
	08.00-08.15


	Registration
	15 mins

	08.15-08.30


	Introduction to the day

	10/5 mins

	08.30-09.40


	Assessing the acutely unwell patient

	55/15 mins

	09.40-10.10


	Group A

Resp Failure

	Group B
Hypotension

	30mins

	10.10-10:30


	Break
	20mins

	10:30-11.00
	Hypotension

	Resp Failure

	30 mins

	11.00-11.30
	Oliguria


	Loss of 
Consciousness

	30 mins

	11.30-12.00
	Loss of Consciousness

	Oliguria

	30 mins

	12.00-12.45
	Lunch
	45 mins

	12.45-13.15


	Pain Workshop

	30 mins

	13.15-13.45
	Communication

	30 mins

	13.45-14.00
	Demonstration
                      
	15 mins

	14.00-15.20
	Scenarios

(4 Stations)

	4 × 20 mins

	15.20-15.30


	Break
	10 mins

	15.30 – 16.45
	Assessment

(2 Stations)

	75 mins


Acute illness timetable 

Observations Competency documentation 

	Name ……………………………....

Assessors name…………………….
Assessors Signature…………………
Date…………………..



	Pass
	Fail
	Refer


The idea of the following competencies is that you will be competent at observation taking within your areas of work.

The competencies have been based on the Acute care competencies and in conjunction with the observation policy in Central Manchester Foundation Trust 
[image: image1.emf]
Aim for all to achieve level 3 prior to undertaking observations in practice

	Level
	Equipment

	All

All

*

*

All

All

*
	Pulse oximetry

Dinamaps

Stethoscopes

Spyhogmomenmoeters

Tympanic thermometer

02 therapy devices

And any other equipment utilized within the clinical environment.
Qualified practitioner and those utilising equipment as routine


	Level
	Observations

	0-3

0-3

0-3

0-3

0-3

0-3

1-3

0-3


	Respiratory rate, rhythm and depth

Accessory muscle use

Colour/perfusion

Chest expansion

O2  saturation (SpO2)

Conscious Level

ABG

Sputum specimen




Assessment Criteria:

1. Demonstrates the ability to perform accurate observation of respiratory rate, rhythm, depth, chest expansion and use of accessory muscles 
2. Identifies signs of respiratory distress and hypoxia  

3. Demonstrates the ability to prioritise care and act on findings 

4. Demonstrates the ability to select and use appropriate equipment to undertake respiratory assessment 


5. Demonstrates the ability to perform accurate observation of Pulse rate, including rate, rhythm, volume, and character

6. Demonstrates the ability to perform accurate observation of the blood pressure
7. Demonstrates the ability to select and use appropriate equipment to undertake blood pressures appropriate to competence level (as per Observation protocol) 
8. Demonstrates the ability to perform accurate observation of temperature
9. Demonstrates the ability to select and use appropriate equipment to undertake temperature 
10. Demonstrates the ability to perform accurate observation of neurological status utilising AVPU scale
11. Demonstrates the ability to perform accurate observation of oxygen saturation
12. Recognises the importance of safely administering 02 therapy 

13. Demonstrates the ability to produce accurate, clear, legible and timely communication and documentation. 
14. Ensure the learner demonstrates understanding of infection control when undertaking observations 


Assessment
	
	Temperature
	Competency achieved  Y/ N

	1
	Can the staff member give you two reasons why temp is recorded
	

	2
	Can they tell you normal range
	

	3
	Does the learner know how to clean the device
	

	4
	Does the learner know how often to change the probe
	

	5
	Is the probe placed in the ear correctly according to trust standard?
	

	6
	Is the reading taken correctly?
	

	
	Pulse
	

	1
	Can the learner define what a pulse is?
	

	2
	Can learner state why we measure the pulse rate?

(One reason is adequate)
	

	3
	Can staff members name three sites we can measure the HR?
	

	4
	Can the learner state the normal?
	

	5
	Is the reading taken correctly according to trust standard?

                 Gently presses over site with second or third finger

                  Count for 60 seconds

                  Can say rhythm and number
	

	
	TPR chart 
	

	1
	Can the learner fill in the TPR chart accurately and calculate the EWS?
	

	2
	Does the learner know what to do with an EWS > 3?
	

	
	BP
	

	1
	Can the staff member give a reason why BP is recorded?
	

	
	Can the learner state 2 things that may effect BP?
	

	
	When using a sphygmomanometer
	

	2
	Can the learner tell you when/ how systolic BP is recorded?
	

	3
	How is diastolic recorded?
	

	4
	Check that the procedure is accurate utilising a sphygmomanometer  according to trust standard

· Patients arm is rested

· All clothing is removed from arm

· Arm with fistula is not used

· Cuff is applied correctly

· The cuff is inflated, the brachial                                                                                                   

· can no longer be felt; this provides

· an estimation of systolic

· Cuff inflated 30 mmhg above

· systolic

· Stethoscope placed over brachial

· artery

· Cuff deflated 2-3 mmhg per sec
	

	
	When using an automated blood pressure machine
	

	5
	Check that the procedure utilising dianamap is accurate

                               Patients arm is rested

                               All clothing is removed

                               Arm with fistula is not used

                               Cuff is applied correctly

                               Is reading taken correctly
	

	6
	Can the learner state when a manual BP should be taken and who should take it? 
	


Keep a copy for your records and return a copy to you ward manager / clinical educator 

	
	Respiration
	Competency achieved

Y/N

	1
	Can the learner tell you 3 things to look for when looking at resp rate
	

	2
	Can the state how else we could assess respiration/ breathing according to trust standard
	

	3
	Can the learner undertake the assessment effectively

               Patient is comfortable and the chest is easily observed             

               A cycle for 60 seconds is measured
	

	
	Neurological Status
	

	1
	Can the learner explain what AVPU stands for?
	

	2
	Can they correctly fill in the AVPU score into the TPR chart?
	

	
	Pulse oximetry
	

	1
	Can the learner state why we measure oxygen saturations 
	

	2
	Can the learner name three limitations of  Pulse Oximetry  
	

	3
	Can the learner demonstrate the procedure as the observation standard requests; applying probe and identifying an adequate signal
	

	
	Infection Control
	

	1
	Does the learner wash their hands/ apply alcohol gel prior to undertaking the observations 
	


	EWS
	3 
	2 
	1 
	0 
	1 
	2 
	3 

	HR 
	
	<40 
	41-50 
	51-100 
	101-110 
	111-130 
	≥ 130

	SBP 
	<70
	71-80 
	81-100 
	101-199 
	
	≥ 200
	

	RR 
	
	<8 
	
	9-20 
	21-24 
	25-29 
	≥30 

	TEMP 
	
	<35 
	35.1-36.0 
	36.1-37.9 
	≥ 38-38.9
	≥ 39
	

	SPO2
	< 86
	86-91
	92-93
	>94
	
	
	

	CNS 
	
	
	New 
Confusion
	A 
	V 
	P 
	U 
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PDA for observations
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EBM process
Introduction:

This root cause analysis paper work is to be used to assist in the process of determining good practice and areas for improvement for the emergency bleep calls and the serious incidents relating to recognition and response to deteriorating of the acutely ill patient.

The aim of the RCA is to:

· Identify local issues with policy or practice relating to acute care and resuscitation

· Identify Trust wide trends in recognition and management of the acutely unwell patient, focusing on areas that require improvement and celebrating good practice

· Please make photocopies of medical notes, nursing documentation, observation charts and fluid balance charts-as appropriate, 2 copies please  

Help: 

If you have any questions or problems with the investigation please contact a member of the Acute Care Team. Tel. 11702 / 11703

Process:

	For emergency bleep call
	Mark when achieved

	Acute Care Team (ACT) will inform Lead Nurse or delegated senior nurse to complete documentation. This will be completed by Lead nurse, delegated senior nurse and medical representative <48 hours, please contact ACT if you require any support in completing the documentation
	

	The time line will need to be completed for the period prior to the incident this is usually a minimum of 12 hours, or relevant period 
	

	The final summary is sent to Lead nurse of Acute Care team

(email; acutecareteam@cmft.nhs.uk)
	

	Emergency bleep review group meet and review summary;

either request sharing of good practice (feedback on Acute care website)  or request attendance to review meeting within two weeks to present summary and action plan
	

	Lead Nurse/ Clinician informed by Lead Nurse ACT to attend  emergency bleep review meeting - for 2222 calls 2 weeks. 
	

	If invited to EBM, section 3 (action plan) should be completed. 
	

	For serious incidents relating to recognition and response to deteriorating health

	All sections of this RCA documentation should be completed and will be presented at the EBM 4 weeks later 
	

	The ACT or Outreach representative to be requested to support the RCA investigation if required
	

	Lead Nurse/ Clinician will be informed by Lead Nurse ACT to attend EBM meeting within 4 weeks following the incident.
	


Toughbook with TPR chart 





Not in use








Power








Not in use





Not in use











Not in use





Shortcut to Patientrack


Shortcut to CWS


To lock/ unlock device 
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