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Critical Care Operational Delivery Networks
England, Wales & Northern Ireland

Collaborative Regional Benchmarking Meeting

	
[bookmark: _GoBack]Minutes

Monday, 5th March, 2018
10:00- 15:00hrs 
Critical Care Seminar Room 
Junction 8 
York District Hospital

	Minutes 

	Attendance:
Julie Platten (NoECCN), Sarah Wood (Leeds), Alison Richmond (WYCCN), Joanne Walker (Calderdale), Elizabeth Depnering (York), Julia Hepplestone (NTH), Joanne Brooks (York),  Liz Ellis (Mid Yorks),
Hayley Shakesby (Hull Infirmary), Fay Turner (Hull), Caroline Myres (Mid Yorks), Wendy Milner (Bradford), Victoria Jourdan (Nuffield Health, Leeds) 
 

	Apologies 
Andrea Berry , Lesley Durham, Chloe Hardcastle, Linda Brennand (Airedale), Elizabeth Williamson (NSECH), Lindsay Nairn (CHS), Linda Cross (Harrogate),

	1
	Actions 
· Oxygen Therapy guidelines from NoECCN to be shared	- JP sent out
· Proning work done at York to be shared with group  	– Discussed in meeting 


	
2
	Network Update 
North Yorkshire & Humberside – see attached
NoE -  See Attached  
West Yorkshire – restrucured their meetings, working group working with Bradford  University to provide CPD modules to enable units to meet the standard  

For future regional (York) meeting - all local groups to send a summary of local meetings to JP / AR in advance.

	






	
3
	Audit Calender( Jan/Feb)- Review Scores for Delirium, Sedation, Pain and EoL 
Dicussion surrounding the scores most units now using Citrate in renal relacement therapy. 
Also areas that have suctioning guidelines to share witht the areas that need to either develop or review their own. 
	



	4
	Proning Guidelines 
These were discussed and after minor amendments – signed off 
To be circulated and uploaded 
	

	5
	
Presentation from Mölnlycke Health Care 
· Dressing used in the preventing pressure damage – Mepilex®Border Sacrum
· Positioning aids -  Mölnlycke® TortoiseTM Turning and Positioning System and Mölnlycke® Z-FloTM Fluidised Positioner

Fiona Wilson -  Fiona.wilson@molnlycke.com 

	




	6

	Discussion surrounding the next meeting:
We have the opportunity to offer Silver Service Improvement training from the Improvement acadamey at the next meeting.

This will be free to the group but places will be limited to book a place you must provide proof of doing the online Bronze Training (link below) and email me julie.platten@nth.nhs.uk to secure your place. 

http://www.improvementacademy.org/training-and-events/bronze-quality-improvement-training.html

	

 

	7
	Next Meeting 
Next Benchmarks  March / April / May  for next meeting 
(will send April and May  benchmark tools asap)  

	



	8
	Future Dates 2018:
Monday 11th June, 2018
Monday 8th October, 2018
	

	Next meeting: Monday 11th June 2018. 10:00 – 15:00 hrs 
Venue: Critical Care seminar room, Junction 8, York Hospital 







	Actions
	Who
	When

	Network Leads provide updates for the meetings if not able to attend
	Julie / Maureen / Andrea
	Prior to every meeting

	Proning guidelines to be amended circulated and uploaded 
	Alison 
	ASAP 

	Silver Service Improvement Training 
Complete Bronze and Book place 
	All
	28/05/18

	Benchmarks to be complete as per audit calendar March / April /   May  
	All 
	28/05/2018
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Network Update

York, March 2018


















Inter-hospital Transfer 



Guidelines 



Transfer Form that includes Risk Assessment & Checklist



Nursing Handover



Training



Purchase of Simulation equipment - iSimulate


















Maternity Enhanced & Critical Care (MEaCC)



Production of recommendations & standards for MEaCC



Includes Competencies



Impact on Critical Care




















Critical Care Course



Facilitated by LTHT in collaboration with Skills Institute in Manchester & MMU



Commences June 2018



Open to staff across Network (40 LTHT, 10 Network) 



60 credits Level 6 




















Safety Climate Survey



April 2018 – 2 week period



Based on Texas Safety Survey



Focuses on staffs’ current perceptions of safety in relation to management support, supervision, risk taking, safety policies and practices, trust and openness.



MDT approach



SILs will be link on the units to help support completion 
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Adult transfer and retrieval service 

Level of Care point prevalence



Events

11th April – Shout about Mouthcare 

17th April – Pressure Ulcer Focus group 

18th October – NoECCN Annual Conference 







National 
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Critical Care Networks-National Nurse Leads

Critical Care Symposium

Friday 8th June 2018
09:00 — 16:00hrs

Cloth Hall Court, Conference Centre,
Quebec St, Leeds, LS1 2HA

To Include
Steve Head - Inspirational Speaker

Workforce Issues Education
National Survey results Step 4
Retention of staff Specialist Competencies - Trauma
Risk Assessment for Safe Staffing NEWS 2/ Level 1 Competencies

Patient Experience
Importance of Sleep — patient perspective
Improving patient & relative experience
ICUsteps

Please note: The cost of attendance is £20 per person.

This event is aimed at all grades of critical care nursing and outreach staff.
To reserve a place, please complete the registration form and return to Dorothy.bailey@Ithtr.nhs.uk
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Clinical conundrums: cases from the front line
Professor Geoffrey Lighthall, Professor of
Anesthesia and Critical Care, Stanford University
School of Medicine

Mandy Odell, Nurse Consultant for Critical Care,
Royal Berkshire Foundation Trust

5D/Rapid%20Response%20Conference%20Pr

Who do you need on the team?

e Critical care outreach Advanced
Nurse Practitioners

o ThelICU Consultant-led rapid
response system

Karin Gerber, Critical Care Outreach,

Royal Berkshire Foundation Trust

Dr Monica Trivedi, Addenbrooke’s

Hospital

Jramme%202018.pdf

Safety Congress

Bridging the gap: policy and

clinical practice

Making it easy to do the right

thing

o Examine how approaches from
behavioural science can be
adopted into your work
Use nudge theory and ‘doing
the right thing’ to encourage
consistent, good practice
Learn techniques to
implement interventions to
improve patient outcomes

INE TODAY AT WWW.RAPIDRESPONSE2018.COM

9-10 July 2018 | Manchester Central

THE 14TH INTERNATIONAL CONFERENCE
ON RAPID RESPONSE SYSTEMS &
MEDICAL EMERGENCY TEAMS

Co-located with:

PATIENT SAFETY

Supported by:

Stephen Bolsin, Adjunct Professor
& Staff Specialist, Geelong
Hospital

Hannah Burd, Senior Advisor,
Behavioural Insights Team
Siri Steinmo, Patient Safety
Programme Lead, Royal Free
London Foundation Trust
(Stephen and Hannah are
speaking again at 12:05 in the
‘Human Factors’ stream)

15:13
02/03/2018
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Benchmarks







Pain

		 Pain -2017		Factor 1		Factor 2		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		Harrogate		0		4		5		8		6		8		10

		Royal Infirmary, Hull		10		10		10		10		10		10		10

		Castlehill, Hull		8		7		7		5		8		7		10

		Scarborough		6		6		7		8		7		6		10

		York 		8		8		5		5		6		5		10

		Airdale		2		2		6		8		6		8		8

		Bradford		10		10		10		10		10		10		10

		Calderdale & Huddersfield		5		7		10		10		10		10		10

		Pinderfields & Dewsbury		10		10		10		10		10		10		10

		Leeds 		 		 		 		 		 		 		 

		Northumbria Specialist Emergency Care Hospital		2		9		9		9		9		9		10

		Freeman Ward 37		8		10		10		9		10		10		10

		Freeman Ward 21		 		 		 		 		 		 		 

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside		 		 		 		 		 		 		 

		QE, Gateshead		8		5		10		10		10		10		10

		Sunderland		6		8		9		10		10		10		10

		Durham 		 		 		 		 		 		 		 

		Darlington		 		 		 		 		 		 		 

		North Tees		8		5		6		5		10		4		10

		James Cook - General 		10		10		10		10		10		10		10

		                         - Cardio		 		 		 		 		 		 		 

		Friarage		10		8		10		10		10		10		10

		Carlisle		7		6		8		8		8		6		8

		Whitehaven		0		3		8		7		8		8		8



		Pain -2018		Factor 1		Factor 2 		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		Royal Infirmary, Hull		10		9		10		10		10		7		10

		Castlehill, Hull		8		10		5		5		5		10		5

		Scarborough		7		8		8		8		9		10		8

		York 		10		10		10		10		10		8		10

		Airdale		6		9		9		7		8		8		9

		Bradford		 		 		 		 		 		 		 

		Calderdale & Huddersfield		7		8		10		10		10		10		10

		Mid Yorks -Pinderfields & Dewsbury		10		7		10		10		10		10		7

		Leeds		8		9		10		10		9		10		8

		Harrogate		5		8		6		6		9		9		9

		NSECH		5		5		5		7		8		9		9

		Freeman Ward 37		10		10		10		10		10		10		10

		Freeman Ward 21		9		9		10		10		10		7		10

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside*		9		9		9		9		9		9		9

		QE, Gateshead*		8		5		10		10		10		10		10

		Sunderland*		6		8		9		10		10		10		10

		Durham 		 		 		 		 		 		 		 

		Darlington		3		9		8		8		9		8		10

		North Tees		8		6		9		8		9		8		9

		James Cook - General *		10		10		10		10		10		10		10

		                         - Cardio		 		 		 		 		 		 		 

		Friarage*		10		8		10		10		10		10		10

		Carlisle*		7		6		8		8		8		6		8

		Whitehaven*		0		3		8		7		8		8		8







Sedation

		 SEDATION - 2017		Factor 1		Factor 2		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		Harrogate		2		6		9		9		5		8		9

		Royal Infirmary, Hull		9		9		10		10		10		10		9

		Castlehill, Hull		6		5		6		5		6		6		10

		Scarborough		8		8		8		8		8		8		9

		York 		0		8		6		6		8		6		10

		Airdale		7		5		7		7		7		9		8

		Bradford		10		10		10		10		10		10		10

		Calderdale & Huddersfield		6		10		10		10		10		10		10

		Pinderfields & Dewsbury		6		10		10		7		7		10		10

		Leeds Hospitals		 		 		 		 		 		 		 

		Northumbria Specialist Emergency Care Hospital		10		9		9		9		9		9		10

		Freeman Ward 37		10		7		9		10		10		10		10

		Freeman Ward 21		 		 		 		 		 		 		 

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside		 		 		 		 		 		 		 

		QE, Gateshead		10		8		10		10		10		10		10

		Sunderland		7		10		10		10		10		10		10

		Durham 		 		 		 		 		 		 		 

		Darlington		 		 		 		 		 		 		 

		North Tees		8		4		7		7		7		7		10

		James Cook - General 		10		10		10		10		10		10		10

		                         - Cardio		 		 		 		 		 		 		 

		Friarage		8		5		5		8		8		8		10

		Carlisle		8		8		10		10		10		10		10

		Whitehaven		0		4		9		9		9		9		9



		Sedation -2018		Factor 1		Factor 2 		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		Royal Infirmary, Hull		10		9		10		10		10		9		10

		Castlehill, Hull		8		3		10		10		10		10		10

		Scarborough		7		8		8		10		10		8		10

		York 		10		10		9		9		9		9		9

		Airdale		6		8		8		9		9		6		9

		Bradford		 		 		 		 		 		 		 

		Calderdale & Huddersfield		7		8		10		10		10		8		10

		Mid Yorks -Pinderfields & Dewsbury		6		10		10		7		7		10		10

		Leeds Infirmary		10		9		10		10		9		9		10

		Harrogate		 		 		 		 		 		 		 

		Northumbria Specialist Emergency Care Hospital		2		5		9		9		9		9		9

		Freeman Ward 37		9		10		10		10		10		10		9

		Freeman Ward 21		10		10		8		5		7		7		9

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside*		8		9		9		9		9		9		9

		QE, Gateshead*		10		8		10		10		10		10		10

		Sunderland*		7		10		10		10		10		10		10

		Durham 		 		 		 		 		 		 		 

		Darlington		9		9		8		7		8		8		9

		North Tees		8		5		8		8		9		9		9

		James Cook - General *		10		10		10		10		10		10		10

		                         - Cardio		 		 		 		 		 		 		 

		Friarage*		8		5		5		8		8		8		10

		Carlisle*		8		8		10		10		10		10		10







Delirium



		 DELIRIUM - 2017		Factor 1		Factor 2		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		Harrogate		0		6		3		5		5		5		9

		Royal Infirmary, Hull		9		10		9		10		10		10		10

		Castlehill, Hull		6		4		5		3		5		5		8

		Scarborough		4		5		6		6		6		6		7

		York 		7		8		5		3		3		5		10

		Airdale		8		6		5		4		6		5		6

		Bradford		6		5		5		5		5		6		6

		Calderdale & Huddersfield		8		10		7		8		10		10		10

		Pinderfields & Dewsbury		9		10		10		10		10		10		8

		Leeds Hospitals		 		 		 		 		 		 		 

		Northumbria Specialist Emergency Care Hospital		10		8		10		8		10		10		10

		Freeman Ward 37		9		8		10		10		10		10		9

		Freeman Ward 21		 		 		 		 		 		 		 

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside		 		 		 		 		 		 		 

		QE, Gateshead		10		3		10		10		10		10		10

		Sunderland		9		9		10		10		10		10		8

		Durham 		 		 		 		 		 		 		 

		Darlington		 		 		 		 		 		 		 

		North Tees		6		4		6		6		6		6		10

		James Cook - General 		10		10		10		10		10		10		10

		                         - Cardio		 		 		 		 		 		 		 

		Friarage		6		5		3		6		5		3		5

		Carlisle		10		6		10		10		10		10		8

		Whitehaven		6		8		3		3		3		6		7







End of Life

		End of Life		Factor 1		Factor 2 		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		Royal Infirmary, Hull		10		7		7		8		7		7		10

		Castlehill, Hull		8		3		5		5		5		5		10

		Scarborough		10		10		10		10		10		10		10

		York 		6		10		10		10		10		10		10

		Airdale		10		7		9		9		9		10		8

		Bradford		 		 		 		 		 		 		 

		Calderdale & Huddersfield		7		6		10		10		10		10		10

		Mid Yorks -Pinderfields & Dewsbury		10		10		10		10		10		10		10

		Leeds Infirmary		9		9		9		9		9		9		8

		Harrogate		0		8		5		8		8		9		9

		Northumbria Specialist Emergency Care Hospital		 		 		 		 		 		 		 

		Freeman Ward 37		9		9		10		10		10		10		10

		Freeman Ward 21		 		 		 		 		 		 		 

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside		 		 		 		 		 		 		 

		QE, Gateshead		 		 		 		 		 		 		 

		Sunderland		 		 		 		 		 		 		 

		Durham 		 		 		 		 		 		 		 

		Darlington		9		9		9		9		9		9		9

		North Tees		10		8		10		10		10		10		10

		James Cook - General 		 		 		 		 		 		 		 

		                         - Cardio		 		 		 		 		 		 		 

		Friarage		 		 		 		 		 		 		 

		Carlisle		 		 		 		 		 		 		 

		Whitehaven		 		 		 		 		 		 		 
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N I C E National Institute for
Health and Care Excellence

9

advice

Mepilex Border dressings for preventing
pressure ulcers

Medtech innovation briefing

Published: 6 October 2017
ni r i ih12
Summary

* The technology described in this briefing are Mepilex Border dressings, specifically the
2 variants designed to prevent pressure ulcers (Mepilex Border Heel and Mepilex Border
Sacrum).

» The innovative aspects are that the dressing is designed to reduce pressure and friction caused

by patient movements. It also uses the company's proprietary Safetac technology, which is
intended to minimise pain when changing dressings or inspecting the skin.

= The intended place in therapy would be in addition to standard pressure ulcer prevention
strategies for people at risk of developing pressure ulcers in acute care.

» The main points from the evidence summarised in this briefing are from 2 randomised
controlled trials and 1 cohort study including a total of 956 adults in critical care and

emergency room settings. The studies show that standard care plus Mepilex Border dressings

is more effective than standard care alone in preventing pressure ulcers.

» Key uncertainties around the evidence or technology are the lack of evidence directly
comparing Mepilex Border dressings and standard care in patients at high risk of developing
pressure ulcers in the NHS, and a lack of evidence of effectiveness in children.

» The cost of Mepilex Border Heel is £6.61 per unit. The cost of Mepilex Barder Sacrum is £3.13

to £7.26 per unit, depending on size (all figures exclusive of VAT). The resource impact would

@ NICE 2017. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 1 of

conditions#notice-of-rights).
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Mepilex Border dressings for preventing pressure ulcers (MIB124)

be anincrease in costs, but this might be offset if Mepilex Border dressings were to reduce the
incidence or severity of pressure ulcers.

The technology

Mepilex Border dressings (Molnlycke Health Care) are self-adherent, multilayer foam dressings
which include proprietary soft silicone technology (called Safetac). They are available in various
sizes; the company also provides variants which are specifically designed for use on the heel and
sacrum, areas where there is a high risk of pressure ulcers forming.

Mepilex Border dressings can be used for a wide range of wound types in people of all ages, but this
briefing focuses specifically on their use for preventing pressure ulcers and on the 2 variants
designed for this indication (Mepilex Border Heel and Mepilex Border Sacrum).

The dressings are made up of 5 layers. The layer closest to the skin is designed to reduce friction
between the skin and the dressing itself. The Safetac technology is designed to allow the dressing
to be easily peeled back and reapplied, thereby enabling muitiple inspections of the skin site
without needing to fully replace the dressing. The other 4 layers are variously designed to cushion,
prevent stretch or tear, absorb moisture and allow moisture to evaporate.

Innovations

Wound dressings are not routinely used to prevent pressure ulcers, but Mepilex Border dressings
have a non-woven redistribution layer which is designed to reduce the effect of shear forces.
Moreover, the Safetac technology is designed to reduce pain and allow for the dressing to be
peeled back and reapplied with minimal discomfort or trauma to the area.

Current care pathway

The NICE guideline on pressure ulcers recommends that a documented risk assessment for
pressure ulcers should be done in certain adults. It recommends using a validated scale to support
clinical judgement, and that risk be reassessed if there is a change in the patient’s clinical status.

The guideline recommends various strategies for preventing pressure ulcers, including regular
patient repositioning, foam mattresses and pressure redistribution cushions.

NICE medical technology guidance on Parafricta Bootees and Undergarments considers that they

show potential to reduce the development and progression of skin damage in people with, or at risk
of, pressure ulcers, but it ultimately recommends further research on their use.

i NICE 2017. All rights reserved. Subject to Notice of rights (https:/Awww.nice.org.uk/terms-and- Page 2 of
conditions#notice-of-rights). 9





Mepilex Border dressings for preventing pressure ulcers (MIB124)

Several dressings are available for treating pressure ulcers, but they are not usually intended for or
used for prevention. This is because most dressings are not widely considered to be able to
influence the effects of compression (that affects blood supply to the area) or shear forces (that
stretch and tear the skin) that cause pressure ulcers to develop. Research on the role of dressings in
pressure ulcer prevention strategies has emerged as interest in other factors that contribute to
pressure ulcer development, such as the microclimate around the site of pressure ulcers, has
increased.

NICE is aware of the following CE-marked devices that appear to fulfil a similar function as
Mepilex Border dressings for the prevention of pressure ulcers:

» Askina DresSil Sacrum/Heel (Braun).
Population, setting and intended user

Mepilex Border dressings would be used in patients of all ages in acute care settings who are
considered to be at risk of pressure ulcers. The dressings may also be used in the community in
patients who are at risk of pressure ulcers through mobility issues. They would mainly be applied by
nursing staff. No extra training is needed.

Costs

Table 1 Cost of Mepilex Border dressings

Description Cost (per dressing)

Mepilex Border Heel £6.61

Mepilex Border Sacrum 15x15cm £3.13

Mepilex Border Sacrum 18x18 cm £4.45

Mepilex Border Sacrum 23x23 cm £7.26

All dressings are sold in packs of 5. All prices exclude VAT. Note that several sizes of
Mepilex Border are available at various costs; this table includes only the Heel and Sacrum
variants (that is, areas at high risk of pressure ulcers).

The instructions for use recommend that Mepilex Border dressings are changed as needed. Ina
study by Kalowes et al. {2016) evaluating the prophylactic use of Mepilex Border dressings in an
intensive care unit, dressings were changed every 3 days.

© NICE 2017, Al rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- E‘Dage 3of
conditions#notice-of-rights). 9





Mepilex Border dressings for preventing pressure ulcers (MIB124)

Costs of standard care

No estimate for the overall cost of existing standard care for preventing pressure ulcers could be
identified, but the cost of treating a pressure ulcer increases with severity (Dealey et al. 2012).

The NICE guideline on pressure ulcers estimated costs for repositioning based on the staff time
involved, depending on grade. The costs of repositioning equipment were also included; high-
specification foam mattresses were estimated to cost £120 to £200 for adults and £50 to £200 for
children; constant low pressure and alternating pressure mattress replacements were estimated to
cost around £3,500 to £3,600, or daily hire of around £13 to £14. Once purchased, the equipment
can be used over a number of years, so the cost per patient would be low.

Resource consequences

Using Mepilex Border dressings would represent an additional cost to standard care. This could be
offset if using the dressings reduced the severity or incidence of pressure ulcers.

The NICE guideline on pressure ulcers states that the daily costs of treating a pressure ulcer range
from £43 to £374 in addition to the costs of standard care. Resources needed include nurse time,
dressings, antibiotics, diagnostic tests and pressure redistributing devices.

Santamaria et al. (2015c¢} did a cost-benefit analysis of Mepilex dressings for preventing pressure
uicers from an Australian health service perspective, using the results from a randomised
controlled trial which compared the Mepilex Border Sacrum and Mepilex Heel dressings plus
standard care with standard care alone (the Border trial; Santamaria et al. 2015a). Based on
dressing and staff costs, the estimated average marginal cost per patient for Mepilex dressings was
A%$36.61 (£21.56; September 2017); this was offset by lower downstream costs for pressure ulcer
treatment, meaning that the cost of using Mepilex dressings was lower than standard care alone
(A$70.82 [£41.71] compared with A$144.56 [£85.14)).

Regulatory information

Mepilex Border dressings were CE marked as class lIb devices in 2001.

Equality considerations

NICE is committed to promoting equality, eliminating unlawful discrimination and fostering good
relations between people with particular protected characteristics and others. In producing

© NICE 2017. Alirights reserved. Subject to Notice of rights (https:.//www.nice.org.uk/terms-and- Page 4 of
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guidance and advice, NICE aims to comply fully with all legal obligations to: promote race and
disability equality and equality of opportunity between men and women, eliminate unlawful
discrimination on grounds of race, disability, age, sex, gender reassignment, marriage and civil
partnership, pregnancy and maternity (including women post-delivery), sexual orientation, and
religion or belief (these are protected characteristics under the Equality Act 2010).

No equality issues were identified in the development of this briefing.

Clinical and technical evidence

A literature search was carried out for this briefing in accordance with the interim process and
methods statement. This briefing includes the most relevant or best available published evidence
relating to the clinical effectiveness of the technology. Further information about how the evidence
for this briefing was selected is available on request by contacting mibs@nice.org.uk.

Published evidence

This briefing summarises 3 studies including a total of 956 adult patients. Table 2 summarises the
included evidence as well as its strengths and limitations.

Overall assessment of the evidence

The evidence includes 2 randomised controlled trials which were relatively well designed and
conducted. However, the same lead author and most of the team from 1 of these, the Border trial,
were involved in a cohort study that used data from this trial as the control. Furthermore, none of
the evidence was from the UK and so it may not be generalisable to the NHS.

The evidence included adults only, but the technology can be used in children so further research
evaluating the effectiveness of Mepilex Border dressings in children would be useful.

Table 2 Summary of selected studies

Santamaria et al. {2015a)

® NICE 2017. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 5 of
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Study size, Border trial: prospective, non-blinded, open-label randomised controlled trial,

design and n=440 trauma and critically ill adult patients admitted to the ED and

location transferred to ICU. Results were reported on 313 patients (161 intervention
and 152 control). Australia.
Patients were followed up during their stay in ICU or until they had a pressure
ulcer.

Intervention | Intervention: Mepilex Border Sacrum and Mepilex Heel (precursor to

and Mepilex Border Heel), plus standard care.

comparator(s) | Comparator: standard care (including ongoing Braden risk assessment, regular
repositioning and skin care).
Dressings were changed every 3 days or earlier if soiled or dislodged.

Key There were significantly fewer pressure ulcers in the Mepilex arm compared

outcomes with the standard care arm (7 versus 20, p=0.002). The hazard ratio for
developing a pressure ulcer was 0.198 (95% C1 0.065 to 0.555, p=0.002). The
event rate for pressure ulcers was 3.1% in the Mepilex arm and 13.1% in the
standard care arm.

Strengths and | This was a well-designed trial, but is limited because it was non-blinded and

limitations involved only a single site.
There is limited detail on what standard care involved and the study's
relevance to the NHS is unclear (although further details appear in the
cost-benefit analysis by the same authors). The intervention was Mepilex
Heel, a precursor dressing to Mepilex Border Heel, so this may limit its
relevance. Tubular bandages (Tubifast) produced by the company were used to
keep the dressing in place.

Santamaria et al. (2015b)

Study size, Prospective cohort study, n=150 adult patients admitted to the ED and

design and transferred to ICU and 152 from the Border trial (historic cohort, heel only).

location Australia.

Intervention | Intervention: Mepilex Border Heel plus standard care.

and Comparator: standard care.

comparator(s)

' NICE 2017, All rights reserved. Subject to Notice of rights (https:/www.nice.org.uk/terms-and-

conditions#notice-of-rights).

Page 6 of

9





Mepilex Border dressings for preventing pressure ulcers (MIB124)

Key No patients had a pressure ulcer in the Mepilex arm compared with 9.2% in the
outcomes standard care arm {p<0.001). Common difficulties in applying and using the
dressings were:

» that the adhesive tabs rolled up very easily and became difficult to unravel
during skin inspection, making reapplication challenging, particularly when
wearing gloves

» that once the adhesive border began to roll because of patient movement, it
soon became dislodged.

Strengths and | The study included patients from 2 separate studies which recruited at

limitations different time periods. However, the patient demographics were similar except
for a longer ICU stay for patients in the Mepilex arm {which was not an
advantage, because longer stays increase the risk of pressure ulcers).

Kalowes et al. (2016)

Study size, Prospective, non-blinded, randomised controlled trial, n=366 patients in ICU.

design and California, US.

location Patients were followed up for their stay in ICU.

Intervention | Intervention: Mepilex Border Sacrum plus standard care.

and Comparator: standard care (SKIN bundle).

comparator(s)

Key There were more pressure ulcers in the standard care arm compared with the

outcomes Mepilex arm (7 versus 1 respectively). Incidence rates per 1,000 patient days
were 0.7% in the Mepilex arm and 5.9% in the standard care arm.

Strengths and | The study was well conducted study with no statistically significant differences

limitations in patient characteristics. However, the results are limited to critically ill
patients in 1 centre and the study was not blinded.

Abbreviations: Cl, confidence interval; ED, emergency department; HR, hazard ratio; ICU,

intensive care unit; SKIN, surfaces, keep the patients turning, incontinence management,

nutrition.

Recent and ongoing studies

» Effectiveness of two silicone dressings for sacral and heel pressure ulcer prevention.

ClinicalTrials.gov identifier: NCT02295735. Status: ongoing, currently recruiting.

© NICE 2017, All rights reserved. Subject to Notice of rights (https://"www.nice.org.uk/terms-and-
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Comparators: Mepilex Border Sacrum and Mepilex Border Heel. Estimated primary
completion: December 2017. Location: Germany.

* Pressure injury prevention in the ICU with multi-laver foam dressings. ClinicalTrials.gov
identifier: NCT02962882. Status: ongoing, currently recruiting. Estimated primary completion

date: December 2016. Location: US.
Specialist commentator comments

Comments on this technology were invited from clinical experts working in the field and relevant
patient organisations. The comments received are individual opinions and do not represent NICE's
view.

Two specialist commentators were familiar with or had used Mepilex Border before.

Level of innovation

One specialist commentator considered the dressings to be only a minor addition to current
practice, whereas 2 considered that they were novel as a tool for preventing pressure ulcers. One
of the specialist commentators who considered Mepilex Border to be novel noted that they useitin
patients with sensory and motor deficits, where it is better received, and an improvement on
current technologies. The other considered it innovative because it can be applied to high-risk
patients as soon as they enter critical care to prevent damage such as shear, moisture or friction,
and can be peeled back to inspect the skin underneath.

Potential patient impact

The specialist commentators considered that Mepilex Border dressings would have an incremental
benefit in reducing pressure ulcers. One was unsure whether it would affect pressure and shear
within deep tissue layers close to bony prominences. They felt that, other multilayer dressings
could also be effective. The commentators identified several groups of people who would most
benefit from the technology, including peopie who can't move, people with sensory and cognitive
impairment, people who are critically ill, people who have had major surgery and people are who
frequently moved. One commentator stated that there have been no pressure ulcers in their
practice since the introduction of Mepilex Border dressings. They also felt that patient compliance
is better with Mepilex Border than other dressings. Another specialist commentator stated that
they had seen less shear and friction injuries resulting in less damage to skin since using the
dressing to prevent pressure ulcers.

T NICE 2017. Al rights reserved. Subject to Notice of rights {(https:/www.nice.org.uk/terms-and- Page 8 of
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Potential system impact

All commentators identified reduction in pressure ulcers, shear, friction, moisture-related injuries
and hospital length of stay as potential system benefits. Two specialist commentators considered
that Mepilex Border dressings would save costs through reducing the incidence of pressure ulcers,
and 1 thought it would add to system costs but not significantly.

Specialist commentators
The following clinicians contributed to this briefing:

* Professor Michael Clark, commercial director, Welsh Wound Innovation Centre. Professor
Clark is a consultant to multiple wound care companies. Between 2011 and 2014, they
co-chaired an advisory board for Malnlycke Health Care on use of dressings in pressure ulcer

prevention.

» Elaine Thorpe, Matron, University College London Hospitals. No relevant conflicts of interest.

e Carol Johnson, clinical matron for tissue viability, County Durham and Darlington NHS
Foundation Trust. No relevant conflicts of interest.

Development of this briefing

This briefing was developed by NICE. The interim process and methods statement sets out the

process NICE uses to select topics, and how the briefings are developed, quality-assured and
approved for publication.

ISBN: 978-1-4731-2701-2
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Health economic evidence summary

The use of Mepilex® Border in pressure ulcer prevention

Delivering value in healthcare Did you know that Mepilex® Border is the only clinically
Approximately 412,000 individuals will develop a proven prevention dressing with 3 randomised controlled
pressure ulcer annually in the UK! costing the NH5 trials {RCTs%¢] demonstrating the isolated benefits of the
between £1.4bn - £2.1br". This represents a very dressing and a proven number needed to treat (NNT) =
significant cost burden.

Let’s took at the cost of one PU: 1 0 e 1 -

S 100 TereTATRTS 0

ulcer Simple prevention for 10 patients can prevent a very

£9 .041 £5'30 1 expensive pressure ulcer.

The NICE average cost The NICE average cost Clinical efficacy autweighs cost per dressing

of treating a Grade 3 of treating a pressure

pressure ulcer’ ulcer? . i % W
Pressure ulcer risk reduction 800/ 30 o/

Litigation in this area is a growing concern demonstrated by prevention 0 (1]

dressings available today:™ Mepilex Border  Allevyn Life

For a patient population of 1,000+, using Mepilex Border vs.
Prevention is more cost effective than Allevyn® Life could potentially prevent 50 additional pressure

treatment ulcers giving potentiat cost savings of over £258,967"".
NICE recognise that savings to the NHS could be

made by reducing the number of people whe develop
pressure ulcers, as treating them involves a more

RGN (377K

ulcers

Cost savings

costly hospital stay?®. £259 K

For an ICU department with 1,000 admissions per 2
year, this PU reduction could translate to an annual pressure

cost saving of £174,933% U

Cost calculations Mepilex Border**** Alievyn Life 15 x 15

based on an average 3%

Eéj :;[r}e]?trnent cost of incidence * Aidapted from reduction seen by Katowes et al, 2014¢

' ’ * *Risk reduclion for both products was calculated based on analysis of all clinical evidence .conducted in the
1.5% L
m‘:gs}‘}ce £26K ***Taken from NHS Supply Chain Apead 2017 priing.
****Llosest equvalent size

Skin: bundle plus Skin buntte * Mepilex Border - 92% of alt US ICU studies on Mepitex Border demonsirate a risk reduction of over B0%’
Mepitex Border Sacrum
= Allevyn Lite — Only ONE pubbished study 1s available that demonsirates a risk reducton of 30% using
Allevyn Lile as part of a preventron pratocol [this is @ maximal value as the study does not demonstrate the

1scilated effect of dressingl?
Allevyn Lile® |5 a requstered trademark of Smith & Nephew Plc.

Relerences: 1. Dealey £, Posnert ), Watker A. The costof pressure ulcers in the UK. Journal of Wound Care 2012 23 [s): 251264 2.M&irdycke Health Cate Budgetimpact Medel, Data On Fite. I.Natenal nsunwse for Health and
Clinical Excellence INICE]L ‘Cosling statement, Pressure Ulcers Implementng the HICE guideline on pressure utiers ICG1790, Apnil, 2014 tips Swww.nice org uk/guidance/eg17%/resourcesfcosting statement: pdt-24858810%,
laccessed 18, Aug 2017) A.Kalowes. P., Messina, V., Li. M, Five-layered solt silicene feam dressing to prevent pressure ulcers in the intensve eare unit. American Jouenal of Critical Care 2016;2506):0108-2119 8 Santamaria. N.,
Gerdiz, M, Sage, 5., et ol Arandomised ¢ 10l of the etecti 55 of solt sibcang mull: Layered Foam dressings in the preventan of $a<ral and beel pressure uleers in 1 auma and crtgadiy dl patienis: the border trial
International Wound Journal 2015;12(31:302-308 &, Alowens, F,, Lim, M.L, Chua, T.L., ¢t al, Arandomised contratted 1rial 10 evaluate the incremental ellectveness ol a prophylactic dressing and latly acids od in the prevention of
pressuce injuries. Wound Pracuce and Research 2017:25(1):24-34 T HE comparisen repoi L, Malnlycke Health Care. Data o e 2014 8, Swatlord_ K., Cutpepper, K., Dunn, £ Use of a camprehensive program ta reduce the incidence
of hospital-acquired pressuie blcers in am inlénsive care unit, American Journal of Cribcal Care 2014;25(2F:152-355

@
. X
Find out more at www.molnlycke.co.uk

anm &
Méinlycke Health Care AR, Unity House, Medlock Street, Oldham, OL) 3HS. Tetephone +44 (0] BB 7311 876, Email M 0 l n l C ke
info.uk malnlycke com. The Méinlycke and Mepilex tradesnarks, names and logotypes aze regisiered globally to ene

or more of the Mélnlycke Health Care Group of Compames, @ 2017 Mbinlycke Health Care AB All iights reserved.
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Regional Benchmarking Audit Calendar 2018   

		Date 

		Benchmark 

		                  Audit tool 

		



		January 

		Pain /Sedation/Delirium 

		



		



[bookmark: _MON_1574770295]



		February

		End of Life

		

		





		March

		Oral Care/Eye Care

		



		





		April

		Nutrition/Bowel Care

		

		



		May

		CVC Management / Arterial Line Management

		

		[bookmark: _GoBack]



		June

		Transfer

		

		



		July

		Pressure Ulcers

		

		



		August

		Renal Replacement Therapy

		

		





		September

		ET Tube Management & Tracheostomy Care

		

		



		October

		Oxygen Therapy/ Suctioning

		  

		





		November

		Weaning

		

		



		December

		Proning
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SEDATION – STATEMENT OF BEST PRACTICE


All patients will receive adequate and appropriate sedation according to their individual needs, optimising comfort and minimising adverse effects.


 





			


			FACTOR


			BENCHMARK OF BEST PRACTICE





			1


			Guidelines


			


Guidelines are available which are evidence based, up to date (< 3 yrs depending on organisational requirements), and used by everyone.








			2


			Education & Training 


			


All persons assessing and administering sedative drugs will be trained and assessed as competent in this practice.








			3


			Assessment undertaken by a trained and competent practitioner





			All patients will have their sedation needs assessed and documented in line with the guideline by a trained and competent practitioner.





			4


			Planning and individualised care by a trained and competent practitioner





			All patients will have their sedation needs planned and documented by a trained and competent practitioner.





			5


			Care delivery by a trained and competent practitioner


			


All patients will have their sedation care needs delivered, by a trained and competent practitioner according to their individualised care plan.








			6


			Evaluation and reassessment of care by a trained and competent practitioner


			


All patients will have their sedation needs evaluated and their needs reassessed by a trained and competent practitioner.








			7 


			


Equipment / Resources





			All equipment and resources will be available for patients who require sedation. 




















			Factor 1 - Guidelines                                                 Guidelines should be less than 3 yrs old                           They must be evidence/research based





			Guidelines are not available


			Guidelines are available but they are not used 


			Guidelines are available, up-to-date but not used by everyone


			Guidelines up-to-date, and used by everyone





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 2 - Education:                                                   Training Packages / competencies:                                 Documentation available to prove competence





			Training is not given


			Some training is given at the bedside


			Formal training is given but staff are not assessed as competent.





			All persons caring for patients receiving sedation are formally trained and assessed as competent in this practice.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 3 - Assessment:                                               Risk Assessment tools:                                                       Documentation of assessment





			No assessment of  patients sedation needs are  carried out


			Some assessment is carried out.


			All patients have their sedation needs assessed. 





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 4 - Planning:                                                   Documentation:                                                                    Guidelines





			No sedation management care is planned


			Some patients have their sedation needs planned.


			All patients have their sedation management needs planned





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 5 - Care Delivery                                            Documentation:                                                                    Guidelines      





			No sedation care is delivered


			Sedation is delivered by an untrained practitioner.


Sedation is delivered by a trained and competent practitioner but not according to their individual needs.


			All patients have their sedation needs delivered by a trained and competent practitioner according to their individualised care plan





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 6 - Evaluation and Reassessment                  Care plan                                                                              Evidence of continuous assessment





			No evaluation of sedation management is carried out.


			Some evaluation takes place.


			Evaluation takes place but there is no re-assessment


			All patients have the sedation that they receive evaluated and re-assessed.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 7 - Equipment / resources                             Stock control





			No equipment is available


			Specialist sedation equipment or resources are not readily available


Specialist sedation equipment or resources are available but not used when appropriate


			All equipment is readily available for all patients needing sedation.  





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10











			Best Practice Notes





			Factor 1





			Audit tool – annual audit with review and action plan


Guidelines are based on current evidence /research / expert consensus and less than 3 years old





			Factor 2





			[bookmark: _GoBack]Training package and competency is available for all nursing and unregistered staff. Including purpose of sedation holds and effects of sedation upon delirium, targeted sedation levels, optimisation of non-pharmological measures.


Preceptorship with Step 1 competency for nursing staff


Training to include assessment tool, if available, e.g Richmond Agitation-Sedation Scale





			Factor 3





			Sedation assessment included in the care plan 


Sedation assessment tool is used if available, as identified with individualised care plan 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 4





			There is evidence of a plan of care for sedation management 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 5





			There is evidence that individualised care has been delivered


Documentation is clear, concise and in line with professional guidance





			Factor 6





			There is evidence of evaluation of care being delivered and actions taken as required


Documentation is clear, concise and in line with professional guidance





			Factor 7





			Available equipment/resources should include infusion pumps, BIS monitors, drug availability, on-call pharmacist and information leaflets


Equipment should be tested annually


Compliant with Medical Device Training 



































Score Sheet


			Factor


			Score


			Comments





			1


			


			





			2


			


			





			3


			


			





			4


			


			





			5


			


			





			6


			


			





			7


			


			

















ACTION PLAN


Completed by


Date





			Factor


			Action


			Person Responsible


			Time scale


			Date completed





			1


			


			


			


			





			2


			


			


			


			





			3


			


			


			


			





			4


			


			


			


			





			5


			


			


			


			





			6


			


			


			


			





			7


			


			


			


			














						Collaborative Benchmarking Group - Dec 2017







image3.emf

BM - Delirium Dec  2017.docx




BM - Delirium Dec 2017.docx

Deliruim – STATEMENT OF BEST PRACTICE


All patients will be assessment for delirium and receive appropriate care, according to their individual needs, optimising comfort and minimising adverse effects.


 





			


			FACTOR


			BENCHMARK OF BEST PRACTICE





			1


			Guidelines


			


Guidelines are available which are evidence based, up to date (< 3 yrs depending on organisational requirements), and used by everyone.








			2


			Education & Training 


			


All persons assessing for delirium and caring for delirious patients will be trained and assessed as competent in this practice.








			3


			Assessment undertaken by a trained and competent practitioner





			All patients will be assessed for delirium and have the result documented in line with the guideline by a trained and competent practitioner.





			4


			Planning and individualised care by a trained and competent practitioner





			All patients will have their delirium care needs planned and documented by a trained and competent practitioner.





			5


			Care delivery by a trained and competent practitioner


			


All patients will have their delirium care needs delivered, by a trained and competent practitioner according to their individualised care plan.








			6


			Evaluation and reassessment of care by a trained and competent practitioner


			


All patients will have their delirium care evaluated and their needs reassessed by a trained and competent practitioner.








			7 


			


Equipment / Resources





			All equipment and resources will be available for patients who require care for delirium or for the prevention of delirium. 




















			Factor 1 - Guidelines                                                 Guidelines should be less than 3 yrs old                           They must be evidence/research based





			Guidelines are not available


			Guidelines are available but they are not used 


			Guidelines are available, up-to-date but not used by everyone


			Guidelines up-to-date, and used by everyone





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 2 - Education:                                                   Training Packages / competencies:                                 Documentation available to prove competence





			Training is not given


			Some training is given at the bedside


			Formal training is given but staff are not assessed as competent.





			All persons caring for patients with delirium are formally trained and assessed as competent in this practice.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 3 - Assessment:                                               Risk Assessment tools:                                                       Documentation of assessment





			No assessment of delirium is  carried out


			Some assessment is carried out.


			All patients are assessed for delirium. 





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 4 - Planning:                                                   Documentation:                                                                    Guidelines





			No delirium care is planned


			Some patients have their delirium care needs planned.


			All patients have their delirium care needs planned





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 5 - Care Delivery                                            Documentation:                                                                    Guidelines      





			No delirium care is delivered


			Delirium care is delivered by an untrained practitioner.


Delirium care is delivered by a trained and competent practitioner but not according to their individual needs.


			All patients have their delirium care delivered by a trained and competent practitioner according to their individualised care plan





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 6 - Evaluation and Reassessment                  Care plan                                                                              Evidence of continuous assessment





			No evaluation of delirium is carried out.


			Some evaluation takes place.


			Evaluation takes place but there is no re-assessment


			All patients have the delirium care that they receive evaluated and re-assessed.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 7 - Equipment / resources                             Stock control





			No equipment is available


			Specialist delirium  equipment or resources are not readily available


Specialist delirium equipment or resources are available but not used when appropriate


			All equipment is readily available to care for all delirious patients and prevent delirium 








			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10











			Best Practice Notes





			Factor 1





			Audit tool – annual audit with review and action plan


Guidelines are based on current evidence /research / expert consensus and less than 3 years old





			Factor 2





			Training package and competency is available for all nursing and unregistered staff. Including methods to prevent delirium, signs &  symptoms of delirium, delirium management, NICE Clinical Guidelines.


Preceptorship with Step 1 competency for nursing staff


Training to include assessment tool, e.g CAM - ICU





			Factor 3





			Delirium assessment included in the care plan 


Delirium assessment tool is used if available, as identified with individualised care plan, e.g CAM - ICU


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 4





			There is evidence of a plan of care for delirium management 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 5





			There is evidence that individualised care has been delivered


Documentation is clear, concise and in line with professional guidance





			Factor 6





			There is evidence of evaluation of care being delivered and actions taken as required


Documentation is clear, concise and in line with professional guidance





			Factor 7





			Available equipment/resources should include delirium clocks, TV’s, pharmacological interventions, pharmacy support, clinical psychology support, information leaflets


Equipment should be tested annually


Compliant with Medical Device Training 
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END OF LIFE – STATEMENT OF BEST PRACTICE


When approaching the end of their life patients and their families will receive adequate and appropriate care according to their individual needs, optimising comfort and minimising adverse effects.


 





			


			FACTOR


			BENCHMARK OF BEST PRACTICE





			1


			Guidelines


			


Guidelines are available which are evidence based, up to date (< 3 yrs depending on organisational requirements), and used by everyone.








			2


			Education & Training 


			


All persons caring for patients approaching the end of life will be formally trained and assessed as competent in this practice.








			3


			Assessment undertaken by a trained and competent practitioner





			All patients will have their end of life care needs assessed and documented in line with the guideline by a trained and competent practitioner.





			4


			Planning and individualised care by a trained and competent practitioner





			All patients will have their end of life care needs planned and documented by a trained and competent practitioner.





			5


			Care delivery by a trained and competent practitioner


			


All patients will have their end of life care needs delivered, by a trained and competent practitioner according to their individualised care plan.








			6


			Evaluation and reassessment of care by a trained and competent practitioner


			


All patients will have their end of life care needs evaluated and their needs reassessed by a trained and competent practitioner.








			7 


			


Equipment / Resources





			All equipment and resources will be available for patients who are approaching end of life. 

















			Factor 1 - Guidelines                                                 Guidelines should be less than 3 yrs old                           They must be evidence/research based





			Guidelines are not available


			Guidelines are available but they are not used 


			Guidelines are available, up-to-date but not used by everyone


			Guidelines up-to-date, and used by everyone





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 2 - Education:                                                   Training Packages / competencies                                 Documentation available to prove competence





			Training is not given


			Some training is given at the bedside


			Formal training is given but staff are not assessed as competent.





			All persons caring for patients approaching end of life are formally trained and assessed as competent in this practice.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 3 - Assessment:                                               Risk Assessment tools:                                                        Documentation of assessment





			No assessment of  patients end of life care needs are  carried out


			Some assessment is carried out.


			All patients approaching end of life have their care needs assessed by a competent practitioner. 





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 4 - Planning:                                                   Documentation                                                              Guidelines





			No end of life care is planned


			Some patients have their end of life care needs planned.


			All patients  approaching end of life have their care needs planned  by a competent practitioner





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 5 - Care Delivery                                            Documentation                                                              Guidelines      





			No end of life care is delivered


			End of life care is delivered by an untrained practitioner.


End of life care is delivered by a trained and competent practitioner but not according to their individual needs.


			All patients  approaching end of life have their care needs delivered by a trained and competent practitioner according to their individualised care plan





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 6 - Evaluation and Reassessment                  Care plan                                                                       Evidence of continuous assessment





			No evaluation of  end of life care is carried out.


			Some evaluation takes place.


			Evaluation takes place but there is no re-assessment


			All patients approaching end of life have the care that they receive evaluated and re-assessed.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 7 - Equipment / resources                             Stock control





			No equipment is available


			Specialist end of life equipment or resources are not readily available


Specialist end of life  equipment or resources are available but not used when appropriate


			All equipment is readily available for patients approaching EOL.  





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10











			Best Practice Notes





			Factor 1





			Audit tool – annual audit with review and action plan


Guidelines are based on current evidence /research / expert consensus and less than 3 years old





			Factor 2





			Training package and competency is available for all nursing and unregistered staff. Including knowledge of ethical dilemmas in caring for patients approaching end of life, knowledge of rapid discharge policies, effective communication with patient & family throughout the end of life stages, emotional and spiritual support of patient, family and staff, last offices and organ donation.


Preceptorship with Step 1 competency for nursing staff


[bookmark: _GoBack]Training to include assessment tools, if available and appropriate e.g pain, nausea, agitation, sedation





			Factor 3





			End of life care assessment included in the care plan 


End of life care assessment tool is used if available, as identified with individualised care plan 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 4





			There is evidence of a plan of care for end of life management 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 5





			There is evidence that individualised care has been delivered


Documentation is clear, concise and in line with professional guidance





			Factor 6





			There is evidence of evaluation of care being delivered and actions taken as required


Documentation is clear, concise and in line with professional guidance





			Factor 7





			Available equipment/resources should include infusion pumps, drug availability, on-call pharmacist, information leaflets, Palliative Care team, Bereavement support, Pastoral Care and Specialist Organ Donation Nurse.


Equipment should be tested annually


Compliant with Medical Device Training 
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Eye Care – STATEMENT OF BEST PRACTICE


All patients will receive adequate and appropriate eye care according to their individual needs, optimising comfort and minimising adverse effects.


 





			


			FACTOR


			BENCHMARK OF BEST PRACTICE





			1


			Guidelines


			


Guidelines are available which are evidence based, up to date (< 3 yrs depending on organisational requirements), and used by everyone.








			2


			Education & Training 


			


All staff caring for patients with eye care needs will be formally trained and assessed as competent in this practice.








			3


			Assessment undertaken by a trained and competent practitioner





			All patients will have their eye care needs assessed and documented in line with the guideline by a trained and competent practitioner.





			4


			Planning and individualised care by a trained and competent practitioner





			All patients will have their eye care needs planned and documented by a trained and competent practitioner.





			5


			Care delivery by a trained and competent practitioner


			


All patients will have their eye care needs delivered, by a trained and competent practitioner according to their individualised care plan.








			6


			Evaluation and reassessment of care by a trained and competent practitioner


			


All patients will have their eye care needs evaluated and their needs reassessed by a trained and competent practitioner.








			7 


			


Equipment / Resources





			All equipment and resources will be available for patients who require eye care. 

















			Factor 1 - Guidelines                                                 Guidelines should be less than 3 yrs old                           They must be evidence/research based





			Guidelines are not available


			Guidelines are available but they are not used 


			Guidelines are available, up-to-date but not used by everyone


			Guidelines up-to-date, and used by everyone





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 2 - Education:                                                   Training Packages / competencies                                 Documentation available to prove competence





			Training is not given


			Some training is given at the bedside


			Formal training is given but staff are not assessed as competent.





			All staff caring for patients with eye care needs are formally trained and assessed as competent in this practice.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 3 - Assessment:                                               Risk Assessment tools:                                                        Documentation of assessment





			No assessment of  patients eye care needs are  carried out


			Some assessment is carried out.


			All patients have their eye care needs assessed by a competent practitioner. 





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 4 - Planning:                                                   Documentation                                                              Guidelines





			No eye care is planned


			Some patients have their eye care needs planned.


			All patients requiring eye care have their needs planned  by a competent practitioner





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 5 - Care Delivery                                            Documentation                                                              Guidelines      





			No eye care is delivered


			Eye care is delivered by an untrained practitioner.


Eye care is delivered by a trained and competent practitioner but not according to their individual needs.


			All patients have their eye care needs delivered by a trained and competent practitioner according to their individualised care plan





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 6 - Evaluation and Reassessment                  Care plan                                                                       Evidence of continuous assessment





			No evaluation of eye care is carried out.


			Some evaluation takes place.


			Evaluation takes place but there is no re-assessment


			All patients receiving eye care have the care that they receive evaluated and re-assessed.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 7 - Equipment / resources                             Stock control





			No equipment is available


			Specialist eye care equipment or resources are not readily available


Specialist eye care equipment or resources are available but not used when appropriate


			All equipment is readily available for patients receiving eye care.  





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10














			Best Practice Notes





			Factor 1





			Audit tool – annual audit with review and action plan


Guidelines are based on current evidence /research / expert consensus and less than 3 years old





			Factor 2





			Training package and competency is available for all nursing and unregistered staff. Including knowledge of anatomy & physiology of eyes, risks of developing eye health problems when on critical care and methods of prevention.


Preceptorship with Step 1 competency for nursing staff (not yet included in Step 1 competencies)


Training to include assessment tools, if available and appropriate.





			Factor 3





			Eye care assessment included in the care plan 


Eye care assessment tool is used if available, as identified with individualised care plan 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 4





			There is evidence of a plan of care for eye hygiene.


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 5





			There is evidence that individualised eye care has been delivered


Documentation is clear, concise and in line with professional guidance





			Factor 6





			[bookmark: _GoBack]There is evidence of evaluation of eye care being delivered and actions taken as required


Documentation is clear, concise and in line with professional guidance





			Factor 7





			Available equipment/resources should include pen torches, eye hygiene pack, sterile gauze, sterile water, prescribed ocular medications.


Access to opthamologist if patient condition necessitates. 
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Oral Care – STATEMENT OF BEST PRACTICE


All patients will receive adequate and appropriate oral care according to their individual needs, optimising comfort and minimising adverse effects.


 





			


			FACTOR


			BENCHMARK OF BEST PRACTICE





			1


			Guidelines


			


Guidelines are available which are evidence based, up to date (< 3 yrs depending on organisational requirements), and used by everyone.








			2


			Education & Training 


			


All staff caring for patients with oral care needs will be formally trained and assessed as competent in this practice.








			3


			Assessment undertaken by a trained and competent practitioner





			All patients will have their oral care needs assessed and documented in line with the guideline by a trained and competent practitioner.





			4


			Planning and individualised care by a trained and competent practitioner





			All patients will have their oral care needs planned and documented by a trained and competent practitioner.





			5


			Care delivery by a trained and competent practitioner


			


All patients will have their oral care needs delivered, by a trained and competent practitioner according to their individualised care plan.








			6


			Evaluation and reassessment of care by a trained and competent practitioner


			


All patients will have their oral care needs evaluated and their needs reassessed by a trained and competent practitioner.








			7 


			


Equipment / Resources





			All equipment and resources will be available for patients who require oral care. 

















			Factor 1 - Guidelines                                                 Guidelines should be less than 3 yrs old                           They must be evidence/research based





			Guidelines are not available


			Guidelines are available but they are not used 


			Guidelines are available, up-to-date but not used by everyone


			Guidelines up-to-date, and used by everyone





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 2 - Education:                                                   Training Packages / competencies                                 Documentation available to prove competence





			Training is not given


			Some training is given at the bedside


			Formal training is given but staff are not assessed as competent.





			All staff caring for patients with oral care needs are formally trained and assessed as competent in this practice.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 3 - Assessment:                                               Risk Assessment tools:                                                        Documentation of assessment





			No assessment of  patients oral care needs are  carried out


			Some assessment is carried out.


			All patients have their oral care needs assessed by a competent practitioner. 





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 4 - Planning:                                                   Documentation                                                              Guidelines





			No oral care is planned


			Some patients have their oral care needs planned.


			All patients requiring oral care have their needs planned  by a competent practitioner





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 5 - Care Delivery                                            Documentation                                                              Guidelines      





			No oral care is delivered


			Oral care is delivered by an untrained practitioner.


Oral care is delivered by a trained and competent practitioner but not according to their individual needs.


			All patients have their oral care needs delivered by a trained and competent practitioner according to their individualised care plan





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 6 - Evaluation and Reassessment                  Care plan                                                                       Evidence of continuous assessment





			No evaluation of oral care is carried out.


			Some evaluation takes place.


			Evaluation takes place but there is no re-assessment


			All patients receiving oral care have the care that they receive evaluated and re-assessed.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 7 - Equipment / resources                             Stock control





			No equipment is available


			Specialist oral care equipment or resources are not readily available


Specialist oral care equipment or resources are available but not used when appropriate


			All equipment is readily available for patients receiving oral care.  





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10














			Best Practice Notes





			Factor 1





			Audit tool – annual audit with review and action plan


Guidelines are based on current evidence /research / expert consensus and less than 3 years old





			Factor 2





			Training package and competency is available for all nursing and unregistered staff. Including knowledge of anatomy & physiology of oral mucosa, risks of developing oral health problems when on critical care and methods of prevention.


Preceptorship with Step 1 competency for nursing staff (not yet included in Step 1 competencies)


Training to include assessment tools, if available and appropriate.





			Factor 3





			Oral care assessment included in the care plan 


Oral care assessment tool is used if available, as identified with individualised care plan 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 4





			There is evidence of a plan of care for oral hygiene.


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 5





			There is evidence that individualised oral care has been delivered


Documentation is clear, concise and in line with professional guidance





			Factor 6





			There is evidence of evaluation of oral care being delivered and actions taken as required


Documentation is clear, concise and in line with professional guidance





			Factor 7





			Available equipment/resources should include oral hygiene pack, toothbrush, toothpaste, prescribed oral hygiene medications, oral suction, denture pots, access to oral fluids if not contraindicated. 


[bookmark: _GoBack]Access to dentist, dental hygienist or oral/maxo-facial surgeons if patient condition necessitates.  
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CRRT – STATEMENT OF BEST PRACTICE



All patient’s receiving CRRT will have their individual needs by a trained and competent practitioner, optimising comfort and with the minimal adverse effects.






			


			FACTOR


			BENCHMARK OF BEST PRACTICE





			1


			Guidelines


			Guidelines are available which are evidence based, up-to date (< 3 yrs depending on organisational requirements), and used by everyone









			2


			Education & Training 


			All persons caring for patients who are receiving CRRT will be formally trained and assessed in their practice or be supervised by a trained & competent practitioner.





			3


			Assessment of CRRT needs undertaken by a trained and competent practitioner.


			All patients will have their CRRT needs assessed using a standardised, evidence based protocol by a trained and competent practitioner. 





			4


			Planning and individualised care by a trained and competent practitioner.


			All patients will have their CRRT care needs planned, prescribed and documented by a trained and competent practitioner.





			5


			Care delivery by a trained and competent practitioner


			All patients will have their CRRT delivered by a trained and competent practitioner according to their individualised care plan.





			6


			Evaluation and reassessment of care by a trained and competent practitioner. 


			All patients will have the CRRT that they receive evaluated and their needs re-assessed by a trained and competent practitioner including the MDT








			7 


			Equipment / Resources






			Equipment will be available for all patients needing CRRT








			Factor 1 - Guidelines                                                 Guidelines should be less than 3 yrs old                           They must be evidence/research based





			Guidelines are not available


			Guidelines are available but they are not used 


			Guidelines are available, up-to-date but not used by everyone


			Guidelines up-to-date, and used by everyone





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 2 - Education:                                                   Training Packages / competencies:                                 Documentation available to prove competence





			Education and training is not given


			Some training is given at the bedside


			Formal training is given but staff are not assessed as competent and supervision is not available from a trained and competent practitioner


			All persons performing CRRT are  formally trained and assessed as competent in this practice.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 3 - Assessment:                                               Risk Assessment tools:                                                       Documentation of assessment





			No assessment of  CRRT is carried out


			Some assessment is carried out but not by a trained & competent practitioner


			Assessment for CRRT is carried out by a trained & competent practitioner but is not available 24hrs a day


			All patients have their CRRT needs assessed by a trained and competent practitioner using a standardised, evidence based protocol, available 24 hours per day





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 4 - Planning:                                                   Documentation:                                 Guidelines                 Prescription





			No CRRT care is planned


			Some patients have their CRRT needs planned.


			All patients have their individual CRRT needs planned   using a standardised, evidence based protocol





			0
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			3


			4


			5


			6


			7


			8


			9


			10





			Factor 5 - Care Delivery                                            Documentation:                                                                    Guidelines      





			No CRRT is delivered


			Some CRRT is delivered by an untrained practitioner.


			CRRT is delivered by a trained and competent practitioner but not according to their individual needs or in a timely or continuous way.


			All patients have their CRRT delivered by a trained & competent practitioner according to their individualised care plan





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 6 - Evaluation and Reassessment                  Care plan                                                                              Evidence of continuous assessment





			No evaluation of CRRT is carried out.


			Some evaluation takes place but not by the MDT


			Evaluation takes place but there is no re-assessment by the MDT


			All patients have the CCRT that they receive evaluated and re-assessed by the MDT 





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 7 - Equipment / resources                             Stock control





			No equipment is available


			CRRT equipment or resources are not readily available


			CRRT equipment or resources are available but not used when appropriate


			All equipment is readily available for all patients needing CRRT  





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10








			Best Practice Notes





			Factor 1





			Audit tool – annual audit with review and action plan



Guidelines are based on current evidence /research / expert consensus and less than 3 years old





			Factor 2





			Training package and competency is available for all practitioners including medical staff



Preceptorship with Step 1 competency for nursing staff



Training to include assessment tool, if available





			Factor 3





			CRRT assessment included in the care plan 



CRRT assessment tool is used if available, as identified with individualised care plan 



Shift safety checks completed and documented



Documentation of assessment is clear, concise and in line with professional guidance





			Factor 4





			There is evidence of a plan of care for CRRT including accurate prescription 



Documentation of assessment is clear, concise and in line with professional guidance





			Factor 5





			There is evidence that individualised care has been delivered



Documentation is clear, concise and in line with professional guidance





			Factor 6





			There is evidence of evaluation of care being delivered and actions taken as required



Documentation is clear, concise and in line with professional guidance





			Factor 7





			Available equipment/resources should include CRRT machine, appropriate fluid for therapy, filter circuit disposables and vascular access devices.



Equipment should be tested annually



Compliant with Medical Device Training 
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SUCTIONING OF AN ET/TRACHEOSTOMY TUBE – STATEMENT OF BEST PRACTICE



All patient’s will receive appropriate suction to meet their individual needs by a competent practitioner, optimising comfort and with the minimal adverse effects.






			


			FACTOR


			BENCHMARK OF BEST PRACTICE





			1


			Guidelines


			Guidelines are available which are evidence based, up-to date (< 3 yrs depending on organisational requirements), and used by everyone









			2


			Education & Training 


			All persons performing suction will be formally trained and assessed in their practice









			3


			Assessment of suction needs undertaken by a trained and competent practitioner






			All patients will have their suction needs assessed by a trained and competent practitioner.





			4


			Planning and individualised care by a trained and competent practitioner.


			All patients will have their suction care needs planned and documented by a trained and competent practitioner





			5


			Care delivery by a trained and competent practitioner


			All patients will have their suction delivered by a trained and competent practitioner according to their individualised care plan.





			6


			Evaluation and reassessment of care by a trained and competent practitioner


			All patients will have the suction that they receive evaluated and their needs re-assessed by a trained and competent practitioner.








			7 


			Equipment / Resources






			Equipment will be available for all patients needing suctioning








			Factor 1 - Guidelines                                                 Guidelines should be less than 3 yrs old                           They must be evidence/research based





			Guidelines are not available


			Guidelines are available but they are not used 


			Guidelines are available, up-to-date but not used by everyone


			Guidelines up-to-date, and used by everyone





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 2 - Education:                                                   Training Packages / competencies:                                 Documentation available to prove competence





			Training is not given


			Some training is given at the bedside


			Formal training is given but staff are not assessed as competent.






			All persons performing suction are be formally trained and assessed as competent in this practice.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 3 - Assessment:                                               Risk Assessment tools:                                                       Documentation of assessment





			No assessment and planning of  suction carried out


			Some assessment is carried out.


			All patients have their suction needs assessed. 





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 4 - Planning:                                                   Documentation:                                                                    Guidelines





			No suction care is planned


			Some patients have their suction needs planned.


			All patients have their individual suction needs planned





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 5 - Care Delivery                                            Documentation:                                                                    Guidelines      





			No suction is delivered


			Suction is delivered by an untrained practitioner.



Suction is delivered by a trained and competent practitioner but not according to their individual needs.


			All patients have their suction delivered by a trained and competent practitioner according to their individualised care plan





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 6 - Evaluation and Reassessment                  Care plan                                                                              Evidence of continuous assessment





			No evaluation of suction care is carried out.


			Some evaluation takes place.


			Evaluation takes place but there is no re-assessment


			All patients have the suction that they receive evaluated and re-assessed.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 7 - Equipment / resources                             Stock control





			No equipment is available


			Specialist suction equipment or resources are not readily available



Specialist suction equipment or resources are available but not used when appropriate


			All equipment is readily available for all patients needing suction  





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10








			Best Practice Notes





			Factor 1





			Audit tool – annual audit with review and action plan



Guidelines are based on current evidence /research / expert consensus and less than 3 years old





			Factor 2





			Training package and competency is available for all practitioners including medical staff, AHP and unregistered staff


Preceptorship with Step 1 competency for nursing staff



Training to include assessment tool, if available





			Factor 3





			Suctioning assessment included in the care plan 



Suctioning assessment tool is used if available, as identified with individualised care plan 



Shift safety checks completed and documented



Documentation of assessment is clear, concise and in line with professional guidance





			Factor 4





			There is evidence of a plan of care for suctionning 



Documentation of assessment is clear, concise and in line with professional guidance





			Factor 5





			There is evidence that individualised care has been delivered



Documentation is clear, concise and in line with professional guidance





			Factor 6





			There is evidence of evaluation of care being delivered and actions taken as required



Documentation is clear, concise and in line with professional guidance





			Factor 7





			Available equipment/resources should include wall suctioning, closed circuit suction systems, suction catheters  


Equipment should be tested annually



Compliant with Medical Device Training 
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PAIN MANAGEMENT – STATEMENT OF BEST PRACTICE


All patients will receive adequate and appropriate assessment and treatment of their pain, according to their individual needs, optimising comfort and minimising adverse effects.


 





			


			FACTOR


			BENCHMARK OF BEST PRACTICE





			1


			Guidelines


			


Guidelines are available which are evidence based, up to date (< 3 yrs depending on organisational requirements), and used by everyone.








			2


			Education & Training 


			


All persons assessing and administering pain management treatment will be trained and assessed as competent in this practice.








			3


			Assessment undertaken by a trained and competent practitioner





			All patients will have their pain management needs assessed and documented in line with the guideline by a trained and competent practitioner.





			4


			Planning and individualised care by a trained and competent practitioner





			All patients will have their pain management needs planned and documented by a trained and competent practitioner.





			5


			Care delivery by a trained and competent practitioner


			


[bookmark: _GoBack]All patients will have their pain management care delivered, by a trained and competent practitioner according to their individualised care plan.








			6


			Evaluation and reassessment of care by a trained and competent practitioner


			


All patients will have their pain management evaluated and their needs reassessed by a trained and competent practitioner.








			7 


			


Equipment / Resources





			All equipment and resources will be available for patients who require treatment for pain. 




















			Factor 1 - Guidelines                                                 Guidelines should be less than 3 yrs old                           They must be evidence/research based





			Guidelines are not available


			Guidelines are available but they are not used 


			Guidelines are available, up-to-date but not used by everyone


			Guidelines up-to-date, and used by everyone





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 2 - Education:                                                   Training Packages / competencies:                                 Documentation available to prove competence





			Training is not given


			Some training is given at the bedside


			Formal training is given but staff are not assessed as competent.





			All persons caring for patients receiving pain management    treatment are formally trained and assessed as competent in this practice.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 3 - Assessment:                                               Risk Assessment tools:                                                       Documentation of assessment





			No assessment of  patients pain is  carried out


			Some assessment is carried out.


			All patients have their pain management needs assessed. 





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 4 - Planning:                                                   Documentation:                                                                    Guidelines





			No pain management care is planned


			Some patients have their pain management needs planned.


			All patients have their pain management needs planned





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 5 - Care Delivery                                            Documentation:                                                                    Guidelines      





			No pain management treatment is delivered


			Pain management treatment is delivered by an untrained practitioner.


Pain management treatment is delivered by a trained and competent practitioner but not according to their individual needs.


			All patients have their pain management treatment  delivered by a trained and competent practitioner according to their individualised care plan





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 6 - Evaluation and Reassessment                  Care plan                                                                              Evidence of continuous assessment





			No evaluation of pain management treatment is carried out.


			Some evaluation takes place.


			Evaluation takes place but there is no re-assessment


			All patients have the pain management treatment that they receive evaluated and re-assessed.





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10





			Factor 7 - Equipment / resources                             Stock control





			No equipment is available


			Specialist pain management equipment or resources are not readily available


Specialist pain management equipment or resources are available but not used when appropriate


			All equipment is readily available for all patients needing pain management treatment.  





			0


			1


			2


			3


			4


			5


			6


			7


			8


			9


			10











			Best Practice Notes





			Factor 1





			Audit tool – annual audit with review and action plan


Guidelines are based on current evidence /research / expert consensus and less than 3 years old





			Factor 2





			Training package and competency is available for all nursing and unregistered staff. Including pharmalogical and non-pharmalogical interventions, verbal and non-verbal signs of pain


Preceptorship with Step 1 competency for nursing staff


Training to include assessment tool, e.g Pain Score and Modified Bromage Score





			Factor 3





			Pain assessment included in the care plan 


Pain assessment tool is used if available, as identified with individualised care plan 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 4





			There is evidence of a plan of care for pain management 


Documentation of assessment is clear, concise and in line with professional guidance





			Factor 5





			There is evidence that individualised care has been delivered


Documentation is clear, concise and in line with professional guidance





			Factor 6





			There is evidence of evaluation of care being delivered and actions taken as required


Documentation is clear, concise and in line with professional guidance





			Factor 7





			Available equipment/resources should include epidural, PCAS infusion pumps, drug availability, on-call pharmacist, pain team, and information leaflets


Equipment should be tested annually


Compliant with Medical Device Training 
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Microsoft_Excel_Worksheet7.xlsx

Sheet1


			Benchmarking Audit Tool








			Network:


			Trust:


			Year:


			Month:


			Person completing:


															Patient / Staff


			Factor 1 - Guideline												1			2			3			4			5


			Is there an evidence based guideline available ?  (reviewed within 3 years)


			When asked can staff locate the guidelines?


			Can staff describe their practice based on the guideline?


			Is compliance to the guideline audited?








			Factor 2 - Education & Training												1			2			3			4			5


			Does the unit have relevant training to underpin the guideline?


			Is there documented evidence staff have been trained?


			Is there evidence that 70% of staff have received training?


			Is there a key trainer/champion identified to deliver equiptment / practice training for this area of practice?








			Factor 3 - Assessment												1			2			3			4			5


			Is there documented evidence of patient assessment?








			Factor 4 - Planning												1			2			3			4			5


			Is there document evidence that care planning has taken place ?








			Factor 5 - Care Delivery												1			2			3			4			5


			Is there documented evidence care has been delivered according to the care plan ?








			Factor 6 - Evaluation												1			2			3			4			5


			Is there documented evidence that the planned care has been evaluated and reassessed?








			Factor 7 - Equipment												1			2			3			4			5


			Is the necessary equipment always available and in working order?












































Sheet2


			North Yorkshire and Humberside Network												North Yorkshire and Humberside Network						Yes			January						2017


			Harrogate												West Yorkshire Network						No			February						2018


			Royal Infirmary, Hull												North of England Network									March						2019


			Castlehill, Hull																					April						2020


			Scarborough																					May


			York 																					June


			Diana Princess of Wales, Grimsby																					July


			Scunthorpe																					August


			West Yorkshire Network																					September


			Airdale																					October


			Bradford																					November


			Calderdale																					December


			Huddersfield


			Pinderfields


			Dewsbury


			SJUH J81


			LGI L03


			SJUH J54


			LGI L04/05


			LGI 06/07


			North of England Network


			Northumbria Specialist Emergency Care Hospital


			Freeman Ward 37


			Freeman Ward 21


			RVI Ward 38 


			RVI Ward 18 


			South Tyneside


			QE, Gateshead


			Sunderland


			Durham 


			Darlington


			North Tees


			James Cook - General 


			James Cook - Cardio


			Friarage


			Carlisle


			Whitehaven
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