Critical Care Outreach Team -

Advanced Clinical Practice

its Impact on Improving Recognition
and Escalation of Deteriorating Patients
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ackground

Globally: Failure to recognise and respond to deteriorating
patients remains challenging despite various measures to
address the problem (Odell, 2015)

In the UK, we have Rapid Response Systems and track-and-
trigger tools such as the National Early Warning Score (NEWS2)
to optimise prompt recognition and response to deterioration

In our trust: Inconsistencies in clinical practice in patients’
physiological observation monitoring posed a risk to patient
safety, leading to delays in recognition and escalation of
deteriorating patients




Challenges in the wards

High numbers of new nurses who require training

Staff shortage leading to increase use of agency/bank
nurses who ae not aware of the Trust’s protocol

Over reliance of nurses on HCAs

Inconsistent use of the available technology in patient
monitoring




Ambition

To enhance the performance of ward nursing staff in
monitoring and escalating patients’ physiological
observations through new innovative clinical practice that
will facilitate the prompt recognition and escalation of acute
deterioration.
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Conceptual model of the Rapid Response System (RRS): Smith et al, (2022). Selecting intervention content to target barriers and enablers of recognition and response to deteriorating patients: an
online nominal group study. BMC Health Services Research. 22.10.1186/s12913-022-08128-6.
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Objectives and
Outcome

Measures

Methods

Objectives

90% Complionce against the NEWS2
Audit

Reduced Serious Incident reports
on “Suboptimal care and or Failure to

Rescue” due to failure to recognise and
escalate

Outcome Measures

+ Accurate completion of all 6 NEWS2 parameters

+ Repeat Observations within 15 minutes and 1 hour

« Evidence of nursing escalation (Situation
Background Assessment and Recommendation

(SBAR)/2222 Emergency Call/notes)

Monthly report from the DATIX reporting tool
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THE INNOVATIVE STRATEGIES
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.~ DETERIORATING PATIENTS

e

HS
Chelsea and Westminster Hr_{sp‘;i‘ml‘
Observation Rounds
LS TR gRe
10:00 — 14:00 — 18: 00

22:00 -02:00-06:00
(check patients/observation as required)

l

Check Deteriorating Patient Dashboard
(immediately post observation rounds)

If NEWS2 score > 5 or 3 in one parameter

Nurse to re-check observation within 15 mins (FIRST TRIGGER ONLY)
Observation Frequency as per plan (IF ONGOING)
Complete Sepsis Screening as required

Escalate using SBAR as per NEWS2 Trust Protocol

CERNER: how to monitor deteriorating patients in your area
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Deteriorating Patient Dashboard

Situation
a concise statement of the
problem

Background
pertinent and brief information
related to the situation

Assessment
analysis and considerations of
options — what you found/think

Recommendation
action requested/recommended
— what you want
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w Chelsea and Westminster Hospital m
. . . - NH5 Foundation Trust
Deteriorating Patient/ Sepsis Pathway
NEWS 2 5 or 3 in one parameter or any acute clinical change?
|
i : |
n | v
. | _ _ | OnGoing L - -
I I I~ f
| I
C | v v
| _ _ ] ESCALATE as per
a Sepsis Confirmed with Chronic Diseases  Post |
| : treatment Operative  ICU Discharge NEWS protoco
l | |
I h'd v
| » Monitor as per NEWS52 » Clinical Team to determine COMPLETE SEPSIS
| " Continue Treatment alternative SCREENING + ACTION TOOL
P * Escalate if worsening to escalation threshold and .
| AlCU/Level 1 . = in Cerner every 12-24 hours
| _ ) ) observation frequency |
r » Daily completion of Sepsis = Parameter Plan set by I
a I Tool SpR/Consultant I
| - NEWS Scale 1 or 2 v
C : AMBER ELAG Any RED flag present
t | |
i v | | L.
v v SENIOR MEDICAL REVIEW NOW!
c _
Continue as per Urgent Medical think Sepsis Six (B.U.F.A.L.O.)
€ NEWS protocol i i Review
Complete De-Escalation Tool by a Clinician All within 60mins!
Designed by CCOT /Approved by Sepsis QIP Core Group 2021 : NICE guideline [NG51] Sepsis: recognition, diagnosis and early management.
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Collaboration between the Critical Care Outreach Practitioner
and the Ward Nursing Team

NN !/ /

f

Senior Leaders Engagement and Support

5 O = =~ 00 O C O m



Outcomes

Reduced Development of
Increased related CQUIN Targets Reduced ICU automated
NEWS2 hieved Unplanned dashboard for
Adherence .rep.orted Achieve Admission performance
incidents management




Outcomes

Manual audits were conducted on 9 pilot wards

o
Pre and Post Intervention Implementation 89 /0

(Post-interventions)

Overall NEWS2 Adherence Performance ﬁ

55%

(Pre-
interventions)

Aug Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Feb-24
20229pre)

e Overall NEWS2 Adherence Performance

Increased
NEWS2
Adherence




Outcomes

From manual snap-shot audit to automated comprehensive data collection dashboard for
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Development of
automated

performance
management

# of trigger events

% of observations repeated within 1 hour
% of SBAR logged following trigger

% of timely clinician review (< 60 mins)

% seen by CCOT

% admitted to ICU




Outcomes o

related
reported
incidents

DATIX INCIDENTS RECORD

Sub-Optimal Care Case due to Failure to Rescue Case dueto

Failure to Adhere to NEWS Protocsl Failure to Adhere to NEWS Protocol
Failure to Recognize and Escalate Deteriorating Patients Failure to Recognize and Escalate Deteriorating Patients
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Outcomes

 Target: 20-60%

Ql Q2 Q3 Q4
69% 94% 93% 89%

CCG3: Recording of NEWS2 score, escalation
time and response time for unplanned critical
care admissions

CQUIN
Targets
Achieved

 Target: 10-30%

Ql Q2 Q3 Q4
93% 91% 94% 97%

CQUINO7: Recording of and appropriate
response to NEWS2 score for unplanned critical
care admissions




OUtCOmeS Reduced

ICU
Unplanned
Admission

Unplanned ICU Admission from Wards
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PATIENTS AND RELATIVES FEEDBACK ON ‘OBSERVATION ROUNDS’

“I think all the staff have been very
concerned and very professional in o

their observation rounds. | have tis gooqd that |

been checked regularly and dve an
appreciate all the attention. This is Opportunity to
my first time in this hospital and it sPeak to NUrses”
has been memorable one. My
thanks to all “

I'have
ith the observation Ming Peace of
When I go

rounds. It is the nurses 'duty to home as | k
ensure patients are safe. | can 9ad wijy be o
easily go back to sleep adeqy CheCked
anyway..at least | am being e
checked if | am ok”




NURSES and HCAs FEEDBACK ON ‘OBSERVATION ROUNDS’

“I cannot see how any hospital can
run effectively without a
systematic and timely method of
patients’ observations in place. It is
paramount that we have a process
which we can detect deteriorating
patients early “

“It is helpfy| to
d.etect patients Who
migh become Unwe||
even if thejr Previoys
observations are
Stable”

“itis an essential practice in
determining the patients’well-
being and detect early decline

Or progress overal|”




Involvement

CCOT/ICU
Consultant

Divisional/Ward
Nursing Leads

QIP Steering Group
Organisational Chart

Deputy
Directorof |
Nursing

CW CCOT WM CCOT
Lead Lead

CCOT CW CCOT WM

Clinical
Director of
Emergency

Services

CCOT/ICU
Consultant

Divisional/Ward
Nursing Leads

Communication Team

SUPPORTING TEAM

Chief Information Officer and Data Analyst

CW+ Charity

Quality Improvement Team




SPREAD AND SHARE THE LEARNINGS

Regional Network

Local Network

Presentations to regional collaborative led to the

trusts adapting the strategies within Patient
Trust-wide REDP Awareness Day to celebrate the work Safety, including creation of an automated

of the wards and CCOT nurses dashboard




SPREAD AND SHARE THE LEARNINGS
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National
Outreach Forum
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Presentation at the National
Outreach Forum
The CCOT was awarded 1
place in the presentation of
their innovation in patient
safety

National Recognition

Chelsea anélWestminster Hospital FT

cOT Advanced Cligical Prgttice : Its impacti pro g the
and escalation, of. delenoxzun pa A N T
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Patient Safety Team of the Year

WINNER
Chelsea and Westminster Hospital NHS Foundation Trust

CCOT Advanced Clinical Practice : Its impact in improving
the recognition and escalation of deteriorating patients in
the adult in-patient wards

Presented at the HSJ Patient Safety Awards on the 16th of September 2024.

Alastair McLellan
Edstor

\ursing
Awards

CONGRATULATIONS!

YOUR ENTRY HAS BEEN
SHORTLISTED

HSJ § & PATIENT SAFETY
¢ AWARDS 2024
Deteriorating Patients and Rapid Response
Initiative of the Year

FINALIST

Chelsea and Westminster Hospital NHS Foundation Trust

CCOT Advanced Clinical Practice:
Its impact in improving the recognition and escalation of
deteriorating patients in the adult in-patient wards

Presented at the HSJ Patient Safety Awards on the 16th of September 2024.
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Next Steps

Sustainability Out-of-hours care
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Summary

Clinical Practice Leadership

Chain of prevention

Facilitating Learning Research
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