North Trent Critical Care Network

2006/07 End of Year Report

	1
	INTRODUCTION



	
	1.1
	This report is a summary of the work undertaken by the North Trent Critical Care Network (NTCCN) during April 2006 – March 2007.  In April 2006 the Network and PATCH agreed a programme of work for the year.  This report summarises the outcome of those plans, key achievements within the year and areas in which we plan to do more work.



	
	1.2
	There continues to be national support to Critical Care Networks.  “Quality Critical Care” published by the Critical Care Stakeholder Forum in September 2005 recommended that “Critical Care Networks are retained, strengthened and fully developed in line with local priorities and needs”.



	2
	CHANGES IN NETWORK INFRASTRUCTURE



	
	2.1
	This was the first year in which the Network was funded by the Acute Trusts at a cost of £16,866 each.



	
	2.2
	Due to changes in these funding arrangements it was no longer possible to support a Nurse Co-ordinator and the role therefore ceased in August 2006.



	3
	CHANGES IN REPRESENTATION AT MEETINGS



	
	A Representative from the Independent Sector now attends both the Steering Group and Clinical Sub Group meetings.  Both a pharmacy and physiotherapy representative now attends the Clinical Sub Group meetings to make our approach more multi disciplinary.  




	4
	AUDIT



	
	4.1
	The Network established a Service Level Agreement with its audit provider MERCS who successfully co-ordinated our programme of audit over the year.



	
	4.2
	2005/06 report



	
	
	The 2005/06 audit report was published in November.  This was in a revised format which more readily highlighted questions and trends.  The report demonstrated a continuing increase in ICU admissions with 1775 admissions to the 5 main hospitals over this period.  97% of ICU admissions are unplanned reaching 99% at RHH.  The use of POSU to limit cancellation of elective surgery was beginning to make an impact on this years figures but will be an interesting area to discuss further in the 06/07 report.



	
	4.3
	ICU occupancy rates are 80% and above for the region, exceeding 90% for Chesterfield and NGH.  Readmission rates are rising and this will be a feature of a specific audit in 06/07.  There were 15 occasions where lack of space in ICU led to operation cancellations and 105 occasions when no room on HDU caused a cancellation.   The new POSU reduced cancellations at NGH.  Diverted admission data suggests 151 ICU admissions were sent outside the initial hospital because of lack of beds.  There were 662 night time discharges to the ward (ICU and HDU).  This is below the ICNARC average of 9.2% but represents an area of care that the Network would seek to improve.



	
	4.4
	The pressures on the system are evident from the audit information and one of the key roles of the Network must be to continue to model capacity requirements across the 5 Trusts.



	
	4.5
	Integrated Database



	
	
	The introduction of the Critical Care Minimum Dataset has provided opportunity for MERCS to review their data collection systems.  MERCS have developed an integrated data collection system to combine collection fields for CCMDS, the Network dataset and ICNARC.  Some of the irregularities seen in the past should disappear, the data collection and validation process should speed up and there will be opportunity in coming years for improvements in our comparative audit.  The main elements of the database were completed by March 2007 but developments are ongoing.  The database will need to be monitored and reviewed over the forthcoming year.



	
	4.6
	Short Sharp Audits



	
	
	MERCS have also developed a programme of short sharp audits:



	
	4.7
	Comparison of ACP/CCMDS data – published July 2006



	
	
	This report was discussed in detail by the audit group but was not widely disseminated.  This was due to some misinterpretation of the CCMDS definitions which the Network had only just commenced collecting.  The report helped to highlight the differences in definitions and focus subsequent training.



	
	4.8
	Critical Care Minimum Dataset Audit – January and July 2006 published March and October 2006



	
	
	These reports are discussed in more detail in the section on Payment by Results.



	
	4.9
	CVVH support – published Sept 2006



	
	
	As a result of this audit Chesterfield looked into the differences in their CVVH usage compared to the rest of the Network and ... what change - check



	
	4.10
	Surviving Sepsis Audit – December 2006



	
	
	This audit did reflect areas of weakness across the Network and these will be highlighted in poster format for the units in June 2007.



	
	4.11
	Smaller audits were also conducted by the Clinical Lead on the quality of transfers, use of Activated Protein C and the use of the Live Bed State which have all led to changes in practice.  The results of the APC audit were reported to commissioners and the Network protocol was redesigned.  The design of the Live Bed State was changed to improve the accuracy of the system and allow the Network Co-ordinator to more easily monitor how well the system is maintained.



	
	4.12
	The transfer report highlighted a number of downward trends (in completing the transfer form, in CO2 monitoring for example) and identified 4 transfers that, in the opinion of the lead clinician, should not have taken place.  The audit did highlight, however, many areas of continued good practice.  An audit was also conducted by 2 STH clinicians looking at the clinical monitoring of 4 months of transfer patients.  As a result of both pieces of work it was agreed that: -



	
	
	· Network leads need to promote as mandatory the completion of the transfer form.



	
	
	· The form will be amended to further aid SHOs in their monitoring of transfer patients.



	
	
	· All units will receive a presentation on the results of the STH audit.



	
	
	· CO2 monitoring should be mandatory within the Network.



	
	
	· All units will complete business cases for the use of the ferno transfer trolley (if not already purchased).



	
	
	· We have a push on training and in particular try to use the Doncaster simulator.



	
	4.13
	Benchmarking against Quality Critical Care



	
	
	The Network participated in a national audit of compliance against the recommendations contained within “Quality Critical Care”, the national document detailing quality requirements for critical care services.  Locally we did find some areas of non compliance largely in capacity (delayed discharge, access to critical care beds), non clinical transfers, lack of rehabilitation programmes and development of new roles/ role redesign but these were areas where non compliance was largely reflected nationally.  The Critical Care Stakeholder Forum intends to repeat this audit annually to benchmark critical care services across the country and the Network will work to improve the weaker areas following the 2007 audit and using the 2006 audit as a benchmark.



	5
	READINESS FOR PAYMENT BY RESULTS



	
	5.1
	All Critical Care units were required to commence the collection of the Critical Care Minimum Dataset in April 2006 to support the tariff setting for PbR which was due to be introduced for Critical care in 2007.  The Network commenced collecting CCMDS in January 2006 and for a 3 month period collected both CCMDS and ACP data to compare the findings.



	
	5.2
	The timescale for the introduction of PbR for Critical care has now slipped to April 2009 but an indicative tariff will be published in Oct 2007 based on 2006/07 CCMDS data.



	
	5.3
	MERCS have revised the Network dataset to ensure it captures all the required fields of the CCMDS.  Network definitions have been revised to match national definitions of organ support and audit clerks have been trained on the data capture.  The 2 audits completed in January and July 2006 have been used to provide guidance on potential problem areas in the collection and recording of data.



	
	5.4
	The recording of organ support data is a significant area of concern as are missing days of data on the manual data collection sheets.



	
	5.5
	The Network has an important role in continuing to monitor Trust’s ability to accurately record this information and highlight the potential loss of revenue.  The Network can develop training as a result of the findings of the audit.



	6
	WINTER PLANNING



	
	6.1
	The winter trigger system was not re-introduced for the winter of 06/07 due to concerns raised by members of the Acute Trust Chief Executive Group both on the detail and the mechanisms of it.  The Network therefore developed 6 key principles regarding the critical care resource and the Network response when these resources come under pressure.  Each Trust is responsible for incorporating these 6 key principles within its escalation policy.  It has been agreed that all escalation policies will be shared across the Network to ensure a level playing field.



	7
	PANDEMIC FLU



	
	7.1
	Following the publication of the DH draft Critical Care Emergency Planning Guidance the Network commenced planning for the event of a flu pandemic.  It is unlikely that national guidance will provide clear triage procedures in the event of a pandemic and therefore Networks play an important role in bringing Trusts together to agree admission and treatment guidelines.  The Network provides the framework and peer support for clinicians to make difficult decisions in the event of a pandemic.  At the November flu planning day the issues were discussed at length and in January draft guidelines were circulated for comment.



	
	7.2
	There was a robust debate about how much detail individual Trusts could sign up to and how far we could achieve a standard approach to ethical principles.  It was agreed that whilst the Network could agree broad principles, details needed to be agreed at Trust level to dovetail into Trust emergency plans.  



	
	7.3
	The Network guidelines focus on admission and treatment criteria but the Network has also discussed capacity, stockpiling, staff training and education issues and has developed some broad principles for each Trust to take forward.



	
	7.4
	In March 2007 the DH published its draft Pandemic Flu Planning Guidance with accompanying ethical and Acute Trust guidance.  When the guidance is finalised the Network will set up a small and time limited working group in 07/08 to ensure each Trusts plans adequately addresses the issues in the national guidance.

  

	8
	CAPACITY PLANNING



	
	8.1
	Vascular services



	
	
	A number of assumptions had also been made by the Network as a result of the vascular reconfiguration.  The decision that the reconfiguration will not go ahead as planned but that services will be driven by market forces impacted on these original assumptions and required Trusts to reconsider their activity plans.


	
	8.2
	General Capacity Issues



	
	
	Pressures within the system are also evident from the 05/06 audit report discussed in more detail on page 2.  The Network will undertake an ICU capacity exercise in 2007/08.



	9
	OUTCOME OF RISK SHARE



	
	9.1
	In June 2005 NORCOM received detailed proposals suggesting that the total cost of adult critical care within the 5 Acute Trusts was risk shared amongst the 13 PCTs.  NORCOM concluded that no risk sharing would be put in place for 2005/06 due to the variance there would be for individual health communities between cost based on usage and cost based on risk share.  The Network monitored activity during 2005/06 to compare the actual position with what would have been the results of risk sharing arrangements.  In October 2006 a paper was provided to NORCOM with the outcome of the retrospective monitoring for 2005/06.  This suggested that moving to a risk sharing arrangement in 2007/08 would create significant imbalance between usage and payment and proposed that the current 80/20 rule currently applied to commission critical care was maintained for a further year.  NORCOM agreed to this proposal.



	10
	Independent Sector Treatment Centre



	
	10.1
	Following 2 meetings with representatives from the ISTC the Network identified that service improvements were required to ensure the Barlborough Hospital could cope with a major complication requiring critical care and transfer to the NHS.  Progress has been made on the issues identified and an action plan agreed.  This includes PHG staff undertaking regular drills and the Network Clinical Lead undertaking spot check visits.  All of the issues are now included within the regular clinical governance meetings between the ISTC staff and the contracting team.



	11
	SERVICE IMPROVEMENT PROJECTS



	
	11.1
	In May 2006 the Network funded 2 Service Improvement projects at a cost of £2000 each from its Modernisation Agency funding.  The projects were “Early Rehabilitation in Critically Ill Patients” conducted by Bassetlaw and “Nurse Led Discharge for Medical Patients on HDU” undertaken by Chesterfield.  The Network receives regular updates on the outcomes of these projects.



	
	11.2
	In October 2006 the Network agreed to fund a further 2 service improvement projects at a cost of £5,000 each.  These projects were “Progress of Respiratory Muscle Strength in Patients after Critical illness” and “A Service Evaluation of Guidelines for the Management of the Potentially Difficult Patient”.  The outcome of these projects will be discussed in 2007/08.



	12
	NETWORK GUIDANCE



	
	12.1
	Network guidance on NG Tubes.



	
	
	The National Patient Safety Agency provided some new advice on the use of nasogastric tubes following further consultation with the Intensive Care Society.  This guidance has been disseminated across the Network



	
	12.2
	Infection Control Guidelines



	
	
	The Network infection control guidelines were updated to include the recommendations that all admissions to the Critical Care unit are tested for MRSA.



	
	12.3
	Transport arrangements



	
	
	Due to the reconfiguration of the ambulance services the Network revisited its transport arrangements to ensure that these would continue to be in operation under the new ambulance structure.  No changes were necessary.



	
	12.4
	Transfer guidelines



	
	
	After discussion with colleagues in the vascular Network we have amended our transfer guidelines to give greater chance of beds being available for patients requiring emergency vascular surgery.  If a critical care unit within the Network needs to transfer a patient at a time when units have an equal number of empty beds then Doncaster and NGH will take a patient last.  If there are no other beds within the Network Doncaster and NGH will accept the patient.



	
	12.5
	Emergency Vascular Patients



	
	
	The Network is continuing discussions with vascular surgeons to agree the process for the transfer of patients requiring emergency vascular surgery who arrive at Rotherham or Barnsley A&E.  A process needs to be agreed for ensuring patients are transferred to the vascular hub where a critical care bed is available.  This will be a key issue to resolve in 2007/08



	13
	NURSING ISSUES



	
	13.1
	There are a number of pieces of work being undertaken by the national Critical Care Nurses Group - the safer patient initiative, hospital acquired infections, care pathway and benchmarking for example.  Nursing leads within the Network wish to continue to be given the opportunity to participate in these work streams.  The Network effectively co-ordinates this work and provides the opportunity for debate about the priorities and the outcomes.  Nurse Managers have confirmed the benefit of our continuing membership of the national nurses group and value the opportunity to discuss these initiatives with peers across the Network. 



	14
	OUTREACH SERVICES



	
	14.1
	Outreach services are particularly vulnerable as we are now aware that they will not attract direct payment under PbR.  The Network remains committed to the benefits of outreach services and needs to act as an advocate to this service in this difficult time.  The Network continues to fund regular meetings for outreach staff across the Network.  The July 2006 meeting discussed whether there was a better range of indicators available to demonstrate the quantative value of outreach and incorporate this into out Network dataset.  



	
	14.2
	The Network is currently working through the implications of 2 pieces of national work.  These are an evaluation of outreach conducted by ICNARC and the Nice Guidance on the Care of the Acutely Unwell Patient which is out for consultation.  Promoting and evaluating the benefits of outreach services remains a key priority for the Network and we will need to use these 2 pieces of work to review, develop and help protect the service as these became clearer.



	15
	STAFFING



	
	15.1
	At its January meeting the Network discussed the outcomes of Modernising Medical careers on critical care staff.  The conclusions were that there will be a net reduction of trainees over time which will impact on the overall service that can be provided.  Individual Trusts were urged to consider the business issues as these became clearer and the Network would be kept informed of ongoing developments to ensure this debate was happening locally.



	
	15.2
	Once all Trusts within the Network have completed their workforce reviews the Network will collect information on nurse staffing ratios and this will feed into a national review to discuss varieties in practice and the result of staffing reviews



	16.
	CRITICAL CARE MODULES



	
	16.1
	The 2 modules that the clinical educators from within the Network designed and now deliver are continuing to work well.  The 2 modules “Critical Care Practice” and “Principles of Critical Care”, which have been validated by Sheffield Hallam University, run twice a year and provide placements for approximately 25 students per module.  The first annual quality report was published in September 2006 which reported an excellent evaluation from the pilot course.  The development of these modules has overcome the problems the Network was experiencing in both access to training modules and appropriateness of the teaching previously provided by the Sheffield University.



	
	16.2
	The Service Level Agreement with the SHA expires in March 2008 and the Network is currently negotiating the continuation of their support.  



	17
	LAUNCH OF THE MESSAGE BOARD



	
	17.1
	To give critical care nurses greater opportunity to share ideas and access information the Network set up an NHS secure internet based message board. This is a type of on line discussion forum to share ideas and good practice. Use of the message board has yet to reach its potential but it remains an excellent resource and we need to work harder to promote its use.



	18
	ORGAN DONATION



	
	18.1
	The April – September 2006 statistics showed that there was a 100% referral rate to the Transplant Co-ordination Service of potential donors.  This led to a conversion rate of 63.2% compared to a conversion rate of 50% in 2005/06.  A national study is underway to determine whether collaborative requesting to the families of brain stem dead patients increases the number of organs offered compared with requesting solely by the local clinical team.



	19
	EVENTS



	
	19.1
	5 May 2006 



	
	
	40 members of the Network attended an Audit Event.  This discussed trends identified in our annual reports published since 2002 and focused on the impact of the Critical Care Minimum Dataset



	
	19.2
	14 November 2006 

50 members of the Network attended a flu planning event.  This identified the key issues that required Network input and developed work streams for the development of these.  The key themes discussed were admission and treatment guidelines, staffing and equipment.



	
	19.3
	26 February Sharing Event



	
	
	30 members of the Network attended this event.  This event was designed to give opportunity for all units to share good practice, share the outcomes of service improvement projects and discuss clinical risk issues.



	20
	PRIORITIES FOR 2007/08



	
	21.1
	The Network has identified a number of areas it would like to focus on in 2007/08.  A summary of these is listed below.  For a breakdown of timescales and leads for these pieces of work please refer to the Critical Care work plan for 2007/08.



	
	
	· To continue to work with Trusts to improve collection of the Critical Care Minimum Dataset.

· To undertake a comprehensive capacity review

· To ensure key principles for winter planning are incorporated within Trust Critical Care escalation policies

· To complete Network proposals on pandemic flu planning

· To produce the 2006/07 audit, review findings and follow up areas of concern

· To assess the impact of Post Operative Surgical Unit

· To conduct an across Network audit following up on the National Confidential Enquiry into Patient Outcome and Death 

· Audit the quality of transfers

· Audit the use of Activated Protein C against the protocol

· To review the potential benefit of national initiatives and participate as appropriate e.g. National care pathway, modelling toolkit

· To benchmark our performance against national findings by participating in Quality Critical Care benchmarking

· To agree Network actions arising from the national NICE guidance (scheduled June) on the care of the Unexpectedly Unwell Patient 

· To review outreach key performance indicators and the national audit of effectiveness and NICE Guidance, and develop outreach across the Network as appropriate

· Negotiate an extension of the Service Level Agreement with the Strategic Health Authority for the Critical Care modules

· To undertake further evaluation work on nurse staffing ratios and Modernising Medical Careers

· Agree protocol with vascular surgeons on emergency vascular patients

· To continue to work with the Independent Sector Treatment Centre to improve their readiness for a Critical Care emergency

· To continue to hold sharing and education events

· Improve the accuracy of the Live Bed State

· Review the success of service improvement projects funded within 06/07

· Provide clinical leadership to ensure compliance with standards and guidance on inter Trust issues and provide clinical advice on quality issues.




	25
	CONTACT DETAILS




	Team Member
	Network Role
	Contact Details

	Nigel Clifton
	Network Chair
	Nigel.Clifton@dbh.nhs.uk

	Nigel Coad
	Network Clinical Lead
	Nigel.coad@sth.nhs.uk

	Joanne Poole
	Network Co-ordinator
	Joanne.poole@barnsleypct.nhs.uk


	
	25.1
	Website



	
	
	Please refer to www.ntccn.org.uk for further information on the Network.  Password ‘ntccn’ can be used to access Network protocols, policies and audit reports.




Joanne Poole

Network Coordinator

NORCOM
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