feedback audit results to General Managers/ ICU Consultants/ICU Matron  
· Raise issue at future ICU Consultants meeting

9 Audit 8

9.1 Transfer of patients from critical care areas to general wards 

For those patients transferred from a critical care area back to a general ward between 22.00 and 07.00, the percentage where this transfer was documented as an adverse incident. (Acute hospital settings)
Audit 8: Result of 10 out of hour transfers form audit 7 

Adverse incident forms completed -10 patients

	Incident form completed 
	Total
	  R
	  A
	  G

	
	  10
	 10
	   
	 

	% Overall Result
	
	100 %
	
	


9.2 Audit 8 Summary Red:

Of the 10 patients in Audit 7 who were transferred from ICU to general wards between 22-00hrs and 07-00hrs 100% (10) did not have adverse incident forms completed 
9.3 Additional findings:

· Currently the ICU Matron keeps a record of out of hour transfers but does not complete incident forms

· Changes are required to the incident book in order to record out of hour transfers taking into account the following issues relating to bed pressures 
· Waiting for ward beds

· No ICU bed to accept admissions

· No ICU beds in the region

· Transfer to make the above points happen

9.4 Action plan:

· Feedback audit results to General Managers/ Chief Nurse/ICU Consultants/ICU Matron  
· Questions above raised with WYCCN via monthly reporting system

10 Audit 9

10.1 Care on the general ward following transfer 

Percentage of patients for whom there is a formal structured handover of care from critical care area staff to ward staff (including both medical and nursing staff), supported by a written plan.

(Acute hospital settings)

Audit 9: Result of structured written discharge plan

Medical - (50) Nursing- (50) patients
	Discharge plan 
	Total
	  R
	   A
	  G
	% Result by medical/nursing

	Medical 
	  50
	  3
	   7
	  40
	R 6%+ A 14% +G 80%

	Nursing
	  50
	 10
	  
	  40
	R 20% G 80%

	% Overall Result
	 100
	 13%
	   7%
	  80%
	


10.2 Audit 9 Summary Green:

40 (80%) patients had a structured written Medical discharge summary 

40 (80%) patients had a structured written Nursing discharge summary

10.3 Audit 9 Summary Amber (Medical):

7 (14%) patients had partial discharge summary

· 1 (2%) had a very Hospital 3a in WYCCNef medical summary written early in the day- not discharged until much later that day / summary not updated
· 1 (2%) was not for readmission to ICU no clear plan/ DNaR form not completed
· 2 (4%) had minimal written information

· 1 (2%) documented as -History as above

· 1 (2%) documented as-Impression can go to ward
· 1(2%) -plan done on previous day
10.4 Audit 9 Summary Red:

3 (6%) patients had no evidence of a written Medical discharge plan

10 (20%) patients had no evidence of a written Nursing discharge summary

· The printed discharge plan was in the notes for 9 (18%) patients but not completed by nursing staff

· 1 (2%) patient’s Nursing discharge plan had been left on ICU
10.5 Additional findings:

· On the whole the discharge plan is a summary of care received whilst on ICU rather than a plan of care for ward staff

· Formal structured handovers for patients transferring to ward areas are not normally performed by doctors

· A printed discharge Medical summary is put in the patients notes and a copy is sent within 7 days to the GP

· A formal structured hand over was not assessed

· Some plans were inadvertently not completed by nurses as they were under pressure to vacate a bed for an admission as well as look after another patient 
· WYCCN Nursing discharge plan not implemented yet
· Some documentation very difficult to read
10.6 Action plan:

· Feedback audit results to General Managers/ Chief Nurse/ICU Consultants/ICU Matron  
· Discuss the implementation of the Nursing discharge plan devised by Lead Nurses and WYCCN 
· Provide individual feedback to nurses who had not completed the ICU discharge summary
11 Audit 10

11.1 Care on the general ward following transfer 

Percentage of patients for whom the formal structured handover of care (supported by a written plan) includes:

a Summary of the critical care stay, including diagnosis and treatment:

· Medical diagnosis

· Medical treatment plan

· Nursing treatment plan

b A monitoring and investigation plan

c A plan for ongoing treatment, e.g. drugs and therapies, nutrition plan, infection status and any agreed limitations of treatment

d Physical and rehabilitation needs

e Psychological and emotional needs e.g. literature for patients / relatives

f Specific communication or language needs.


(Acute hospital settings)
Audit 10(a): Result of structured handover of care supported by a written diagnosis/treatment plan –50 patients

	Medical/Treatment plan
	Total
	  R
	 A
	  G
	% Result by medical/nursing

	Written medical diagnosis 
	  50
	  3
	  7
	 40
	R 6% + A 14% + G 80%

	Written medical treatment plan
	  50
	  3
	  7
	 40
	R 6% + A 14% + G 80%

	Written nursing treatment plan
	  50
	 10
	  3
	 37
	R 20% + A 6% + G 74%


11.2 Audit 10(a) Summary Green:

40 (80%) patients had a written summary supported by Medical diagnosis and treatment plan

37 (74%) patients had a written Nursing treatment plan

11.3 Audit 10(a) Summary Amber:

7 (14%) patients had a partial Medical diagnosis and treatment plan 

3 (6%) patients had partial Nursing treatment plan

Medical:
· 1-Plan not updated when discharged late in the day /minimal information written in the morning

· 3-Mimimal information

· 1-History as above

· 1-Impression can go to ward
· 1-Summary done on the previous day

Nursing:
· 1-On jejunostomy feed not stated in plan

· 1-Drains in situ not stated in plan
· 1- Not for readmission to ICU not documented in plan
11.4 Audit 10(a) Summary Red:

3 (20%) patients did not have a Medical diagnosis and treatment plan

10 (20%) patients did not have Nursing treatment plan

Medical:

· 3 –No evidence of written discharge plan

Nursing:

· 9-Discharge summary in notes/not completed by nursing staff

· 1-Discharge plan left on unit 

Audit 10(b): Result of monitoring and investigation plan –50 patients

	Monitoring /investigation plan
	Total
	  R
	   A
	  G
	% Result by medical/nursing

	Medical
	 50
	 11
	  38
	  1
	R 22% + A 76% + G 2%

	Nursing
	 50
	 50
	
	
	R 100%

	Overall Result 
	100
	 61%
	 38%
	1%
	


11.5 Audit 10(b) Summary Green:

1 (2%) patient had a written Medical monitoring and investigation plan

11.6 Audit 10(b) Summary Amber:

38 (76 %) patients had limited evidence of a Medical monitoring/ investigation plan 

· No specific written monitoring plan in terms of frequency of observations required

· In some cases reference made to blood investigations required
11.7 Audit 10(b) Summary Red:

11 (22%) Medical and 50 (100%) Nursing had no written evidence of a monitoring and investigation plan

· No specific written monitoring plan in terms of frequency of observations required

Audit 10(c): Result of plan of on going treatment drugs, therapies, nutrition plan, infection status, agreed limits on treatment–50 patients

	Drugs/ therapies/ nutrition plan/ 

infection status/

agreed limits on treatments
	Total
	  R
	  A
	  G
	% Result by medical/nursing

	Medical
	 50
	  7
	 43
	
	R 14% +A 86%

	Nursing
	 50
	 10
	 40
	
	R 20% + A 80%

	Overall Result
	100
	17%
	 83%
	
	


11.8 Audit 10(c) Summary Amber:

43 (86%) Medical and 40 (80%) Nursing had some aspects of drugs, therapies nutrition plan, infection status, agreed limits on treatment included in discharge plan but not all elements

Medical

· Infection status not always confirmed /if not infected not stated as such 

· Ongoing drugs rarely documented 

· Main reference to current IV fluid status

· Nutrition plan documented if on TPN

· Agreed limits on treatment not clearly documented 
· 1 –documented as not to return to ICU / no additional management plan recorded / DNaR form not completed

· Patients leaving ICU after a prolonged stay (58 days) no clear management plan 
· Some written documentation difficult to read
Nursing:

· Infection status not always confirmed /if not infected not stated as such
· Current fluid status not always documented 

· Discharge summary not always signed 
· 1 -patient LOS on ICU 58 days-Very informative discharge summary written by St/Nurse on separate sheet ward nursing staff found this extremely helpful -not dated or signed 
· Discharge plan not completed when patient going to theatre with a view to discharge to the ward post procedure
· Some written documentation very difficult to read
· Arterial line left in 1 patient
11.9 Audit 10(c) Summary Red:

7 (14%) (Medical) and 10 (20%) Nursing had no written evidence of ongoing treatment, drugs, therapies, nutrition plan, infection status, and agreed limits on treatment

Audit 10(d): Result of plan of physical and rehabilitation needs –50 patients

	Physical and rehabilitation needs
	Total
	  R
	 A
	 G
	% Result by medical/nursing

	Medical
	 50
	 47
	
	 3
	R 94%  + G 6%

	Nursing
	 50
	 49
	
	 1
	R 98% + G 2%

	Overall Result
	100
	96%
	
	4%
	


11.10 Audit 10(d) Summary Green:

3 (6%) Medical and 1 (2%) Nursing had documented physical and rehabilitation needs

11.11 Audit 10(d) Summary Red:

47 (94%) Medical and 49 (98%) Nursing had no written evidence of physical and rehabilitation needs
· 1 –patient obese with restricted mobility

11.12 Additional findings:

· CCOR do provide written information to all patients discharged from ICU which includes physical and rehabilitation needs  

Audit 10(e): Result of plan of Psychological and emotional needs –50 patients

	Psychological and emotional needs
	Total
	  R
	 A
	 G
	% Result by medical/nursing

	Medical
	 50 
	 48 
	
	 2
	R 96% + G 4%

	Nursing
	 50 
	 50
	
	
	R 100%

	Overall Result
	100
	 98%
	
	 2%
	


11.13 Audit 10(e) Summary Green:

2 (4%) had written Medical evidence of psychological and emotional needs 
11.14 Audit 10(e) Summary Red:

48 (96%) Medical and 50 (100%) Nursing had no written evidence of psychological and emotional needs 
· 1-Patient LOS on ICU 58 days

11.15 Additional findings:

· CCOR do provide written information to all patients discharged from ICU which includes psychological and emotional needs

Audit 10(f): Result of plan of Specific communication needs–50 patients

	Specific communication needs
	Total
	  R
	  A
	   G
	% Result by medical/nursing

	Medical
	  50
	 50
	
	
	 R 100%

	Nursing
	  50
	 49
	
	   1
	 R 98% + G 2% 

	Overall Result 
	 100
	 99%
	
	   1%
	


11.16 Audit 10(f) Summary Green:

1 (2%) patient had written Nursing evidence of communication needs
11.17 Audit 10 (f) Summary Red: 

50 (100%) Medical and 49 (98%) Nursing had no written evidence of communication needs
11.18 Action plan:

· Feedback audit results to General Managers/ Chief Nurse/ICU Consultants/ICU Matron  
· Feedback audit results at Sisters/unit meeting on ICU
· Discuss the implementation of the Nursing discharge plan devised by Lead Nurses/WYCCN with ICU Matron
12 Overall Audit Summary:

12.1 Audit 1- Clearly demonstrates evidence of good practice as 78% (39) had physiological observations including HR, RR, BP, LOC, Sao2 and Temp recorded at the time of admission or initial assessment within 1 hour. 

A further 16% (8) had some of the observations recorded within the time frame, and 
6 %( 3) did not have observations recorded within 1 hour of admission/transfer.

12.2  Audit 2 -The majority 92 %( 46) had No evidence of a clear written monitoring plan that specifies which physiological observations should be recorded and the frequency.

The remaining 8% (4) had a clear monitoring plan incorporated in to the care pathway.

12.3 Audit 3- Once again there was clear evidence of good practice in terms of patients monitored using a physiological track and trigger system as the majority 86 %( 43) had a complete MEWS recorded.

A further 4% (2) had partial MEWS recorded and 10% (5) did not have MEWS recorded for a variety of reasons as identified on page 9.  

12.4 Audit 4(a)–The fast majority of patients 92% (46) had physiological observations monitored at least 12 hourly on a MEWS chart, with a further 8% (4) having a partial MEWS recorded  

12.5 Audit 4(b)-Once again there was clear evidence of good practice as 94% (47) had their observation frequency increased in response to the detection of abnormal physiology. Of the remaining 6% (3) two were on internal transfer and 1 had MEWS recorded but the frequency was not increased.   

12.6 Audit 5- All 50 (100%) patients had a locally delivered response strategy in place when patients were identified as being at risk of clinical deterioration. However there are a number of limitations with this model in terms of; lack of a medical practitioner in CCOR and callarty on when CCOR are contacted. There is also a necessity for an organisational review regarding agreement on the implementation of the graded response strategy and the role of the parent teams. 

12.7 Audit 6-The majority 86 %( 43) had no documented evidence of Consultant-to-Consultant referral this not to say verbal communication had not taken place.

There was clear written evidence for 14% (7) of the patients 

12.8 Audit 7- From 18/07/2008-11/08/2008 forty (80%) of the patients were transferred from ICU back to a general ward between 22.00 and 07.00 a further 20% (10) were transferred out of hours.
12.9 Audit 8-Of the patients transferred out of hours in Audit 7 100% (10) did not have an adverse incident form completed.
12.10 Audit 9- The overall majority 80% (80) had a Medical and Nursing discharge summary completed when leaving ICU, a further 14% (7) had a partial Medical discharge summary.

The remaining 6% (3) had no evidence of a written Medical discharge plan and a further 20% (10) had no evidence of a written Nursing discharge summary.

12.11 Audit 10(a)-Overall 77% (77) had a written Medical and Nursing treatment plan, a further 10% (10) had a partial plan and 13% (13) had no treatment plan.
80% (40) had a written Medical diagnosis, a further 14% (7), had a partial Medical diagnosis and 6% (3) had no written evidence of a Medical diagnosis.

12.12 Audit 10(b) - The overall majority 61(61%) had no written evidence of a Medical and Nursing monitoring / investigation plan, a further 38 (38%) had limited evidence and 1 (1%) had a written plan.
12.13 Audit 10(c) - The overall majority 83% (83) had some aspects of drugs, therapies nutrition plan, infection status, agreed limits on treatment included in the discharge plan but not all elements. 

The remaining 17% (17) had no evidence of a written discharge plan.

12.14 Audit 10(d)-The overall majority 96% (96) had no documented evidence of physical and rehabilitation needs.

12.15 Audit 10(f)-The overall majority 99% (99) had no written evidence of communication needs

13 Additional findings summary: 

· No anaesthetic cover available at HOSPITAL 3B IN WYCCN 

· No CCOR service available at HOSPITAL 3B IN WYCCN
· Limited CCOR service available at HOSPITAL 3A IN WYCCN
· 3 -patients were admitted from F2- HOSPITAL 3B IN WYCCN by paramedic crew via A&E – All of these were admitted to ICU

· No funded tracheostomy service available at HOSPITAL 3A IN WYCCN
· 1 -patient had no baseline MEWS/ observations recorded at end of night shift for 3 consecutive mornings/ patient hypotensive
· Photocopied MEWS charts in use -replaced with printed MEWS chart

· MEWS on referral to CCOR 3-11, high risk patients classed as 5 and above in graded response strategy

· No dates/times on some MEWS charts 

· 1 -patient had low SAo2, mask in place o2 not switched

· 1- patient on ward for 14hrs with no tracheostomy observations/emergency equipment

· 1-patient sent to a ward from ICU with an arterial line in place

· Accumulative fluid balance carried over the 24hr mark especially when on Intensive MEWS charts
· 1- patient had fluid adjusted to a false high CVP
· 1- patient at HOSPITAL 3A IN WYCCN was not put on a fluid balance chart despite being in chronic renal failure and having dialysis 3 times a week-(fluid overloaded)
· 1- patient UO was 10 mls/hr for 3 hours MEWS recorded as 1 actual MEWS 5

· Currently the ICU Matron keeps a record of out of hour transfers but does not complete adverse incident forms
· Changes are required to the incident book in order to record out of hour transfers taking into account issues relating to bed pressures 

· On the whole the discharge plan from ICU is a summary of care received on the unit rather than a plan of care for ward staff
· Formal structured handovers for patients transferring to ward areas are not normally performed by doctors

· A printed discharge summary is put in patient’s notes and a copy is sent within 7 days to the GP
· CCOR do provide written information regarding psychological and physiological needs on discharge form ICU
14 Action plan summary: 

· Present audit results to General Managers/Chief Nurse/Matrons/Consultants/Clinical Leaders 

· Discuss issues relating to HOSPITAL 3B IN WYCCN and the Acutely Ill NICE guideline with General Managers/Chief Nurse/Renal Consultants/ICU Consultants
· Meet with ICU Consultants/Acutely ill NICE guideline Management Lead to discuss MEWS/graded response strategy/role of CCOR

· Research MEWS tools which include temperature

· Research MEWS Trust policies  

· Promote the use of MEWS across the organisation including Maternity

· Promote the necessity for wards to formalise locally agreed observation protocols 
· Promote the continued use of MEWS chart from A&E

· Discuss internal observation transfer policy with General Manager/Chief Nurse/Matrons -incorporate into MEWS Trust policy
· Research the use of MEWS when neurological observations are recorded and incorporate into MEWS Trust policy
· Continue to collect evidence of poorly completed MEWS charts

· Raise the profile of fluid balance across the organisation

· Research types of fluid balance charts used within the organisation

· Consultation with Practice Development/ MDT agree on a standardised fluid balance chart that does not include observations
· Continue to collect evidence of poorly completed fluid balance charts
· Discuss the necessity for a funded tracheostomy service with Chief Nurse/General managers
· Attend CCOR timeout day with the Critical Care MDT and WYCCN to discuss issues related to Acutely Ill NICE guidelines/role of CCOR

· Discuss the implementation of the ICU Nursing discharge plan devised by Lead Nurses and WYCCN with ICU Matron
· Provide individual feedback to nurses who did not complete the ICU discharge summary
· Link with Productive Ward Institute of Improvement and Innovation re piloting the competencies on an acute ward or in the Accident and Emergency department
· Meet with Matrons from each division to discuss how the competencies may be taken forward
· Agree an action plan
15 Discussion
15.1 Audits 1,3,4a) and 4b) clearly demonstrated areas of good practice as 78% (39) had physiological observations including HR, RR, BP, LOC, Sao2 and Temp recorded at the time of admission or initial assessment within 1 hour 
15.2 The majority 86 %( 43) had a complete MEWS recorded and 92% (46) had physiological observations monitored at least 12 hourly on a MEWS chart with 94% (47) of these having their observation frequency increased in response to the detection of abnormal physiology

15.3 All wards have locally agreed observation protocols as identified in audit 2, however 92% (46) did not have a formalized written protocol, and there was no clear indication of who determines observation frequency. This could be address by wards formulating an observation protocol underpinned by a MEWS Trust policy.

15.4 MEWS is used across the organisation including recovery and the emergency department with the exception of the Maternity unit where it is used on the Labour HDU.

15.5 Currently there is no MEWS Trust policy, which could address issues in relation to the Maternity unit, internal transfers and the documentation of observations when patients have neuro observations recorded.

15.6 The MEWS chart currently does not include the temperature and therefore requires amending as identified in audit 5.

15.7 As a consequence of various models of CCOR confusion has arisen in terms of when CCOR should be contacted and the role of the parent team. An organisational review is required to clarify this.

15.8 In terms of the implementing the graded response strategy and providing a funded tracheostomy service; CCOR could achieve these goals by expanding the team, having Clinician involvement and becoming an Acute Care team providing a 24/7 service.
15.9 For patients admitted to ICU audit 6 shows the majority 86 %( 43) had no documented evidence of Consultant-to-Consultant referral. However there was strong evidence of SPR-SPR referrals probably underpinned by undocumented verbal communication to the Consultants. If this practice is agreed as acceptable within the organisation, then there is a need for entry in the notes to reflect this. 

15.10 In terms of transferring patients out of ICU between 22-00 and 07 -00 (Audit 8) risk incident forms require amending to reflect the reasons for the delay such as, waiting for ward beds, no ICU bed to accept admissions, no ICU beds in the region.
15.11 Overall the discharge plan from ICU (Audit 9 and 10) is a summary of care received on ICU rather than a plan of care for ward staff to act on, perhaps a 24hr plan could be written on discharge which should be reassed by the parent team within 24hrs.

15.12 In terms of ongoing treatments the overall majority 83% (83) had some aspects of drugs, therapies nutrition plan, infection status, agreed limits on treatment included in the discharge plan. However, 96% (96) did not have any documented evidence of physical and rehabilitation needs, 98% (98) had no evidence of psychological and emotional needs and 99% (99) had no evidence of communication needs.

15.13 To partly address these issues the WYCCN discharge Nursing plan could be implemented which incorporates all elements of the NICE discharge guidelines.

15.14 As regards to the problems surrounding agreed limits on treatments, a MDT approach is required for long term and difficult patients to agree on an acceptable and clear management plan before patients leave ICU. 

15.15 In relation to the problems encountered with fluid balance charts in terms of them not being completed, inaccurately completed, observations recorded on them, and various charts in circulation. Further work surrounding these issues needs to be undertaken to research the scale of the problem. 

15.16 Consultation is also required with Practice Development and the MDT to agree on a standardised fluid balance chart which is reflected in the fluid balance policy.
15.17 The audit will be repeated in April 2009 to ascertain if the recommended changes to practice have been made.

15.18  The information from both audits can then be utilized as a framework to assist the organisation in implementing the Acutely Ill NICE guidelines

15.19 The implementation of the competencies across the organisation however, will be a major challenge in terms of the number of people involved from ancillary staff, medical and nursing staff, and any other disciplines that come into contact with an acutely ill patient.

15.20 In order to explore the possibilities of how the competencies may be best implemented, it would be advantageous to link with an acute ward involved in the productive ward institute of improvement and innovation, or identify a ward to be a pilot. 
15.21 The Accident and Emergency department could be also be a potential pilot site, as they have a robust practice development system in place which could encompass the competencies on a practical level.   
15.22 For Trust wide implementation a cultural change will be required at an organisational level in terms of embedding the language of the chain of response into practice, and who fits into which role or roles as the case may be.

15.23 Cleary a Trust wide approach is required in terms of documentation, the assessment and reassessment process and how this will link with practically based assessments, the Knowledge and Skills Framework, (KSF) and Individual Personal Reviews (IPR).

15.24 This is a major organisational undertaking and would undoubtedly benefit from further investment, in order to implement the Acutely Ill NICE guidelines and the competencies in their entirety.
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