Royal United Hospital Bath/CSIP CASENOTE REVIEW, REPORT AND ACTION PLAN

Dementia Summit 24th November 2008

1. Introduction
In June 2008 the RUH requested CSIP to identify, via an audit, areas of good practice and areas for improvement in the current pathway for patients with dementia in a range of areas within the hospital. 
 
Once the analysis was complete a report was written and the key issues presented at a workshop with a range of stakeholders. 


It was made clear from the outset that this piece of work would only be a snapshot in time and place and would focus on the patient experience in acute care only.

2. Methodology 

34 discharge summaries were reviewed to see whether dementia was identified as a primary or concurrent diagnosis. 
 
The case notes of 27 people discharged from the RUH in July 2008 were scrutinised and a proforma completed for each one. The sample was deliberately chosen to cover the medical admissions unit, the older peoples unit, orthopaedics and the surgical and medical wards.  

3. Findings

There were examples of very good practice with thoughtful discharge planning and end of life discussions with family and carers, however there was a lack of consistency in the identification and management of patients with dementia.

The key issues from the findings were:

Although dementia was identified as a factor relatively few people had an assessment of their cognitive ability  

Little history regarding how the dementia affected the patient and their skills and communication ability was obtained from carers who could have made the discharge planning and care of the patient easier

Nursing Home Management A large proportion of people were admitted from a nursing home or their own home and for reasons that could possibly have been managed in that setting. With additional community support

Most patients had one or two moves during their admission and in some cases more.

Areas of concern and recording about nutritional status, continence problems, risk of falls were not recorded and when they were there appeared to be little follow up or assessment in order to manage the problem.

Delays during stay In most cases a discharge plan was identified early on but there was no estimated date of discharge written down or a discharge destination, the main reasons being waiting for assessment for ongoing support.

Very few people appeared to be assessed for ongoing rehabilitation and little knowledge of what was available in the community.

A workshop with 40 staff from across the trust was run by CSIP to consider the findings, and the following action plan was devised.

The Trust have now set up a Streering Group led by the Director of Operations to oversee the project, and held an awareness day in November 2008.

4. Action Plan 
	Issue
	Actions

	1. Documentation
	review process for new documentation improve data collection re cognition and pre-morbid history



	2. Seeking patient and carer views
	seek views form recent inpatients and dementia carers groups in BANES



	3. Staff awareness re cognitive impairment
	Need to agree and pilot an approach; could be one or combination of :

 - short, ward based multi-agency sessions on cognitive impairment

 - included in patient documentation training

 - part of core clinical skills update, though subject is also relevant for ward receptionists, security etc

 

	4. Inpatient therapy support

	Review therapy support in inpatient settings and its impact re meeting rehabilitation and other care 



	5. Cognitive assessment
	Clarify which assessment tool is most useful , to develop a consistent RUH approach, perhaps extending into community services.



	6.Agree care pathway elements


	Training in support of care pathway, (include falls risks) 

Commissioning of MH team with adequate time for training – RUH/AWP/ Commissioners

More specific criteria for referral to liaison services in pathway to enable more rapid referral , to establish a group consisting of MH liaison nurse, social service leads, nurse, doctor, physio and OT 

Review older people’s services in MAU with respect to dementia – e.g. need for OT  and mental health links to discharge assessment team



	7. Training 


	Training to be part of mandatory training for all staff, not just care staff and professionals 

Ensuring a true understanding the needs of the patient by raising awareness of dementia in R.U.H.

Need to have joint workshop/training with community and AWP to identify issues and resolve them

	8.Community services
	Ensure a range of services are available

Ensure commissioning priorities of the Trust include dementia, older people’s mental health needs and look to the third sector as well as in-house services.

Consider expanding the remit of community teams with support from specialist services and review criteria to allow access for people with Dementia – 

Fully integrated community teams with single point of access



	9. Information
	An accessible Directory of services available in each area for patients, carers and staff
A current Discharge handbook with a dementia section
Centralised secondary care information

Shared documentation across primary and secondary care 



	10. Discharge Planning
	  Need to identify barriers to discharge at the point of admission and actively pursue solution.  Set goals on admission and when reached, discharge the person.  Establish discharge checklist summary.   Pursue joint health and social care discharge packages.  Multi disciplinary care planning which equates with having a discharge plan and includes the carer

Single point of access within hospital for referrals for assessment by other discipline


The RUH team and CSIP would be happy to discuss this work if you are interested in undertaking a similar project in your area
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