RESPONSE TO GREATER GLASGOW HEALTH BOARD QUESTIONS

Re.

EVIDENCE OF ELIZABETH COLGAN 
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Question 1
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A: I have not worked in a general ward as a Ward Manager, however I was a manager of an Accident and Emergency Department of a large Acute Hospital. The management skills required for this position are transferable and could be used in many settings. I have, as a staff nurse, specialised in general surgery. This was a certificated course attached to my training  hospital. I have also worked on a care of the elderly ward after completion of by Registered Mental Nurse training. Prior to taking up my position as an inspector, I would have worked some banks shifts in a nursing home.  

From January 1992 to 2005 I was an inspector employed by the EHSSB arms length Registration and Inspection unit, with a remit for nursing homes and independent healthcare settings. I transferred to the Regulation and Quality Improvement Authority (RQIA) in 2005, in a similar role.   My role as an inspector has equipped me with the knowledge and skills to inspect the nursing care provided in these settings, but also to provide advice and guidance for staff on current evidenced based practice.

Inspection of facilities, particularly Nursing Homes, involved the review of the quality of nursing care delivered to nursing patients. This included inspection of care, such as the management and prevention of pressure damage, nutrition, fluid balance, infection prevention and control, etc. Inspections also include the review of the quality of management, life and the environment within the facility. All of these aspects have equipped me to review and make professional judgements on the delivery of care, as in some instances this judgement may have resulted in the enforcement of the regulations which could ultimately result in closure of a facility or the recommendation to refer a nurse to the NMC. As Lead Inspector for Independent Healthcare, I also inspected the provision of the care delivered to a range of specialities within hospitals and hospices settings.    

My role also included investigation of complaints and a lead role in the investigation of abuse under vulnerable adults’ procedures, which often included the investigation of poor care and neglect. I have also inspected and provided guidance during outbreaks of infection in these settings.   
My current role involves, but is not limited to, the inspection of facilities in relation to hygiene and infection prevention and control practices in both acute and community hospitals.  I have a breadth of experience in the delivery of nursing care in a variety of settings, the principles of which apply to any health care setting.

Question 2
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A: I have never worked in a hospital in Scotland. The principles of providing nursing care are similar across the UK and all nurses in the UK have to practice by the principles of the NMC.  

Question 3
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A: I am aware of the expanding role and responsibilities of the nurse within their scope of practice, and also the developing role of the health care assistant.  However, all nurses are accountable for their own practice and should not undertake duties with which they are unfamiliar without undertaking the appropriate training to ensure that they are competent to undertake these duties.   Any duties delegated to other members of the health care team should be within their scope of competency.  Nurses must ensure the delegation of nursing care is appropriate, safe and in the best interests of the patients. Nurses must establish that the person is able to undertake the task; they must ensure that the outcome of the delegated task has met the required standards; and they must provide supervision and support. They should not delegate tasks to any staff member not competent to complete them.

Question 4
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A: I am aware of the “Leading better Care” programme for Senior Charge Nurses. There is a similar programme in Northern Ireland called the Ward Sisters Charter, as we also did not introduce Matrons but aimed to strengthen the role of the ward manager.

Question 5 
[image: image8.emf]
A: The burden of record keeping in modern nursing is well reported on, however there needs to be a balance in terms of record keeping and administrative duties and the delivery of patient care.  The need for good record keeping cannot be underestimated.  Record keeping is an essential aspect of clinical practice. It protects the welfare of patients by promoting high standards of care; is an essential communication tool for the healthcare team; and should facilitate the detection of early warning triggers. Patient records should accurately reflect the details of the care provided, enable continuity of care between practitioners, and reinforce standards of care. Good records are essential for high quality care. The care plan is a prescription of care: if it is poor or incomplete, then the evidence to support the actual care given can only demonstrate that it will be, or was, sub-optimal.

Question 6
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A: I agree that there needs to be a balance between the time spent on maintaining records and the time spent delivering care to patients.  However, as I have stated previously, record keeping is an integral part of good nursing care.  It is the responsibility of the ward manager or the person in charge of the ward to ensure administrative duties are managed appropriately and do not detract from direct patient care duties. 

Question 7
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A: I agree that the priority for any nurse is the delivery of care to the patient, however I would again reiterate that good recording keeping enhances and protects the welfare of patients by promoting high standards of care and provides all health care staff involved with an accurate picture of the care delivered. The NMC clearly sets out nurses responsibilities in this area.  

Question 8
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A: Any significant intervention in relation to a patient’s care should be recorded appropriately, such as the interventions for pressure area or infection control management.  I would expect a record to be available within the patient’s notes of visits or discussions with not only Infection Control Nurses, but also by any healthcare professional involved in the care of the patient.    

Question 9
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A: The productive ward is a programme by the NHS Institute for Innovation and Improvement to enable ward teams to identify areas for improvement and ultimately improve the care delivered to patients. This programme is also ongoing in Northern Ireland at present, and discussions with ward managers and staff during inspections have highlighted that they have found this approach very beneficial. 

Question 10
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A: I do not dispute the aims of the programme to empower staff to improve the way they work and the care they deliver to patients.  However, the study referenced was a limited case study.

Question 11
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A: From evidence that I have seen and discussions with ward staff during inspections of wards, I would agree that there have been benefits with implementation of the productive ward programme.  It has helped staff to identify and focus on areas within the ward that aim to improve patient care through review of systems, utilisation of space and equipment, and review of documentation. This requires effective and strong leadership and a commitment from all ward staff involved. The principle is to ensure that activities undertaken are effective and efficient.  I am aware that Trusts in Northern Ireland have reviewed their documentation in conjunction with the Northern Ireland Practice and Education Council. This review has not resulted in removal of core elements of nursing care documentation, rather it has streamlined and ensured that nurses are provided with documentation that is easy to follow, thus assisting with the principle of good recording keeping 

Question 12
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A: I am not aware of how the programme is being implemented by the GGHB?

Question 13
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A: As I have stated previously, my experience is that this has not resulted in the lost of core nursing documentation. It has resulted in a review of practice and rationalisation of the documentation in place. The core elements of assessment, risk assessment tools and care planning have not been removed.  

Question 14
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A: I agree that the delivery of direct nursing care takes priority, however this does not negate the nurses responsibility to ensure that records are appropriately maintained in  relation to the care delivered to any patient which would include significant interventions and changes in the patient’s condition. The NMC clearly sets out nurses responsibilities in relation to records and record keeping, as does the care planning framework devised by the Vale of Leven Hospital, therefore there are clear guidelines to inform nurses of essential documentation.  

Question 15
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A: I am not aware of what records were completed by health care assistants. However, it remains the responsibility of the registered nurse to oversee and supervise any duties delegated to health care assistants and ensure that they are competent to undertake the duty and that any activity undertaken by health care assistants reaches the required standards.  

Question 16
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A: Again I would state that registered nurses have a responsibility to supervise and oversee care.  When duties such as clinical observations or completion of fluid balance charts are delegated to health care assistants, it is still the responsibility of the nurse to ensure that these are carried out in a competent manner. It is the responsibility of the nurse to interpret these records and what the outcome of that intervention means in the delivery of care for the patient. 

Question 17
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A: As I have stated previously, my experience is that this has not resulted in the lost of core nursing documentation. It has resulted in a review of practice and rationalisation of the documentation in place. The core elements of assessment, risk assessment tools and care planning have not been removed.
I would again emphasise that record keeping is an essential aspect of clinical practice it is an essential communication tool for the healthcare team, patient records need to accurately reflect the details of the care provided, good records are essential for high quality care. If the care plan is poor or incomplete, then the evidence to support the actual care given can only demonstrate that it will be or was sub-optimal.

The documentation referred to was in place at that time for nurses to use therefore it should have been completed appropriately.    

Question 18
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A: I reviewed the case records of seven patients.  The case records were reviewed in line with the terms of reference of the inquiry and in accordance with the template provided.

Question 19
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A: The examination of the records was lengthy however to ensure that all areas set out within the terms of reference of the review it was essential. It was also important to ensure that all aspects of care in the report template were covered in the reports. Some reports took longer to complete as at times it was difficult to interrupt the writing, also the layout of some files required more effort to ensure correct interruption.  

Question 20
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A: The examination of other relevant nursing documentation and risk assessments was essential to provide a overall picture of the patients condition and helped to identify the care that was required by individual patients. 

Question 21
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A: I did not refer to the Clinical Quality Indices in the review of the seven care plans or in the writing of my reports.  I looked the care delivered and the tools used in the context of the case records provided and other documentation as set out in the Nursing Bibliography.

Question 22
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A: Again I would state that I did not review the patient care records in terms of the indices cited but in the context of what was recognised practice in place in Scotland at that time.

Question 23
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A: Please see response above.
Question 24
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A: Record keeping would form part of evidence presented against a nurse in relation to the quality of care delivered.  If the care plan is poor or incomplete, then the evidence to support the actual care given can only demonstrate that it will be or was sub-optimal. If care is not appropriately recorded it is difficult for a nurse to prove that the care was delivered to the patient. For nurses the NMC states that the legal stance taken is that, if it is not recorded it has not been done. Documentation of care for nurses is an integral part of the delivery of care and the importance of this is emphasised to nurses throughout the career.    

Question 25
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A: The delivery of care needs to be recorded in a comprehensive manner using the documentation provided by the employing authority. Completing documentation in a comprehensive manner not only provides an accurate record of the care provided but also would assist nurses to stand over the care they delivered and professional’s judgements made.  

Question 26
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A: I was not asked to make a judgement on the standard of nursing care delivered by the Vale of Leven Hospital.  I was asked to provide a view on the care delivered to the seven patients whose case records I examined and I acknowledge that not all the records were complete.  I found that there were variations in the delivery of care to each of the seven patients. Some of the care delivered was satisfactory.  However there were some common themes identified which included poor record keeping ,and at times  the documentation would not have provided sufficient evidence to indicate or  to support that the actual care  was given and lack of documentation can demonstrate that care delivered was or could be sub-optimal.

Question 27
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A: I have never visited the Vale of Leven Hospital therefore I am not in a position to comment on how the hospital is perceived by the local community. My current role involves the inspection of local community hospitals and I would expect the same standards to be applied in all hospitals settings within the remits of their responsibilities.  Also I was not asked to review this as part of my remit in the review of patients case notes.

Question 28
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A: The guidelines set out by the NMC for records and record keeping are not prescriptive in terms of the type of documentation to be used.  In the documentation provided from the Vale of Leven Hospital the nursing process using the Roper Logan and Tierney model of nursing was the preferred model, the associated risk assessments were those required to be in place, as outlined by Judy Taylor – Senior Nurse Professional Practice October 2001.

Question 29 
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A: A Health Board is entitled to choose the nursing documentation to be used. However I would suggest that standardisation of documentation throughout a health board would be beneficial for nurses to provide continuity especially on the transfer of patients from one hospital to another.   

Question 30
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A: The care plan is a prescription of care and is vital in the effective delivery of nursing care.

Question 31
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A: Care planning has been in place for over 20 years and is the most effective method of ensuring the continuity of care. The use of care planning has been subject to much research and remains the preferred tool used in the delivery of nursing care.

Question 32
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A: I don’t really understand this question and do not know what is meant by a “normal nursing record?”  There were evaluation sheets that nurses used for recording however these were more like a dairy of events rather than the prescription of nursing care. The care planning framework available in the Vale of Leven Hospital should have been in place to ensure that nursing care is appropriately assessed, planned, implemented and reviewed in accordance with the changing needs of the patient.    

Question 33
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A: I did not see all of the documents outlined in this question in the patient case records I examined. There variations in their use and also in the forms used.  

Question 34
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A: If used appropriately these documents would provide a good indication of the care required.

Question 35
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A: On admission there should be a comprehensive assessment of the patients individual needs, this assessment provides the baseline for the delivery of care.  It would include the core elements of care and also the risk assessments as dictated by hospital policy. 

Question 36
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A: In certain instances there may occasions when use of some documentation may be a decision for the nurse. However there are core elements of documentation that should be used for all patients particularly in assessing and planning care. 

Question 37
[image: image47.emf]
A: It is important that all documentation is appropriately completed and nurses should also record if an aspect of care is not applicable to a patient. The documentation should also be recorded in line with hospital policy. It is not the nurses decision as to what hospital documents are completed.   

Question 38
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A: In instances where nurses reach different decisions in relation to patient care the rationale for the decision should be recorded and if necessary discussed with the ward manager or at a multidisciplinary team meeting before a final decision is made.

Question 39
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A: In the patient case records I examined these documents were not always fully completed and in some instances were missing. There was a lack of consistency in the way this information was recorded or used.  For example the use of a stool chart was only present in two of the records examined and these were not completed appropriately, nor was there always a recording of bowels motion in the evaluation records or fluid balance charts. The recording of this information in three different places would make it difficult for a nurse to obtain an accurate picture of what is occurring with the patient. Also recording information in various places creates difficulties in providing continuity of care.  

Question 40
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A: I am not aware that staff devised their own paper work and would advise that where a framework of documentation is in place in any health care setting this should be used by staff. Any deviation from this practice this should agreed by senior management of the hospital. The narrative notes that I examined would not have contained the prescription of care required  

Question 41
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A: In the patient case records that I examined I would not agree that the narrative notes give a full description of the care provided in relation to the appropriate assessment, planning and implementation of care.  

Question 42
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A: I did not see any scores recorded in the evaluation notes that I examined. If these scores are not recorded as part of an appropriate risk assessment tool this may result in misinterpretation of information and would advise that this is not an appropriate method of recording the result of a risk assessment or to ensure that it is reviewed appropriately.
Question 43
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A: The recording of abdominal pain and discomfort was recorded in narrative notes in some instances however there was often no action taken by nurses to relieve this pain or discomfort or the outcome of care delivered recorded. 

Question 44
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A: I am not aware of the availability of specialist mattresses at the hospital at the time.  In the case notes I reviewed three of the patients had pressure relieving equipment in place, two patients who would have required this equipment did not have this in place. Given that this was recorded in the notes in three instances this would give an indication there nurse were aware of the importance of recording this information. 

Question 45
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A: There is no evidence that staff were denied advice from specialist staff in relation to pressure area management, but neither is there any evidence in the case records of staff seeking advice in relation to pressure area management, in some instance this advice would have been useful for nurses as the narrative notes would indicate that a variety of products were used by different nurses. The provision to a care plan in these instances would have assisted nurses in the delivery of care required.  

Question 46
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A: Again there is no evidence to suggest that staff were not entitled to ask for advice from the infection control team.  Any advice sought or offered from infection control should be recorded and evidenced that it was implemented appropriately.

Question 47
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A: As outlined in the Vale of Leven Infection Control Manual a care plan for the   management of C. difficile should have a care in place. The care of a patient with C. difficile infection needs daily monitoring for signs of increasing severity of the disease as patients may deteriorate very rapidly.  Daily monitoring of the frequency and severity of diarrhoea, fluid replacement and nutrition review are all vital aspects of care, nurses also need to be alert to life threatening symptoms including hypotension, partial or complete ileus or toxic megacolon. Therefore appropriate care planning will help to guide and direct staff, it will enable them to put in place the required goals and interventions for the patient, and monitor there effectiveness.   

Question 48
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A: Providing the proper hydration and nutrition for the patient is a fundamental aspect of the care required, as previously stated nurses need to provide daily monitoring of the frequency and severity of diarrhoea, fluid replacement and nutrition review are all vital aspects of care, nurses also need to be alert to life threatening symptoms including hypotension, partial or complete ileus or toxic megacolon as patients may deteriorate very rapidly. Nurses also need to be aware of infection control requirements, the of appropriate antibiotics, effective communication with other team members, the patient and their family, monitoring the level of  pain and the patients skin for signs of potential damage.

Question 49 
[image: image60.emf]
A: The infection and the severity is supported by laboratory test results and the monitoring of stools. However the present of other symptoms must also be taken into consideration as at the time the laboratory test could in stool samples provide a false negative result, also some patients may not present with loose stools. 

Question 50
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A: It is critical to gauge the looseness the use of a scale such as the Bristol Stool scale can guide staff as to the changing nature of the stools. It is also important to the frequency, odour, or colour of the bowel movements; in respect of C. difficile infection all of these are important.

Question 51
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A: In any healthcare settings effective communication is important ,whilst staff may discuss patients care without  referring to records, this does not negate the need for good recording keeping. 

Question 52
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A: The staff should be aware of the key care issues for the patients in their care  including their infection control status. In my experience even in a small ward staff may be allocated the care of a small number of patient ,therefore they may not always be aware of the overall status of every patient . Also days off, annual leave, and use of agency staff can create difficulties with continuity of information therefore it is vital that there is an accurate and up to date recording of the care delivered to patients. 

Question 53
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A: There are other symptoms of dehydration which should be considered such as thirst, loss of appetite, concentrated urine, fatigue, dry mouth and confusion as  dehydration is not always obvious from just looking at a patients eyes and skin.  In the case notes examined the medical staff often gave an instruction that there should be accurate monitoring of fluid intake and output without recording this in a fluid balance chart it would be difficult to assess if this instructions was carried out. .

 Question 54
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A: As stated previously there was often an instruction from medical staff that there should be accurate monitoring of fluid intake and output or that a fluid balance should be in place therefore medical were aware of the importance of recording this information .  

Question 55
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A: The maintenance of fluid balance charts in the elderly can be  challenging as is the estimation of the  amounts of fluid from vomit and diarrhoea.  However this can still be recorded and nurses have been trained to make this estimation.  An estimated amount still advises that a fluid loss has occurred.  In the patient case notes I reviewed fluid charts were generally poorly completed in terms of totals at the end of the 24 hour period and in terms of proving an accurate record of fluid intake and output . Accurate recording in the maintenance of fluid balance is an integral part of the care delivered to patients especially those who are elderly and suffering from C. difficile infection. Therefore  the failure to record an episodes of fluid intake or output is an omission on the part of a nurse and would be considered as  a serious breach of good record keeping.

Question 56
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A: The resuscitation guidelines available advise the responsibility for decision-making rests with the most senior clinician, however it also advises that these decisions should not be made in isolation, and where appropriate, should involve the patient (or those close to the patient if she/he lacks capacity) and others involved in the clinical care of the patient. Teamwork and good communication are of fundamentally important.  The size of the ward does not negate the fact that any DNAR decision should be appropriately recorded to ensure that this information is easily accessible to all staff involved in the patients care. Assumptions can not be made that nursing staff are aware of the DNAR status of each patient. 

Question 57
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A: The guidelines available indicate that the senior nurse is responsible for ensuring that every CPR decision is recorded in the nursing records and that all those nursing the patient are aware of the decision. 
Communication of this decision to nurses is also important as nurses spend more time with patients and regularly initiate resuscitation attempts, if nurses are unaware of a DNAR decision this may prolong life and deny patients a dignified and peaceful death.    

Elizabeth Colgan
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