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CTU Diary Protocol
The Diary Team: The following members of CTU have elected to be members of the Diary Team: 

1. Patient consent should be obtained and participation is voluntary. If the patient lacks mental capacity, the multidisciplinary team may agree, in conjunction with the family, that it is in the patient’s best interests to start a diary. This includes the taking of and storage of photographs. 

2. The diaries are provided free and are kept by the patient's bedside. 

3. The diary is not part of the patient’s notes. The diary is considered to be the property of the patient and is given to them on discharge from CTU. 

4. A diary register will be kept as a separate component of the Admission Book. The staff member who enters the patient details on admission will note this. 

5. Inclusion criteria: any patient admitted acutely to the CTU. 

6. Exclusion criteria: any patient admitted electively to CTU: their stay is anticipated to be short and uncomplicated; and a diary is unlikely to benefit their recovery.

7. The outside of the diary should be labelled with the patient’s name only. The patient’s identification label, date of admission to CTU and bed space number will be documented at the top of the first page of the diary.

8. All members of staff are invited and are welcome to make diary entries. A diary with contributions from nurses, doctors, physiotherapists, chaplains and relatives is likely to hold more meaning than a diary completed by one person alone. 
9. Medical and nursing staff may write brief sentences containing information that they would be typically happy to say to the patient directly. These are NOT medical notes. However, entries written by a member of hospital staff should conform to the standards of hospital note keeping: entries should be written clearly, in black ink, dated and signed. The first entry should include a description of the reason for admission to CTU. Entries need not be made every shift. Comments about daily improvement and deterioration, including when a patient is in obvious psychological distress, may be useful in the future: patients may remember hallucinations and delirium from this period. 
10. Jargon and abbreviations should be avoided when making diary entries. Use layman’s terms when describing clinical terminology for the first time. Try to relate what you write to how you would normally verbalise the information to a patient.
11. Entries should avoid information that is of a sensitive nature, or that a patient may wish to keep confidential, such as malignancy, HIV status, sexuality or substance abuse. A sensible approach is to write only what you would be comfortable to disclose verbally to a patient or relative at the bedside.
12. Give relatives the diary information leaflet and encourage them to make diary entries to document their visit. They may wish to include what has happened at home, an event in the news or anything that the patient has a particular interest in.
13. Entries written by a member of the family or friends may be made in a manner of their own choosing so long as it is not likely to cause offence to others e.g. to the patient or to the hospital's discrimination policies.

14. If the patient has mental capacity and decides that they do not wish to keep the diary, it will be stored in CTU and can be claimed by the patient at any time up to 6 months after discharge. At this time a member of the diary team will shred the diary in CTU. If the patient has made this decision, the diary may not be given to the family even if they request it.
15. If the patient survives the CTU stay but lacks the capacity to make the decision as to whether to keep the diary, the decision will be made in discussion between staff and family, always acting in the patient’s best interest. See below regarding photographs.

16. If a patient dies on CTU their best interests are not a consideration and it is the needs of the family that will be considered. However, the patient's previously expressed wishes regarding the diary will be respected. Otherwise, the patient’s diary should be offered to the family without photographs. The diary will be sent to the General Office with the death certificate and the rest of the patient's belongings. If the family do not want the diary, it will be kept securely for 6 months in CTU in case they change their mind. Again, after 6 months a member of the diary team will destroy the diary.   
17. The duties of the diary team include taking responsibility for storage and destruction of diaries and photographs. Photographs and completed diaries (which have not been given to a patient or family) will be stored in a secure filing cabinet on CTU until 6 months have passed from patient discharge; at this time they will be destroyed.
Guidelines for photographs 

1. Members of staff can take photographs for inclusion in the diaries on the CTU Polaroid camera. Visitors are not permitted to take photographs of patients at any time e.g. on mobile phones. 

2. Relatives may be photographed with the patient if they wish but may not take their own photographs of patients under any circumstances. 

3. The member of staff who is looking after the patient on their 1st day on CTU will take an initial photograph. Subsequent photographs taken at regular intervals encourage a timeline of important events to show the stages of a patient’s progress, for example removal of ET Tube, insertion of a tracheostomy or sitting out of bed for the first time. 

4. All photographs should be dated and have a patient label on the back.

5. The photograph will be kept in an identified locked draw until the patient has given permission to use them and only then can they be mounted in the diary.

6. A space should be left in the diary for photographs to be mounted at a later date. The space should be labelled diagonally “photograph space” and the area surrounding it hatched out to avoid people writing in the space.

7. If a patient dies on CTU their photographs should be destroyed. It is the responsibility of the Diary Team to destroy the photographs. The patient’s family may request to keep the diary without photographs. 
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