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Critical Care Operational Delivery Networks
England, Wales & Northern Ireland

Collaborative Regional Benchmarking Meeting

	
Minutes

Monday, 5th June, 2017 
10:00- 15:00hrs 
Critical Care Seminar Room 
Junction 8 
York District Hospital

	Minutes 

	1
	Attendance:
Julie Platten (NoECCN)
Linda Brennand (Airedale)
Elizabeth Depnering  (York) 
Yardley Sariano (Scarborough) Jayne Williamson (NSECH)
Michelle Hutchinson (QE) 
Vanessa Branney (Whitehaven)
Debbie Nicholson (Whitehaven) 

	Julia Hepplestone (North Tees) 
Linda Cross (Harrogate) 
Lesley Durham (NoECCN)
Sheelah Ainsworth (Leeds)
Vicky Harding (FHN, STees)
Hayley Shakesby (RI, Hull)
Natalie Glew (RI, Hull)
Dianne McGibbon (QE)
Joanne Walker (CHFT)

	Apologies 
Lindsay Nairn 
Andrea Berry  


	
2
	Network Update 
North Yorkshire & Humberside – no feedback available, servic eimprovemnet group meeting have been cancellled.
NoE -  Fast Focus groups continue, review guidelines. 
West Yorkshire – 
See attached presentation 

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







	3

	Eye and ET  guidelines reviewed and after minor ammendments agreed and signed off.
All guidelines to be uploaded onto West Yorkshire website.

	




	
4
	Presentaton from Openhouse  Products – Critical Care Transfer Bag
Carl Taylor  -  carl@openhouseproducts.com 
Video of product link provided 

	https://www.openhouseproducts.com/product/critical-care-patient-transfer-bag/ 


	5
	Website  
Members struggling to access the website – Andrea to resend joining instructions
	

	6

	New VAP bundle
See attached presentation 
Feedback of Line / circuit changes / subglotic tubes / wet dry humidification – next meeting to enable more complete data – plese return if not already done so.
Liz inform the group that there was a new ET tube available through NHSE (Free) for 24months as recomeded by NICE guidelines
https://www.nice.org.uk/advice/mib45 
	



https://www.england.nhs.uk/wp-content/uploads/2017/05/innovation-tech-tariff-technical-notes.pdf 

	8
	Prone Procedure 
Discussion surrounding the use of pillows – no research to support using pressure reliving mattress functionality instead of pillows. JP to develop guideance for next meeting. 
	


	9
	Review of scores 
Communication / Transfer / Privacy and Dignity  

	


	10
	Communication Guidelines 
Discussion surrounding communication, group to email what is important to develop a “things to consider list” e.g.interent accessability / trranslators etx  
	

	11
	Audit Form 
West Yorkshire Network developed an audit form to be used when benchmarking to provide some standardisation.
	





	13
	VAP bundle  
West Yorkshire Presented the work they have done surrounding the VAP bundle and updating it to refelect current research.
	


	14
	Next Meeting 
Next Benchmarks   
Weaning / O2 / Tracheostomy     
[bookmark: _GoBack]To be submitted by -  25/08/2017
	




	15
	Future Dates 2017:
Monday 11th September, 2017 – Critical Care Seminar Rm Junction 8
Monday 20th November, 2017 (please note change of date) 

	

	Next meeting: Monday 11th September 2017. 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

	Group to submit factors to be considered in communication
	All
	21st August

	Develop Prone Guideline 
	JP
	Next meeting

	Website joining instructions 
	AB
	ASAP

	Submit Line / Circuit Changes  if not already done
	ALL
	21st August

	ETT and Eye Care Guidelines to be uploaded to website
	JP
	ASAP

	Submit scores O2 and Humidification / Weaning / Tracheostomy
	All
	21st August

	Please ensure all benchmarking scores have been submitted
	Will send out a separate sheet with submission info 
	21st August
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VAP Care Bundle 

Rolling out VAP Care bundle 

VAP Care bundle agreed by CAB

Baseline audit commenced in April 

Education package













Bundle Elements 





IPC Visitors Guidance 

Now available in all critical care waiting areas across West Yorkshire 









Transfers

Group formed in late 2016

All documentation reviewed

Guidelines rewritten

Equipment lists agreed

Bag currently being trialled



















Signpost cards

Signpost cards being prepared to direct families and patients to Network website

www.wyccn.org

 

Will be available in waiting areas

Distributed via Outreach











BACCN

Two posters accepted:



Service Improvement across a Network – 

     Liz Ellis

Introducing a Falls Assessment tool –

      Sheelah Ainsworth 







What next??

Network Quality Improvement Lead appointed

Starts 12th June 
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Demographics


Person completing form:


Trust 


Unit


Year 


Month 


Activity 1 2 3 4 5 6 7 8 9 10


If the patient has been ventialted more 


than 72 hours do they have subglottic 


suction endotracheal / trachesostomy 


tube in situ?


Is the cuff pressure documented as being  


between 20-20mmH


2


0


In the last 24 hour period - have cuff 


pressure measurements been carried out 


every 4 hours as a minimum and after 


sigificant movement of patient i.e transfer, 


mobilisation


Has daily sedation hold been carried out 


?or if  seadtion is being managed using a  


target RASS has this been followed?


Is the patient being nursed in a semi-


recumbent (>30) position


Has the ventilator tubing only been 


changed if specifically indicated     


i.e.visible soiling


Has an assessment been carried out for 


Stress ulcer Prohylaxis (SUP)?


If Yes to above question has this been 


reviwed daily?


Where required is the patient receiving 


SUP?


In the previous 24hrs have oral hygiene 


needs been assed and delivered 


according to planned care?


Please complete the audit on 10 patients and return form to the Network by the 4th of each month.


Patients Audited
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INFORMATION
for visitors
to Critical Care

YOUR PART

in preventing the
spread of infection

We have prepared this information on
infection prevention and control to help

you play your part when visiting family or
friends inthe Ciitcal Care Ut

NHS
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West Yorkshire Pre Transfer check sheet v 3
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Best Practice Guidance – Endo Tracheal Tube Care 


 
These recommendations are bound by the current evidence and best practice at the time of writing and so will be subject to 


change as further developments are made in this field. 
 


Aim 


All patients with an endo-tracheal tube in situ will have care delivered competently, optimising their 


comfort and minimising adverse effects.  


 


Introduction  


It is common practice for critical care patients to require mechanical ventilation which is initially achieved via the 


insertion of an oral endo-tracheal tube (ETT), unless contraindications exist; as a consequence endo-tracheal intubation 


is one of the most commonly performed procedures undertaken in critical care1. 


The main indications for patient intubation in the critical care are: 


 To secure or maintain a clear airway 


 To prevent aspiration of gastrointestinal tract contents 


 To enable adequate tracheal suctioning 


 To apply mechanical ventilatory support 


 A key component of the management of any patient receiving mechanical ventilation is appropriate care and securing 


of the endo tracheal tube.  


It is essential that the position of the ETT remains stable for a number of reasons: 


 The ETT is fulfilling the function of the patients airway 


 To ensure access for optimal ventilation 


 ETT movement within the trachea may cause local trauma and as such is a source of significant discomfort to 


patients.  


Potential Risks 


Migration of ETT 


Migration of the ETT can occur in either direction up and down within the trachea and usually occurs during direct care 


activities when a patient is being moved. When the ETT moves distally (into the lungs) it can migrate into the right main 


bronchus which can result in ventilation of on line lung and progressive atelectasis of the non-ventilated lung2. The Main 


risk of ETT migrating up the trachea is unplanned extubation  


 


 


Unplanned extubation  


                                                                 
1
 Jaber,S. Jung,B. Chanquers,G. Yearbook of Intensive Care and Emergency Medicine. 2009, Vol. 2009, pp313-321. 


2
 Marino, P,L. The ICU Book 3rd Edition . Philidelphia : Lippincott Williams & Watkins, 2007.  
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Unplanned extubation is a major complication and the commonest incident associated with the management of ETT’s3.  


The adequate securing of ETT’s, adequate sedating and early weaning of patients have been demonstrated to reduce the 


risk of unplanned extubation3. 


 


Preserving skin integrity 


It is acknowledged that medical devices can cause damage to skin and mucosa due to the rigid materials from which 


they are manufactures, thus creating pressure on soft tissue4. Adhesive tapes used to secure devices may irritate the 


skin, especially where there is oedema around the device. It is also recognised that correct positioning and appropriate 


fixation and stabilisation of ETT’s can prevent pressure ulcers developing4,5 It is known that the occurrence of pressure 


ulcers creates pain and discomfort for patients and can result in an extended hospital stay. It is essential therefore that 


when an ETT is in situ, regular assessment and documentation of the skins condition is undertaken and remedial actions 


taken where necessary to prevent the development of pressure ulcers. ETT’s should be assessed every 2 hours for signs 


of damage and repositioned 4hrly to prevent damage created by pressure.  


 


Venous return and raised intracranial pressure 


In patients with raised intracranial pressure, all efforts should be made to prevent compression of the internal or 


external jugular veins. The use of tight tapes to secure ETT’s may impede cerebral venous return and result in raised ICP. 


 


Access to oral cavity to allow oral hygiene procedures 


A recognised risk to intubated patients is the acquisition of ventilator associated pneumonia (VAP) which increases 


morbidity and likely mortality6. Regular and effective oral hygiene, including the brushing of teeth, gums and tongue, has 


shown to reduce the risk of VAP7. ETT’s and their securing devices can obstruct access and the view of the oral cavity 


preventing effective oral care.  


 


Maintaining safe cuff pressure 


Any patient who requires an ETT requires regular measurement of the pressure within the cuff. This is to ensure there is 


an adequate cuff seal to enable effective ventilation without exerting unnecessary pressure on the tracheal mucosa. It is 


preferable to have an ETT with a high-volume low-pressure cuff that allows a large surface area of the cuff to come into 


contact with the tracheal wall while exerting lower pressures. Too low a cuff pressure sure may result in air and pressure 


loss from the lungs during forced ventilation and risk of aspiration of saliva and gastric feed or gastric content. Too high 


a cuff pressure may result in tissue damage and necrosis, tracheal stenosis and trachea-oesophageal fistulas. 8 


 


                                                                 
3
 Airway accidents in intubated intensive care unit patients: An epidemiological study. . Kapidia et al. 3, s.l. : Critical Care Medicine, 


2000, Vol. 28. 
4
A prospective pilot sudy of atypical pressure ulcers presentation in a skilled geriatric unit. . Jaul, E. 2, s.l. : Ostomy Wound 


Management , 2010, Vol. 27. 
5
 Preventing device relared pressure ulcers. Using data to guide statewide change. Apold, J. Rydrych, D. 1, s.l. : Journal of Nursing 


Care and Quality, 2012, Vol. 27. 
6
 Ventilator associated pneumonia: Diagnsis, treatment and prevention. Koeing,SM. Tuit JD. 4, s.l. : Clinical Microbiology, 2006, Vol. 


19. 
7
 High Impact Interventions. Care bundles to reduce ventilation -associated pneumonia. s.l. : Department of Health, 2011. 


8
 Jane Mallet, John W Albarran and Annette Richardson. Critical Care Manual of Clinical Procedures and Competencies. London : 


Wiley Blackwell, 2013. 978-1-4051-2252-8. 
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Standards of Care 


INTUBATION  


A risk assessment (Appendix 2) should be undertaken on admission to critical care to determine the most appropriate  


method of securing the ETT. Elements that need to be considered in the assessment process are: 


 


 Anticipated length of ventilation via ETT 


 Level of sedation and patient compliance 


 Skin integrity around lips and face, including presence of facial burns/trauma/surgery 


 Presence of raised intracranial pressure in neurological patients 


 


There are currently four main methods aimed at ETT stabilisation within the UK: 


 


 Adhesive medical tape 


 White cotton tape  


 Foam and Velcro straps 


 Endotracheal fixation device 


 


Change dressings / tapes every 24hrs or as recommended by manufacturer. 


It is not recommended to use white cotton tape in critical care patients whose anticipated length of intubation will 


exceed 6 hours or are in a high risk group of developing pressure ulcer.9 


 


ACTION: Risk Assessment to determine method of securing (Appendix 1)  


 


MAINTENANCE  


Ensure position of the ETT is assessed regularly (recommended 2 hourly) especially following mouth care or positional 


changes which could result in change of position. 


 


Position changed a minimum 4 hourly to prevent oral pressure damage and documented.  


ACTION: Check, observe and document the size and position of the ETT  


 


Check cuff pressure with a manometer at the beginning of every shift and then 4 hourly as a minimum, ensuring 


pressures are within safe limits 20-30 mmHg. (Appendix 2)  


ACTION: Check cuff pressures a minimum of 4 hourly  


 


                                                                 
9
 Critical Care Advisory Group (Hollister Ltd) . Best Practice Guidance: For the stabilisation of Endotracheal Tubes in Adult Critical 


Care Patients. 2009. 
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Aspiration of Subglottic port (if subglottic tube) or oral cavity suctioning 4 hourly as a minimum or as indicate  


(Appendix 3) 


ACTION: Aspirate oral cavity or subglottic tube 4 hourly or as indicated  


 


EXTUBATION  


 


Ensure patient and equipment is ready if extubation planned. 


 Sedation and enteral feeding have been stopped according to trust guidelines / protocol 


 Oxygen therapy (mask and tubing) is set up at the bedside Consider High flow nasal O2 


 Suction equipment at the bedside 


 Intubation trolley is at the bed side 


 


If an unplanned extubation occurs an incident form (Datix / IR1) should be completed. 


 


Nursing staff have been assessed as competent using the national competency document10


                                                                 
10


 CC3N. National Competency Framework for Critical Care Nurses.2016. 







ENDO TRACHEAL TUBE ASSESSMENT ALGORITHM – Appendix 1 


 


References: 1. Waterlow J (2005) Pressure Risk Assessment Tool and Waterlow Scale.  2. NPUAP/EPUAP (2009) Prevention and treatment of pressure ulcers. Clinical Practice Guideline. 3. Seessler et al. 
(2002) The Richmond agitation Score – Sedation Scale: validity and reliability in adult intensive care patients. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Adapted from Critical Advisory Group (Hollister Ltd) 


Device  


 
Bite block        = 1 
Guedell airway       = 2 
ETT insitu <24 hours      = 3 
ETT insitu ≥24 hours      =4 


Skin 1 


Healthy      = 0 
Tissue paper     = 1 
Dry       =1 
Oedematous      = 1 
Clammy/pyrexia     = 1 
Discoloured / Category 1 ulcer 


2  
 = 2 


Broken spots / Category 2-4 ulcer    = 3 
Presence of facial burns / trauma / surgery  = 3 
 


Sedation Score3 


Alert and calm       = 0 
Restless                        = 1 
Agitated       = 2 
Very agitated        = 3 
Combative       = 4 
Heavily sedated / paralysed      = 4 
Raised intracranial pressure in neurological patients  = 2 


Cumulative Total: Select all scores that apply from the 3 sections to calculate overall risk 


NB. Assessments should be undertaken more frequently in response to deteriorating patient conditions and patient with scores > 4 


<2 Low Risk  
 


Observation plus: 


 Good general oral hygiene practice 


 Use appropriate fixation and pressure 
relieving device (Local policy) 


Best Practice Principles 
 Intubated patients should be monitored constantly and assessed for potential extubation risk 
 Risk assessment of the ETT should be undertaken daily as a minimum, and scores and length at lip documented in the patients notes 
 ET tubes and fixation devices should be checked at least 2 hourly to prevent pressure ulcers developing around the lips and mouth. 
 A critical incident report should be generated for all accidental extubations documenting the ETT Assessment risk scored. Investigation should establish any mitigating 


circumstances that resulted in extubation.  


4 High Risk 
 


Observation plus: 


 Good general oral hygiene practice 


 Use of pressure relieving ETT fixation device. 
(Local Policy) 


 Consider need for tracheostomy 
 


≥2 but ≤4 Medium Risk 
 


Observation plus: 


 Good general oral hygiene practice 


 Use an alternative fixation and pressure 
relieving device. (Local policy) 


 


This algorithm should be implemented on orally intubated patients and used as a daily guide to support clinical judgement and determine best practice to minimise ETT harm. 
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Complications of Tracheal Tube Cuff Pressure Measurement – Appendix 2  


 


Problem Cause Suggested actions 


Cuff pressure too high – 
in excess of 25mmHg 


High –pressure low -volume cuffed tube 
in place 


Maintain cuff seal and inform practitioners regarding need to re-intubate with low- 
pressure high- volume cuffed tube 


High peak airway pressure (in excess of 
25mmHg) 


Check cause of high airway pressure. Maintain cuff seal and inform relevant 
practitioners 


Tracheal tube may be too small for the 
patient. 


 
Maintain cuff seal and inform relevant practitioners of the need to insert 
appropriate-sized tracheal tube 
 


Cuff pressure too low – 
below 15mmHg 


Low airway peak pressure (under 20 
mmHg) 


 
Check cause of low airway pressure and, if required, inform relevant practitioners. 
Inflate cuff to safe pressure if leak detected. 
 


Persistent cuff leak 


Cuff pressure is low 
 
Inflate cuff until leak occluded, maintain seal. Inform relevant practitioners 
 


Tracheal tube displaced, possibly sitting 
between and or above the vocal chords 


 
Inform relevant practitioners. Prepare to check length of the ETT on CXR and /or 
deflate cuff and position tracheal tube further down the trachea by appropriate 
practitioner 
 


 


Taken from: 


Critical Care Manual of Clinical Procedures and Competencies Jane Mallet, John W Albarran and Annette Richardson.. London : Wiley Blackwell, 2013. 978-1-4051-2252-8. 







Subglottic Suction – Appendix 3 


 


With Thanks - Academic Department of Critical Care -Queen Alexandra Hospital Portsmouth 


 


*Other time 







 


Adapted from Endotracheal Tube Care Plan – Northumbria Healthcare 
 


 


 


 


 


 


 


 


 


Date Tube Insertion 
 
 


 Intubation performed by: 
(Doctors Name &grade) 


Type and Batch number 
 
 


Size 
 
 


Position of tube at lip/nose 
 


……………..cm Grade of laryngoscopy view: 1      2      3      4 


Left □ Bougie used: Y  □       N □ 


Right □ Drugs used: 
 
 Middle □ 


Nasal  R  □  L  □ 


Risk Assessment Score 
 


 


CXR performed Y  □         N □ 
Tube secured –method 
 


 


CO2 Monitoring in situ Y  □  N □  Date / Time 
 


Assisting Nurse: 
(Please print name and grade) 


Reviewed by: 
(Doctors Name &grade) 


 
 
 


 


Comments: (please record any difficulties encountered) 
 
 
 
 
 
 
 


 


 


Ward / Unit Hospital  Admission Date 


 
 


  


TRUST LOGO 


DAY ONE – Insertion of Endotracheal Tube 


Patient Sticker 


Endotracheal 


Tube Care Plan 







 


 


ASSESSMENT & MONITORING 


Please enter initials in 
appropriate box 


Day 1 Day 2 Day 3 Day 4 


Date 
 


    


Time 
 


                


All Elements of Ventilator Care Bundle preformed 


 
Sedation Hold 
 


                


 
10-45o head elevation 
 


                


 
DVT prophylaxis 
 


                


 
GI prophylaxis 
 


                


 
Humidified Oxygen 
 


                


 
Closed suction changed 
 


X X X X X X X X 


    


X X X X 


Subglottic suctioning 
(if Required) 


                


 
Teeth / gums brushed 
 


 X X   X X   X X   X X  


 
Cuff pressure 
 


                


 
Cm at lips 
 


                


Tube position (R= right, L 
= left , M = middle) 


                


 


 
ET fixation changed  
 


                


 
Filter changed 
 


 X X X  X X X  X X X  X X X 


 
Ventilator tubing changed 
 


X X X X X X X X X X X X X X X X 







 


 


ASSESSMENT & MONITORING 


Please enter initials in 
appropriate box 


Day 5 Day 6 Day 7 


Date 
 


   


Time 
 


            


All Elements of Ventilator Care Bundle preformed 


 
Sedation Hold 
 


            


 
10-45o head elevation 
 


            


 
DVT prophylaxis 
 


            


 
GI prophylaxis 
 


            


 
Humidified Oxygen 
 


            


 
Closed suction changed 
 


X X X      X X X X 


Subglottic suctioning 
(if Required) 


            


 
Teeth / gums brushed 
 


 X X   X X   X X  


 
Cuff pressure 
 


            


 
Cm at lips 
 


            


Tube position (R= right, L 
= left , M = middle) 


            


 


 
ET fixation changed  
 


            


 
Filter changed 
 


 X X X  X X X  X X X 


 
Ventilator tubing changed 
 


X X X X X X X X     







 


 


 


EXTUBATION CHECKLIST 


 Performed by 
(Name and grade) 


Date / Time 


Instructed by medical staff, patient ready for 
extubation. 
(Doctor’s name and grade) 
 


 


  


 
Sedation Stopped 
 


  


 
Nasogastric feed stopped / tube aspirated 
 


  


 
Patient sat upright 
 


  


Equipment available: 
 


Oxygen Mask    
 


Oxygen tubing  
 


Air Entrainer     
 


10ml syringe   


 


□ 
 


□ 
 


□ 
 


□ 


 


 
Intubation trolley at bedside 
  


  


 
C circuit & mask available 
 


  


 
Endo tracheal and oral suctioning performed 
 


  


 
Patient extubated at: 
 


  


Comments 
Re-intubation plans / issues 
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Best Practice Guidance – Eye Care  


 
These recommendations are bound by the current evidence and best practice at the time of writing and so will be subject to 


change as further developments are made in this field. 
 


Aim 


 


All patients will receive adequate and appropriate assessment and treatment to ensure that their eyes are clean and 


optimum comfort and function is maintained. 


 


Introduction  


 


Normal physiological mechanisms provide protection against eye injury and infection. The conjunctiva, the thin 


protective layer of epithelium that forms a mucous membrane covering the anterior surface of the eye, protects the eye 


from mechanical injury and infection. The cornea lies immediately under the conjunctiva and is essential to admitting 


and refracting light to the lens, and therefore vital to sight. As the cornea is avascular it is very slow to heal if injured. 


Severe conjunctival injuries may cause opacity and blindness1. Although attention has been focused in prevention of 


nosocomial infections, comparatively little attention has been focused on the prevention of microbial keratitis 2. The 


purpose of this guideline is to inform nursing practice related to the provisions of eye care in critically ill patients and 


thus minimise the prevalence of ocular surface disorders in this group of patients.  


 


Potential Risks  


 


The critically ill patient is more susceptible than most patients in developing eye problems, for the following reasons: 


 


 Mechanical ventilation leads to the retention of body fluid, which in turn leads to increased venous pressure 


producing oedematous eyes.3 


 


 Paralysis and sedation prevent patients from carrying out important physiological eye protection mechanisms1. 


The blink mechanism becomes diminished with the consequence that tears are not effectively dispersed over 


the eye.  


 


                                                                 
1 Laight S. The Efficacy of Eye Caree for Ventilated Patients; Outline of an Experimental Comparative Research Pilot Study. Intensive 


Critical Care Nurse. 1996. 
2 Cortese D, Capp L, McKinley S. Moisture Chamber Versus Lubrication. American Journal in Critical Care. 1995. 
3 Joyce N. Eye Care for Intensive Care Patients, A Systematic review No 21. The Joanna Briggs Institute for Evidence Based Nursing 


and Midwifery. 2002. 
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 Tear production and dispersion are important in the prevention of infection and the maintenance of the 


structural integrity of the eye. 4 Tears maintain a moist environment for the surface epithelium of the cornea, 


lubricate the eye lids, wash away foreign material and cell debris, and prevent adherence of organisms to the 


ocular surface. Tears contain proteins such as immunoglobulin, lysozyme and lactoferrin that inhibit bacterial 


growth.  


 


 The side effects of some drug therapies are known to contribute to dry eyes; including atropine, some 


antihistamines and tricyclic antidepressants. 


 


 Eye care is vital to prevent ocular complications such as exposure kerotopathy – incomplete closure of the eye.  


 


Standards of Care 


 


 


Check patients’ assessment documentation for abnormalities normally present prior to proceeding with eye assessment 


and care, e.g. cataracts. An initial eye assessment should be undertaken within 2 hours following admission and at least 


every 12 hours 4. 


 


ACTION: Check for existing abnormalities.  


 


ASSESSMENT TOOL 


Table 1 


Physical Feature Assessment Tool Observation 


Eye Lashes Visual Observation  


 
Observe for stickiness, debris in lashes, lashes turning 
in. 
 


Eye Lids Visual Observation 
Observe for trauma, oedema, and ability to open eye, 
lacerations or lower lid turning in or out.   


Conjunctiva 
Visual Observation, ask patient to 
open their eyes. 


Observe for oedema, and any redness around cornea 
or all over. Sub-conjunctival haemorrhage.  


Cornea / Iris 
Visual Observation pen torch or 
ophthalmoscope 


Check to see if the cornea is hazy, cloudy or foreign 
bodies present or iris is discoloured. 


Pupil 
Visual Observation pen torch or 
ophthalmoscope 


Check pupil reaction, size, shape, white (possible 
cataract)  


Anterior chamber 
Visual Observation pen torch or 
ophthalmoscope 


Check for blood flow or pus in anterior chamber. Is it 
shallow or flat? 


 


ACTION: Initial Eye assessment within 2 hours of admission 


 


                                                                 
4 King DJ, Healy M. Prevention of Eye Disease in Intensive Care - A Telephone Survey. . Intensive Care Medicine. 2003. 
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After the initial assessment and subsequent assessments using the above guide, follow the eye care flow chart and if 


appropriate provide standard eye care.3 


Table 2 


Standard Eye Care 


Patient awake and able to blink;  
1. Allow patient to perform own eye care (or with assistance when required) by cleaning eyes as part of the patient 


facial wash or at patients request.  
2. If eyes become sticky or encrusted use sterile gauze and saline / water. 


Sedated patient, difficulty blinking;  
1. Clean eyes at least every 4 hours.  
2. Equipment needed- sterile gauze, sterile water (ampules), clean gloves, PPE and ocular lubricant if prescribed. 
3. Explain procedure, consent where possible. 
4. Clean Trolley, preform hand hygiene and apply appropriate PPE 


5. Head back where possible, AVIOD touching the delicate cornea 


6. Clean one eye and change gloves / equipment before cleansing the other to avoid cross contamination. (If one 
eye known to be infected – clean last)  


7. Clean from inner aspect of lids by the nose and sweep across the lids to outer aspect to prevent infection / 
debris being introduced into the lachrymal system discard soaked gauze and repeat as necessary. 


8. Apply Lacrilube as prescribed 


9. Document procedure in accordance with NMC standards 


Sedated & paralysed patient (unable to blink)  
1. Follow steps 1-5 for sedated patient but perform care 2 hourly.  


 


ACTION: Review a minimum of 12 hourly and deliver care as indicated 
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Standard Eye Care 
(Table 2)  


&  


Review at least every 12 hours 


Assess within 2 hours of Admission 
(Table 1) 


High Risk  


Cornea 


exposed  


Once reviewed  


Follow instructions 


 &  


Standard Eye Care  


Evidence of trauma and / 


or foreign bodies. 


Patient to have medical 


review 


 


Conjunctiva 


Exposed 


Oedema 


Standard Eye Care  


PLUS 


 


Swab eye(s) and send to 


microbiology 


 


Inform medical staff 


 


Consider Chloramphenicol 


 


Consider calling 


ophthalmology for advice 


 


 


Red 


and/or 


sticky 


Standard Eye Care  


PLUS 


 


Instil Hypromellose 2 hrly 


Or 


Simple Eye ointment 


 


 Consider calling 


ophthalmology for advice. 


 


 


 


 


Standard Eye Care  


PLUS 


 


Instil Hypromellose 2 hrly 


Or 


Lacrilube 2-4 hourly 


 


Inform medical staff 


 


Consider calling 


ophthalmology for advice. 


 


 


Eye Care Flow Chart 
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Line - circuit changes.xlsx
Sheet1

				Hospital & Unit 

				How often do you change?

				Product		Make:		No days before change		Comment

				Ventilator Tubing 

				Wet Circuit

				Dry Circuit 

				Giving sets

				Inotrope Lines 

				Propofol Lines 

				Actrapid lines 

				IV infusions (antibiotics



				Do you use:		Yes		No		Comment:

				Prefilled syringes (inotropes) 

				Central line packs (All components enclosed)

				Prefilled syringes in central line pack (flush)
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Benchmarking Scores.pptx
Benchmarking Scores 

05/06/17





		Privacy and Dignity						 		 		 		 		 

		 		Factor 1		Factor 2		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		North Yorkshire and Humberside Network		 		 		 		 		 		 		 

		Harrogate		 		 		 		 		 		 		 

		Royal Infirmary, Hull		 		 		 		 		 		 		 

		Castlehill, Hull		5		8		5		6		8		8		9

		Scarborough		9		9		9		9		9		9		9

		York 		10		9		9		9		9		9		10

		Diana Princess of Wales, Grimsby		 		 		 		 		 		 		 

		Scunthorpe		 		 		 		 		 		 		 

		West Yorkshire Network		 		 		 		 		 		 		 

		Airdale		8		7		6		6		8		6		8

		Bradford		 		 		 		 		 		 		 

		Calderdale & Huddersfield		7		8		8		10		10		10		10

		Pinderfields & Dewsbury		 		 		 		 		 		 		 

		Leeds Hospitals		 		 		 		 		 		 		 

		North of England Network		 		 		 		 		 		 		 

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

		Freeman Ward 37		9		9		8		7		6		10		10

		Freeman Ward 21		9		9		9		7		9		9		8

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside		 		 		 		 		 		 		 

		QE, Gateshead		10		10		10		9		9		10		10

		Sunderland		 		 		 		 		 		 		 

		Durham 		 		 		 		 		 		 		 

		Darlington		 		 		 		 		 		 		 

		North Tees		10		10		9		9		10		10		10

		James Cook - General 		 		 		 		 		 		 		 

		                         - Cardio		9		9		9		9		9		9		9

		Friarage		10		10		10		9		10		10		10

		Carlisle		1		9		9		10		10		10		10

		Whitehaven		10		10		10		10		10		10		10







		 Transfer 		Factor 1		Factor 2		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		North Yorkshire and Humberside Network		 		 		 		 		 		 		 

		Harrogate		 		 		 		 		 		 		 

		Royal Infirmary, Hull		 		 		 		 		 		 		 

		Castlehill, Hull		7		5		9		8		7		9		9

		Scarborough		10		6		7		8		8		10		10

		York 		8		3		6		8		8		9		9

		Diana Princess of Wales, Grimsby		 		 		 		 		 		 		 

		Scunthorpe		 		 		 		 		 		 		 

		West Yorkshire Network		 		 		 		 		 		 		 

		Airdale		5		7		8		8		8		9		9

		Bradford		 		 		 		 		 		 		 

		Calderdale & Huddersfield		10		8		7		8		10		10		10

		Pinderfields & Dewsbury		 		 		 		 		 		 		 

		Leeds Hospitals		 		 		 		 		 		 		 

		North of England Network		 		 		 		 		 		 		 

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

		Freeman Ward 37		8		6		9		7		10		7		10

		Freeman Ward 21		9		8		9		9		9		10		10

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside		 		 		 		 		 		 		 

		QE, Gateshead		9		8		9		9		10		9		10

		Sunderland		 		 		 		 		 		 		 

		Durham 		 		 		 		 		 		 		 

		Darlington		 		 		 		 		 		 		 

		North Tees		10		10		10		8		10		10		10

		James Cook - General 		 		 		 		 		 		 		 

		                         - Cardio		7		7		7		9		9		9		7

		Friarage		10		8		8		10		10		10		10

		Carlisle		10		8		10		10		10		10		10

		Whitehaven		10		9		10		10		10		10		10







		 Communication		Factor 1		Factor 2		Factor 3		Factor 4		Factor 5		Factor 6		Factor 7

		North Yorkshire and Humberside Network		 		 		 		 		 		 		 

		Harrogate		 		 		 		 		 		 		 

		Royal Infirmary, Hull		 		 		 		 		 		 		 

		Castlehill, Hull		5		6		7		5		8		7		9

		Scarborough		5		5		5		9		10		9		8

		York 		0		3		6		8		8		9		9

		Diana Princess of Wales, Grimsby		 		 		 		 		 		 		 

		Scunthorpe		 		 		 		 		 		 		 

		West Yorkshire Network		 		 		 		 		 		 		 

		Airdale		7		7		7		6		7		8		9

		Bradford		 		 		 		 		 		 		 

		Calderdale & Huddersfield		0		4		4		9		9		9		9

		Pinderfields & Dewsbury		 		 		 		 		 		 		 

		Leeds Hospitals		 		 		 		 		 		 		 

		North of England Network		 		 		 		 		 		 		 

		Northumbria Specialist Emergency Care Hospital		6		7		7		9		9		9		10

		Freeman Ward 37		6		10		10		9		9		8		8

		Freeman Ward 21		0		6		9		9		9		8		6

		RVI Ward 38 		 		 		 		 		 		 		 

		RVI Ward 18 		 		 		 		 		 		 		 

		South Tyneside		 		 		 		 		 		 		 

		QE, Gateshead		5		6		3		8		9		9		10

		Sunderland		 		 		 		 		 		 		 

		Durham 		 		 		 		 		 		 		 

		Darlington		 		 		 		 		 		 		 

		North Tees		10		8		8		10		10		8		8

		James Cook - General 		 		 		 		 		 		 		 

		                         - Cardio		2		8		8		7		9		8		6

		Friarage		8		0		8		8		8		8		9

		Carlisle		7		8		10		10		9		10		8

		Whitehaven		0		10		10		9		10		10		9
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Benchmarking Audit Tool West Yorkshire (1).xlsx
Sheet1

		Benchmarking Audit Tool





		Network:				West Yorkshire 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 mvcare has been evaluated





		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
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		West Yorkshire Network														September
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Benchmarking Audit Tool North Yorkshire.xlsx
Sheet1

		Benchmarking Audit Tool





		Network:				North Yorkshire and Humberside 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 mvcare has been evaluated





		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
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Copy of Benchmarking Audit Tool NoECCN.xlsx
Sheet1

		Benchmarking Audit Tool





		Network:				North of England 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 mvcare has been evaluated





		Factor 7 - Equipment								1		2		3		4		5

		Is the necessary equipment always available and in working order?
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WYCCN Ventilator Associated Pneumonia Care Bundle.pptx
Ventilator Associated Pneumonia Care Bundle
(VAP)







VAP

“Ventilator-associated pneumonia (VAP) in a critically ill patient significantly increases risk of mortality and, at a minimum, increases ventilator time, length of stay, and cost of care. It is a complex condition not only to diagnose but also to treat, thus prevention is extremely important”

Institute for Healthcare Improvement (2007)

http://www.ihi.org/Topics/VAP/Pages/default.aspx







Definition of VAP

Ventilator-associated pneumonia (VAP) is defined as pneumonia that occurs 48-72 hours or thereafter following endotracheal intubation, characterized by the presence of a new or progressive infiltrate, signs of systemic infection (fever, altered white blood cell count), changes in sputum characteristics, and detection of a causative agent [1].





1. American Thoracic Society, Infectious Diseases Society of America: Guidelines for the management of adults with hospital-acquired, ventilator-associated, and healthcare-associated pneumonia. Am J Respir Crit Care Med 2005, 171: 388-416.







Impact 

VAP is estimated to occur in 9-27 % of all mechanically ventilated patients, with the highest risk being early in the course of hospitalization3

Studies have placed the attributable mortality for VAP at between 33-50 %, but this rate is variable and relies heavily on the underlying medical illness4 

VAP is the second most common nosocomial infection in the intensive care unit and the most common in mechanically ventilated patients5

VAP increases length of ICU stay by 28%6





3. Chastre J, Fagon JY: State of the art: ventilator-associated pneumonia. Am J Respir Crit Care Med 2002, 165: 867-903

4. American Thoracic Society, Infectious Diseases Society of America: Guidelines for the management of adults with hospital-acquired, ventilator-associated, and healthcare-associated pneumonia. Am J Respir Crit Care Med 2005, 171: 388-416.

5. Hunter JD: Ventilator associated pneumonia. BMJ 2012, 344: e3325. 10.1136/bmj.e3325

6. Nosocomial pneumonia: incidence, morbidity and mortality in the intubated-ventilated patient. 

Pittett 1994





Risk Factors


Mechanical ventilation with Endotracheal intubation including Tracheostomy

Prolonged mechanical ventilation

Advanced age

Pre-existing sinusitis and lung disease

Micro or macro-aspiration of oropharyngeal or gastric contents

Malnutrition and immunosuppression

Obesity

Chronic lung disease







Radiology signs

2 or more serial chest x-rays with at least one of the following



New or progressive and persistent infiltrate

Consolidation

Cavitation







Clinical signs

At least one of the following:

Fever (temperature > 38c with no other recognised cause)

Leucocytosis > 12000WCC/uL or leucopenia (<4000 WCC /uL)

For adults 70 years or older, altered mental status with no other recognisable cause

and at least 2 of the following:

New onset of purulent sputum, or change in character of sputum, or increased respiratory secretions, or increased suctioning requirements

New-onset or worsening cough, or dyspnoea or tachypnoea

Bronchial breath sounds

Worsening gas exchange (e.g. O2 desaturations [PaO2/FiO2 ≤ 240], increased O2 requirements, or increased ventilation demand)







Microbiological criteria (optional)

Positive growth in blood culture not related to another source of infection

Positive growth in culture of pleural fluid

Positive quantitative culture from bronchoalveolar lavage (≥104 colony forming units/ml) or protected specimen brushing (≥103colony forming units/ml)

5% or more of cells with intracellular bacteria on direct microscopic examination of Gram-stained bronchoalveolar lavage fluid

Histopathological evidence of pneumonia







Elements of VAP Bundle







Elements of the VAP bundle (2016)

		Subglottic Suction  (Endotracheal/Tracheostomy) used in patients anticipated to be ventilated >72 hours

		Ventilated Patients trachaelly intubated patients, maintain cuff pressure 20-30cm (optimally 25cmH2O)

		Cuff Pressure measurements Minimum 4-6 Hours and following significant patient movement (transfer, turn etc.)

		Daily Sedation Hold (unless contraindicated) or based on target RASS

		Patients Nursed in Semi-recumbent position (unless contraindicated) >30°

		Ventilator Tubing and Suction systems changed only if specifically indicated, soiling etc. (or in conjunction with manufacturers guidelines).

		Stress Ulcer Prophylaxis should be used only in patients considered to be ‘at risk’ of upper gastrointestinal bleeding. If prescribed review regularly and specifically when enteral feed is established.

		Regular Oral hygiene. Oral Care should be assessed according to risk.









Subglottic Suction

Secretions potentially can bypass cuff – deflated or inflated

Pooling of secretions above ETT but below Vocal Cords

Conventional suction catheters cannot access this area

Subglottic Suction Drainage has a consistent positive impact on VAP







Subglottic Suction  (Endotracheal/Tracheostomy) to be used in patients anticipated to be ventilated >72 hours





Cuff Pressure

Potential micro-aspiration can be reduced by cuff pressure 20-30cmH2O

Checked 4 – 6 hourly

Individual assessment

Rationale for cuff pressure outside the guideline should be documented

Mechanically-ventilated patients should intubated with an orotracheal tube or tracheostomy should have cuff pressure maintained between 20-30 cmH2O (optimally 25cmH2O)



Cuff pressure measurements should be carried out every 4-6 hours as a minimum and following any significant movement of the patient i.e. transfer, mobilisation







Sedation Hold

Over Sedation (direct or accumulated) can increase ventilator days predisposing to VAP

Targeted RASS or Daily Sedation Interruption or hold used to promote spontaneous breathing is an effective combined strategy to reduce risk of VAP

Clinical status and assessment should be rationale and documented.



Daily Sedation Hold (unless contraindicated) or based on target RASS





Semi-recumbent Position

Reduces the risk of aspiration.

45° is best but not practical for the mechanically ventilated patient

30° is recommended to avoid supine position



Patients should be nursed in a semi-recumbent position (>30 degrees) unless contraindicated









Avoid Ventilator Circuit Changes

Humidified gases condense in the tubing promoting pathogens growth

Accidental inhalation during manipulation of the tube is possible.

Change only if clinically indicated or as per standard operating procedure

Adds to further cost reduction



Ventilator tubing and suction systems should only be changed if specifically indicated, such as by visible soiling, to avoid unnecessary changes (in conjunction with manufacturers recommendations)





Stress Ulcer Prophylaxis (SUP)

Increased incidence of VAP weighed against SUP

Insufficient evidence to support use of SUP

Assess risk of GI bleed patient by patient use SUP where indicated and essential against GI Bleed



Stress ulcer prophylaxis should be used judiciously, and only in patients considered to be at high risk of upper gastrointestinal (GI) bleeding. If a patient is prescribed SUP this should be reviewed regularly and specifically when enteral feeding is established





Oral Hygiene

Use of oral chlorhexidine is no longer advocated as a routine practice for critical care patients with the exception of cardiac surgery patients

Oral hygiene remains a positive preventative measure against dental caries and gingivitis in the ventilated patients and should be undertaken regularly



Regular oral hygiene should be maintained; oral care should be assessed and delivered according to identified risk







Review and Audit

Compliance to the VAP care bundle will be audited monthly

Reports produced quarterly
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BM Oxygen therapy and humidification and Action Plan.doc
OXYGEN THERAPY AND HUMIDIFICATION - STATEMENT OF BEST PRACTICE

Oxygen therapy and humidification will have care delivered safely by a registered practitioner, optimising their 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 a patients receiving oxygen therapy and humidification will be formally trained and assessed in this practice





		3

		Assessment of oxygen therapy and humidification needs undertaken by a trained and competent practitioner




		All patients will have their oxygen therapy and humidification needs assessed



		4

		Planning and individualised care by a trained and competent practitioner




		All patients will have their oxygen therapy and humidification needs planned



		5

		Care delivery by a trained and competent practitioner

		All patients receiving oxygen therapy and humidification will have their care delivered according to their individualised care plan





		6

		Evaluation of care by a trained and competent practitioner

		All patients will have their oxygen therapy and humidification requirements evaluated and reassessed





		7 

		Equipment / Resources




		Equipment will be available for all patients requiring  oxygen therapy





		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

		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 a patient with oxygen and humidification are formally trained and assessed as competent in this practice.



		 0                        

		2

		3

		

		5

		6

		

		8

		9

		10



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



		No assessment of oxygen and humidification needs carried out

		Some assessment is carried out.

		All patients will have their oxygen and humidification care needs assessed.



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 4: Planning:                                                                               Documentation                                             Guidelines                         



		No care planned

		Some patients have their oxygen and humidification needs planned.

		All patients have their individual oxygen and humidification care planned.



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 5: Care Delivery                                             Documentation:                                                         Guidelines      



		No oxygen and humidification care delivered

		Oxygen and humidification care delivered but not according to individualised care plan

		All patients will have their care oxygen and humidification delivered according to their individualised care plan.



		0

		2

		3

		

		5

		6

		

		8

		9

		10



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



		No evaluation of oxygen and humidification care is carried out.

		Some evaluation takes place.

		Evaluation takes place but there is no re-assessment

		All patients will have their oxygen and humidification care that they receive evaluated and re-assessed.



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 7: Equipment / resources                                        Stock control



		No equipment is available

		Specialist equipment or resources are not readily available

		All equipment readily available for all patients requiring oxygen and humidification



		0

		2

		3

		

		5

		6

		

		8

		9

		10





		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

		

		

		



		Training to include assessment tool

		

		

		



		Factor 3

		

		

		

		



		Oxygen therapy and humidification assessment is included in the care plan 

		

		



		Oxygen therapy and humidification assessment tool is used as identified with individualised care plan 



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

		

		



		Factor 4

		

		

		

		



		There is evidence of a plan of care for oxygen therapy and humidification

		

		



		Documentation of an individualised plan is clear, concise and in line with NMC guidance

		

		



		Factor 5

		

		

		

		



		There is evidence that individualised care has been delivered

		

		



		Documentation is clear, concise and in line with NMC 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 NMC guidance

		

		



		Factor 7

		

		

		

		



		Available equipment/resources should include humidifiers, medical device training
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WEANING A PATIENT FROM ARTIFICIAL VENTILATION – STATEMENT OF BEST PRACTICE

Patients weaning from artificial ventilation will have care delivered safely, optimising their comfort and minimising adverse effects.




		

		FACTOR

		BENCHMARK OF BEST PRACTICE



		1

		Guidelines

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






		2

		Education & Training 

		All persons attempting to wean patients from artificial ventilation will be formally trained and assessed as competent in practice






		3

		Assessment by a trained and competent practitioner

		All patients will have their weaning needs assessed and a weaning plan/pathway commenced when required






		4

		Planning and individualised care by a trained and competent practitioner 

		All patients will have their weaning planned according to their individual needs and based on an evidence-based guideline or protocol






		5

		Care delivery by a trained and competent practitioner

		All patients will have their weaning delivered according to their individual needs and based on an evidence-based guideline or protocol






		6

		Evaluation of care by a by a trained and competent practitioner

		All patients will have their weaning evaluated according to their individual needs and based on an evidence-based guideline or protocol



		7

		Equipment

		All equipment required will be readily available to facilitate the weaning process








		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

		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.




		All persons attempting to wean patients from artificial ventilation will be formally trained and assessed as competent in practice.



		 0                        

		2

		3

		

		5

		6

		

		8

		9

		10



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



		No assessment of the individual’s weaning needs is carried out

		Some assessment is carried out.

		All patients will have their weaning needs assessed and a weaning plan/pathway commenced when required.



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 4: Planning ,:                                                                                                                     Documentation                                             Guidelines                         



		Care is not planned, delivered or evaluated by a registered practitioner

		Care is delivered by a registered practitioner but it is neither planned or evaluated Care is delivered by a registered practitioner but it is not planned according to their individual needs

		All patients will have their weaning planned according to their individual needs and based on an evidence-based guideline or protocol.



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 5: Delivery:                                                                                                                     Documentation                                             Guidelines                         



		Care is not planned, delivered or evaluated by a registered practitioner

		Care is delivered by a registered practitioner but it is neither planned or evaluated Care is delivered by a registered practitioner but it is not planned according to their individual needs

		All patients will have their weaning delivered according to their individual needs and based on an evidence-based guideline or protocol.



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 6: Evaluation:                                                                                                                     Documentation                                             Guidelines                         



		Care is not planned, delivered or evaluated by a registered practitioner

		Care is delivered by a registered practitioner but it is neither planned or evaluated Care is delivered by a registered practitioner but it is not planned according to their individual needs

		All patients will have their weaning evaluated according to their individual needs and based on an evidence-based guideline or protocol.



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 7: Equipment / resources                                        Stock control



		No equipment is available

		Specialist equipment or resources are not readily available

		All equipment required will be readily available to facilitate the weaning process.



		0

		2

		3

		

		5

		6

		

		8

		9

		10





Best practice guidance 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


Factor 3


A weaning assessment is included in the care plan 


A weaning assessment tool is used as identified with individualised care plan 


Shift safety checks completed and documented


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


Factor 4


There is evidence that weaning has been planned, delivered and evaluated and actions taken as required

Documentation of an individualised plan is clear, concise and in line with NMC guidance


Factor 5

Available equipment/resources should include infusion pumps, drug availability, on-call pharmacist, medical device training
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TRACHEOSTOMY CARE – STATEMENT OF BEST PRACTICE

Patient's with a tracheostomy in situ will have their care delivered safely, optimising their 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 a patients with tracheostomies will be formally trained and assessed in this practice







		3

		Assessment and planning of care by a registered practitioner

		All patients with a tracheostomy in situ will have their care needs assessed and individualised care planned.



		4

		Care delivery by a trained and competent practitioner

		

All patients will have their tracheostomy care delivered according to their individualised care plan 





		5

		Evaluation and re-assessment of care by a registered practitioner

		

All patients will have the tracheostomy care that they have received evaluated and re-assessed





		6

		Communication

		Patients, carers or significant others will be given information on all aspects of their tracheostomy care according to their individual needs and this information will be re-enforced at all opportunities. Patient’s optimal choice of communication is documented and always used



		7

		

Equipment / Resources



		Equipment and resources will be available for all patients with a tracheostomy insitu





		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

		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 a patient with a tracheostomy in situ are formally trained and assessed as competent in this practice.



		 0                        

		2

		3

		

		5

		6

		

		8

		9

		10



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



		No assessment of tracheostomy needs carried out

		Some assessment is carried out.

		All patients will have their tracheostomy care needs assessed.



		0

		2

		

		

		

		6

		

		8

		9

		10



		Factor 4: Care Delivery:                                                                               Documentation                                             individualised care plan



		No care planned

		Tracheostomy  care delivered but not according to individualised care plan

		All patients will have their tracheostomy care delivered according to their individualised care plan.



		0

		2

		3

		

		5

		

		

		8

		9

		10



		Factor 5:  Evaluation and Reassessment                                          Care plan                                        Evidence of continuous assessment



		No evaluation of tracheostomy care is carried out.

		Evaluation takes place but there is no re-assessment

		All tracheostomy care that they receive is evaluated and re-assessed



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 6:  Communication,  Documentation                                                   Use of equipment: letter board, pen and paper, etc   leaflets for patient / relatives



		Optimal method of communicating is not identified and communication is not encouraged

		Communication is encouraged but patient’s optimal method of communication is not documented or shared

		Patient’s optimal choice of communication is documented and always used



		0

		2

		3

		

		5

		6

		

		8

		9

		10



		Factor 7: Equipment / resources                                        Stock control           Audit



		No equipment is available

		Specialist equipment or resources are not readily available

		All equipment readily available for all patients with a tracheostomy in situ.



		0

		2

		3

		

		5

		6

		

		8

		9

		10









































































Best practice guidance notes

Audit tool – annual audit with review and action plan

Guidelines are based on current evidence /research / expert consensus 

Documentation is clear, concise and in line with NMC guidance

Best practice guidance 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

Preceptorship with Step 1 competency for all new staff

Factor 3

Shift safety checks completed and documented

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

Factor 4

		There is evidence of a care plan for tracheostomy care

Documentation of an individualised plan is clear, concise and in line with NMC guidance





Factor 5

		There is evidence that individualised care has  been delivered

		



		Documentation is clear, concise and in line with NMC guidance

Factor 6

There is evidence that there is information on tracheostomies available for patients and relatives 

The optimal methods of communication is used for the patient and documented 

Factor 7

Available equipment/resources should include infusion pumps, drug availability, on-call pharmacist, medical device training
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