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ABSTRACT

This article describes how one National Health Service acute Trust
in the UK developed an in-house course to support ward staff the
care for acutely and critically ill patients.

INTRODUCTION
Handover has just finished. Your notes look like a hieroglyph of
memos. VIs, drugs going through syringe drivers and infusion
pumps. Continuous oxygen, hourly urines, two hourly observa-
tions. And the real problems have not yet begun. Another shift, and
once again you hope you can keep you neck above water. Sounds
familiar? You are one of many nurses up and down the country
struggling to provide the best care you can in a difficult situation.
But the pressures never seem to ease.

Over the last decade greater numbers of increasingly sick
patients have been cared for on most wards (Haines and Coad,
2001) due to:

0,
o

increasing emphasis on productivity

advances in drugs and other treatments enabling
survival from illnesses that were previously fatal

an ageing population

limited critical care facilities, forcing acute wards to
manage sicker patients.
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o
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o
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o

While the media and politicians battle over crises in healthcare,
acute ward staff attempt to provide quality care. Government fund-
ing and initiatives attempt to relieve some of the worst pressures,
but longer-term strategies are also needed.

The UK has the poorest provision of intensive care unit (ICU)
beds in Europe (Daly et al., 2001), and so, not surprisingly, sicker
patients (Miranda et al., 2001). Pressures on ICU inevitably mean
increasingly sick patients being cared for on most wards. Vincent
et al., (2001) found over 10% of patients experienced adverse
events, half of which were preventable. Costs, whether measured
in quality of life, increased workload or money, are high. Yet poor
outcomes and some deaths are potentially avoidable (McGloin et
al., 1999).

Staff working on wards are best placed to recognise early com-
plications and initiate appropriate interventions (Gibson, 1997).

However, preregistration courses have not adequately prepared
staff to provide the level of care now needed by many patients, so
staff need empowerment (Welch, 2000) through:

<o

» knowledge (education, professional development)
» being allowed to initiate interventions (e.g. Patient
Group Directions).

.
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CRITICAL CARE WITHOUT WALLS

Comprehensive Critical Care (Department of Health, 2000) should
significantly alter acute healthcare services and workload of staff
on acute wards, yet surprisingly few staff working in acute wards
have even heard of this document. This fundamental review of crit-
ical care services in the UK recommended some radical changes.

Recognising that critically ill patients are being nursed in acute
wards, and that this situation is unlikely to change, the report rec-
ommended replacing ‘existing division into high dependency and
intensive care based on beds ... by a classification that focuses
on the level of care that individual patients need, regardless of
location” (paragraph 16), or, in the report’s own words, developing
‘critical care without walls’. Wards caring for critically ill patients
must have the resources to provide appropriate care.

Providing resources includes staff development. The report rec-
ommended providing ‘modules on high dependency care for all
ward staff working in acute hospitals’ (paragraph 55), with targets
that half of staff would undertake these modules by March 2002
and all by March 2004.

Limitations of Comprehensive Critical Care

Although bringing a welcome breath of idealism, making rec-
ommendations that should significantly improve healthcare for
patients, and working conditions and job satisfaction for staff,
expectations of what Comprehensive Critical Care can deliver
should also be realistic. It will not reverse the causes of critically
ill patients being cared for in acute wards. The NHS is currently
experiencing many problems, including:

» chronic under-funding
- low staffing levels.

»
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low pay
low morale
excessive workload pressure.

0,
o

0,
o

Comprehensive Critical Care may help, but will not solve these
problems. If, as the document suggests, critical care exists wher-
ever there are critically ill patients, the recent BACCN position
statement (Pilcher and Odell, 2000) defending nurse-patient ratios
of 1:2 for highly dependent patients in critical care should imply
that wards with critically ill patients need increased staffing estab-
lishments. However, recruitment and retention of nursing staff has
long been problematic, and the UK spends less on health than
most developed countries (Bion, 1995). Increased staffing is likely
to remain an ideal rather than a reality for the near future.

EAST KENT NHS TRUST

East Kent NHS Trust was formed in 1999 when three former Trusts
merged. This made it one of the UK’s largest acute Trusts. With
main hospitals in Ashford, Canterbury and Margate, and a number
of smaller centres, it provides acute care for the people of East
Kent.

Before Comprehensive Critical Care was published, the Trust,
together with the Kent Education Consortium, had decided to fund
a Trust-wide five-day course. Drawing on experience of courses
already available both within East Kent NHS Trust and elsewhere,
a five-day course was designed. Since my appointment in February
2001 to facilitate this course | have developed the module further
in consultation with senior staff throughout the Trust.

CARING FOR THE HIGHLY DEPENDENT PATIENT IN THE

WARD ENVIRONMENT
This course is divided into five themed days (see Tables 1 and 2),
delivered on one day each week on each of the three main sites.
Whenever possible, specialist speakers are invited to lead relevant
sessions. The course aims:

0,
o

to provide knowledge and resources to support care of
highly dependent patients

to support evidence-based practice

to encourage continuing professional development

to challenge rituals of practice.

0,
o

0,
o

0,
o

Places are limited to a maximum of twelve staff on each course.
During the financial year 2001-2002 a total of twenty courses
were provided.

The first day introduces the course, encourages staff to view care
from the perspectives of acutely ill patients and their relatives, and
emphasises the importance of assessment and prioritising, espe-
cially respiratory assessment and monitoring (McQuillan et al.,
1997; Kenward et al., 2000; Chellel et al., 2002).

The second day explores a range of respiratory problems, treat-
ments and aspect of care.

Day three focuses on cardiac problems and care.

Day four draws together how failure of other body systems can
complicate critical illness, and care that can be provided to limit
complications. To emphasise holistic nursing, the day concludes
with focussing on people (patients and relatives) and their needs,
rather than diseases.

The final day focuses on applying this course to practice.

There is time for a negotiated session; some of the more popular
topics have been:

** pancreatitis
% chest drains
+“ diabetes and diabetic emergencies.

After evaluating the course, staff are invited to describe how they
have been able to use the course in their clinical practice.

Table 1. Course structure

53

A

Day 1. Assessing & Prioritising
Day 2. Respiratory

Day 3. Cardiovascular

Day 4. Homeostasis

Day 5. Theory into Practice

R
o3
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A
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Table 2. Course timetable
All days run between 09.30-16.30

- Day 1 Assessing & Prioritising
09.30 Introduction/ course expectations
Assessing the problem
Pulse oximetry
13.15 Lunch
14.00 Outreach service
Blood results
Pyrexia management
Groupwork
> Day 2 Respiratory
09.30 Respiratory failure & oxygen therapy
11.00 Physiotherapy
12.00 Suction
14.00 Tracheostomies
Non-invasive ventilation
> Day 3  Cardiovascular
09.30 Perfusion
10.30 Rhythm recognition
Care of patients with chest pain
14.00 Shock
Central venous pressure & care of central lines
<> Day 4 Homeostasis
09.30 Fluid balance & acute renal failure
Fluid management
11.30 Care of patients with altered consciousness
12.15 Anaesthesia
14.00 Nutrition of the acutely ill
15.00 Acute management
L8 Day 5  Theory into Practice
09.30 Teamwork
11.00 Infection control
12.00 Negotiated session
14.00 Evaluation
15.00 Theory into practice: using this course

EVIDENCE-BASED PRACTICE
Although practice is expected to be evidence-based (Department
of Health, 1999), nurses in clinical practice tend to rely on indi-
viduals whom they trust to provide reliable information rather than
resorting themselves to texts and electronic sources (Thompson et
al., 2001). This course therefore aims to provide evidence about
clinical practice.

There is however a danger that evidence may be viewed as
unquestionable, and so applied to practice uncritically (Ballinger
and Wiles, 2001). Staff undertaking this course are therefore

>
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encouraged to reflect both on the course itself, and using it in
clinical practice. To support this, the course handbook includes
recommended further reading and resources, together with port-
folio-style pages to reflect on study days, clinical practice and
career development after the course. To encourage evidence-
based practice, most sessions are supported with recent evidence
and recommended further reading. Printouts of most sessions are
provided for staff to copy.

Nursing has long been burdened with a theory-practice gap
(Cook, 1991; Conway, 1994). To prevent this being a problem
for this course, | spend one day each week giving direct patient
care. | also offer support to individuals and staff in their own ward
environment. Anecdotal comments from staff on recent courses
suggests that staff from earlier intakes have successfully used this
course to change and challenge practice. For example, use of fan
therapy for pyrexial patients appears to have virtually vanished.

EVALUATION

Staff are asked to evaluate each session individually, and the
course as a whole. Feedback so far has been strongly positive, and
has helped the course develop to meet the needs of future staff.
The most frequent concern is the pace at which the course is pre-
sented; many staff have suggested the course should be extended
to more days. While extending the course is not practical at the
moment, those interested are advised to pursue further specialist
courses.

CONCLUSION

In Comprehensive Critical Care the Department of Health acknowl-
edged that critically ill patients are being cared for on various ward
areas, creating needs for staff development that were not being
adequately met. The recommendation to provide modules on high
dependency care for all acute hospital staff coincided with East
Kent NHS Trust’s plans to provide a five-day course. There are many
problems facing staff working on acute wards, but courses such as
this can improve patient care and provide a valuable incentive and
resources to improve morale, recruitment and retention.
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