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Critical Care Networks 
England, Wales & Northern Ireland



	Action Notes - DRAFT
NATIONAL CRITICAL CARE NETWORKS
DIRECTORS/MANAGERS MEETING
Friday 14th December 2018
Venue – 15 Marylebone Road, NW1 5JD 

	
	Present   

	Sue Shepherd (SS, Co-Chair), Angela Walsh (AW, Co-Chair), Andrea Baldwin (ABa), Graham Brant (GB),  Lesley Durham (LD), Bincy Padiyara (BP), Julie Platten (JP), Melanie Wright (MW), Gezz Van Zwanenberg (GVZ), Mike Carraretto (MC), Rose Tobin (RT),  Caroline Wilson (CW)


Meeting note-taker Graham Brant; edited by Co-Chairs

	2.0
	Apologies and Welcome 

	AW welcomed everyone to the meeting and introductions were made.

Apologies were received from:  Steven Cook,  Claire Horsfield, Sue O’Keefe, Dan Dineen, Sarah Clarke,  Andrea Berry, Kujan Paramanantham, Victoria Parr, Jayne Andrew

Graham Brant kindly agreed to take notes of the meeting.

	3.0
	Confirmation of minutes from previous meeting  

	The minutes from the last Directors/Managers/Medical Leads meeting held on the 11th October 2018 were approved as an accurate record – there was a minor typographical error which has been corrected for signed off.

Matters Arising
Network Review Tools – SS summarised the different tools supplied by the Networks and provided a brief summary of what the different networks had in place. There was commonality and some differences in approach depending on the types of reviews and content.  Networks were also awaiting any updates dependent upon pending national documents (D05, GPICS2 etc.). The sample of information was not yet complete so SS asked for any remaining networks wishing to submit to do so.  The collation of information will inform the work to be undertaken by Paul Dean (from the medical leads group) who is working on common core peer review tool/ principles document.  Networks can add to their current processes as deemed appropriate but this is not a rewrite of existing good practice or detailed agreements in place at a local level.  Also peer review is only one type of review that some networks have extensive skills in undertaking. 
ACTION 1: Networks who have not responded to do so asap. SS to send the document around electronically once all those who wish to submit have done so – to be circulated 30 January 2019

ICS Transfer Working Group – The anonymised Network data that was provided has been sent to the ICS Standards Group for consideration as per agreement at the last meeting. There was a desire to work closely with other agencies to ensure the ICS guidance works well with other guidance. GVZ advised that in order to consider at a national level the data submitted on incident systems by Trusts, all transfer incidents would need to be reported locally under “critical care transfer”. Otherwise impossible to identify the incidents as transfer incidents within the data. The ICS transfer guidance is now at the Standards Committee so should be out to public consultation shortly. 


The ICS standards and guidance committees are developing a standardised tool that allows any document they produce to be assessed against the appropriate tool. This principle was welcomed by members.  

Action Log Update 
All actions were either completed or included within the main agenda

	

















All/SS

	4.0
	Update from National Critical Care CRG

	Kat Young has now taken up her role of Associate Director of Strategy and Transformation. The Critical Care Lead Commissioner role over currently sits with Helen Morrison in the interim. Ganesh Suntharalingam has replaced Gary Masterson as the ICS representative to the CRG.

Changes to National CRGs – AW reported that JE had announced that changes in the number and composition of national CRGS are afoot. A document from NHS England would be published shortly setting out details. Whilst there would be a reduction in the number of CRGs, the Critical care CRG will be retained.  The paper from NHS England will also set out how the CRGs will be comprised and the appointment/application for membership mechanism. JE also announced that she was stepping down as CRG Chair in March 19. No dates have been released for 2019 meetings as yet in view of the changes (as dates can only be set once chair and members have been appointed). 
ACTION 2: – AW to feedback any further updates

Paediatrics review - AW also reported that Janette Harper from NHS England had presented on the progress of the paediatrics review and had provided some initial considerations for the adult critical care world similar to that given to our meeting in October.   CRG members also flagged transition to adult units and requirements for long term ventilation. It is expected a toolkit will be available in March 2019 which will provide various models for the future of Paeds critical care in a networked service. 

Lead Commissioner model concept – AW reported that the principle of lead commissioner for critical care is being progressed by NHSE though not clear yet if this is for site, trust or unit. Responsibility for payment rules will remain the same. The overall intention is that all critical care activity can be seen in one place. There was discussion in the room about this.

Enhanced Care Service – Led by Alison Pittard at FICM, this is looking at post-surgical patients.  A small focus group is being held in February 2019 with a report expected in March 2019. There are various models/examples available so the aim was to offer guidance rather than specific standards.  Ultimately it is likely to sit under the Critical Care CRG. 

Frailty Project – MC reported that an NHSE project starts in the spring of 2019 in five pilot sites. Dani Bryden (F) is looking at best improvement decisions. This is not a tool to prevent ICU admissions but a screening tool at the point of patient referral (CriSTAL Model) more details available at www.scfn.org.uk  Work will also include looking at poly-pharmacy.

D05 consultation- AW reported that the D05 consultation was now closed and 53 comments were received. The CRG confirmed no major changes proposed. The CQC will use the D05 (once ratified) for inspections. CCGs will be expected to use this service specification as well as NHSE. The draft “spec” will now go to the Trauma board meeting in January 2019 with the plan being for it to be in contracts for April 2019.

CART Therapy- T Cell therapy that will require patients to have a critical care stay is to be tried in 8 pilot sites. Whilst it requires critical care support for patients, it is thought it will reduce the need for bone marrow transplants in certain cancers in the future.

ACC Data group – no update since the last meeting. 
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	5.0
	Getting It Right First Time (GIRFT)

	AW provided an update and reported that Anna Bachelor and Caroline Beadle were carrying out the critical care visits in batches and on a regional basis. Regarding process, the Trust invites the Network and shares their data, not GIRFT (though networks are notified of dates). Anna Bachelor leads the meetings held with Trusts although this does not include a site visit. Meetings last about 2 hours and may be based on Trust (multiple units) or unit level. The data pack is discussed with the Trust for comment and background.  Follow up reports are provided to the Trust by the GIRFT visiting team.  Networks or commissioners will not be sent the report. There will an overarching report by GIRFT towards the end of the process. As well as the clinical work streams, there are GIRFT implementation teams in each region. These link with Trusts on an organisational and a workstream basis. The GIRFT implementation team follow up after the report is received in the Trust and work with the Trust on issues and themes raised during the visit. There are also ambassadors in each region. 
ACTION 3: AW to share link names for the GIRFT leads for specific regions once received

AW had asked for the GIRFT regional implementation team link names to circulate in order to join up with networks. This list was awaited. She had also asked that they consider attending and presenting progress so far at the National Networks’ AGM in April with Anna Bachelor.  
ACTION 4: GB and ABa to include a section in AGM agenda for key GIRFT themes and to extend invitations  to GIRFT in good time

	










AW





GB/ABa

	6.0
	Paediatric Critical Care review 

	At the October 2018 meeting, the Paediatric review team presented the current status of the review and proposals to the group. LD had subsequently attended the paediatrics review stakeholder meeting in November representing this group and adult critical care.

LD reported back  a number of points  including 
· 240 unfilled medical posts in the UK for Paeds ICU 
· acknowledgement that DGHs may not have the skills to take level 2 patients so this  may  be relooked at by the team 
· GIRFT includes data for transition age patients (under 16s) who are using adult services – taken from ICNARC data

The review will produce a toolkit at end of March 2019 and will allow different interpretation at a regional level to meet local needs.

The Director/Managers group were looking to add content to the toolkit pertaining to networks and to links to adult services.  The agreement at the October meeting was that a joint group with ICS input would be set up by the group. DRAFT terms of reference for the group had been prepared by AW and these were agreed and signed off. 

A letter is to be sent by AW to the team from this group suggesting data capture from ICNARC on under 18s in adult units and also with a specific request for clarity on input to the toolkit and timelines as nothing more was forthcoming at the moment. 
ACTION 5: AW to send letter to Paeds team





	




















AW



	7.0
	EPRR 

	AW reported on updates in EPRR

EPPR - Burns exercise held in October with information for con-ops. This contained some information for the burns annexe and transfer guidelines. 

Fax machines – EPRR NHS England has confirmed the need to continue to use fax as a resilience tool in EPRR incidents not withstanding they are being being phased out elsewhere in the NHS. Further information in due course
ACTION 6: AW to circulate the memo with notes (included herewith)

Patient safety alert issued on 5th December regarding management of unidentified/unknown adults when there are multiple casualties.  Advice provided on numbering and identification. 

There was also an update on countermeasure drugs and waste.

UK protect has updated its staying safe message following the Strasbourg incident 

Surge- Revised paediatric IC surge SOP (original was 2016) available as an updated 2018 web version https://www.england.nhs.uk/publication/paediatric-intensive-care-surge-sop/ 

Some changes to note:
· Paediatric bed state on pathways DOS has changed 
· PICU have removed OPEL 3 & 4 (highest is now 2) 
· Lead commissioner in Paediatrics is now Cathy Brennan

	







AW




	8.0
	D05 Service Specification Benchmarking tool 

	GB/ABa and MW updated the tool following the latest draft of D05. CW has tested the updated tool in the South East. Some of the thresholds for compliance were difficult but units quite liked the fact that the tool provided an illustrative example of how they are doing.

A number of units rely on self-declaration of standards and the question was asked as to whether as a group we were happy with this and can networks assess levels of compliance across their patch in this way?

There was a suggestion that a scale be used instead of met/unmet/partially met or that percentages met were used instead.  
The tool has to be useful for each network and useable in each unit. 

The group agreed that sticking with met, partially met, not met and not applicable as the core tool enabled units to broadly compare themselves over time   since the original assessment in 2016, and was useful in the context of the specification being issued shortly. 

Any adaptations of this can be at a local level. It was recognised that some Networks are already using the previous Benchmarking tool either in isolation or incorporated in assessment/review processes and it was appreciated that Networks utilise the revised tool as appropriate once finalised on publication of D05.
ACTION 7: ABa to finalise tool  on publication of D05 and circulate to Group members
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ABa

	9.0
	Critical Care Networks -  Funding 

	SS advised the group that the provisional response on network funding  for the next year was to continue with top slicing  using a  0.1% CQUINN money. Ideally funding would  be confirmed in the early New Year along with the duration (it was for 2 years last time).

The group noted that it will need to ensure that the Value for Money (VFM) toolkit is up to date for 2019.
ACTION 8: SS to circulate ODN funding notice once received/published
	





SS 

	10.0
	National Updates  

	ICS
ICS – There has been an invitation from the ICS for the National Networks Directors/Managers’ group to be an associate member to the ICS Council – it was agreed that AW or SS would attend the January ICS meeting as Co-Chair of this Group. MC has also been co-opted to the council as Chair of the National Networks Medical Leads Group.

The ICS are keen to link ACC networks with what they are doing. To this end if guidance is produce Networks may be asked to be involved in assisting units locally to implement the guidance.  

ICS have 16 new guidelines under review. As well as these,  levels of care are also under review. 

They also wish to consider the MoU on beds and tertiary services that the medical leads produced to see if it can be further supported/adopted by the ICS. 

The ICS are also looking at the results of the GPICS2 consultation.

Removal of VAS Caths was discussed following a regulation 28 notice. Discussions are on-going and awaiting guidance (see attached).

FICM
MC also sits on the FICM professional affairs group on behalf of the National Networks Medical Leads Group. FICM have a number of work streams on-going at present. FICM are incorporating feedback from GPICS2 Consultation. Medical workforce workshops are on-going at present. Leadership in Critical Care meeting taking place in October 2019 - it is a closed meeting although networks will be invited. There will be workshops, etc. and more details are to follow .
ACTION 9: MC to advise of Network attendance at October 2019 meeting

CCLF
Minutes of the last meeting were circulated with the agenda. CCLF members are requested to suggest a theme for their next meeting in March. SS suggested Paediatrics Review follow up and members confirmed this – SS will e-mail the CCLF administration accordingly.
ACTION 10: SS to e-mail CCLF Administrator to suggest Paediatric Review be included as a topic for discussion at the next meeting in March

CC3N/Nursing Alliance
There is to be a “Staff Moves Audit” to inform a piece of work being undertaken by the UK Critical Care Nursing Alliance in response to concerns raised by critical care staff. This will be circulated to Lead Nurses before Christmas.

Scoping the educational provision by HEI and HEEs across the UK. Details to be sent out by LD to lead nurses etc.


[bookmark: _GoBack]
Safer staffing tool issue - this has now been taken to the Nursing Alliance to explain issues in regard to it never being intended for use in nor was it fit for purpose for Critical Care.

Apprenticeship for Advanced Care Practitioners (ACP) – another proposal to be submitted to have this role in critical care funded as an apprenticeship scheme.


DOS
There is now a save all button on the DOS capacity grid management system. This will save both comments and grids. The save button above the grid does remain so comments can be saved separately if need be.

NORF
Liaised with CC3N to have a Standardised Outreach Competency Framework. This is to start in year 2019/20. Patient Safety Collaborative have asked NORF to join Congress on 3rd July 2019 in Manchester

GPICs 2
Consultation closed on 19th November and it is expected to be published in late January 2019.There were over 600 comments received which the Editors will review. 

	





















MC





SS

	11.0
	Annual General Meeting

	The next Critical Care Networks’ AGM will be held on Monday 8th April 2019 at Studio 7 Cannon St, Birmingham B2 5EP. The venue is a 1- 2 minute walk from Birmingham New Street Station. http://studiovenues.co.uk/venues/birmingham/map-directions/

The group discussed possible themes and ideas for the meeting and ABa and GB will work with these. 
These include
· Paeds Review, toolkit and transfers of level 1 and 2 patients
· GIRFT programme – regional implementation  teams and  critical care work programme – initial themes 
· Enhanced care  
· Transfers guidance from the ICS and Networks 
· Governance – GIRFT, CRG, Lead commissioner
· End of Life
ABa, MC and GB are developing the programme and will manage the flyer, programme, and bookings process etc.
ACTION 11: ABa, GB, MC to take forward National Critical Care Networks’ AGM

	

	12.0
	Group Admin and Schedule 

	Meeting dates for 2019 have been set as:- 

Monday 8th April 2019 – Birmingham- AGM (all groups) 
Tuesday 9th July 2019  -  London  – Directors/Managers only
Wednesday 16th October 2019 –  London Directors/Managers and Medical Leads
January 2020 (rather than Dec)  - Date and Venue TBC – Directors/Managers only

Finance report -  No report received as no changes. 

Chair Handover – A meeting is being arranged for March for handing over the arrangements and outstanding issues as part of the group’s governance process. AW and SS will produce a summary report as part of the hand-over process. ABa and GB will take over as Co-chairs from the April 2019 meeting.

	

	14.0
	AOB

	Complex cardiac patient- advice was sought of the group and given
Digital transfer document – Gezz talked about progress on this
SS asked for feedback about ICS SOA conference regarding issues - all felt a good conference and lots of feedback given 

	

	Date and Time of Next meeting

	Future Meetings 2019:
Monday 8th April 2019 – Birmingham- AGM (all groups) 
Tuesday 9th July 2019  - 15 Marylebone Road London NW1 5JD – Directors/Managers only
Wednesday 16th October 2019 – 15 Marylebone Road London NW1 5JD -Directors/Managers and Medical Leads
January 2020 (rather than Dec)  - Date and Venue TBC – Directors/Managers only



 



Action List – National Critical Care Network Directors Meeting – 14th December 2018  

	Action No.
	Action
	Action
	Completed

	1.
	Networks to forward samples of review tools to SS asap. SS to send the collated document electronically to members (30 January 2019)
	All/SS
	

	2.
	Critical Care CRG – feedback any further updates to Group members
	AW
	

	3.
	Share link names for the GIRFT leads for specific regions once received
	AW
	

	4.
	Include a section in AGM agenda for key GIRFT themes and to extend invitations  to GIRFT in good time
	GB/ABa
	

	5.
	Send letter to Paeds team
	AW
	

	6.
	Circulate the memo with notes (use of fax machines – EPRR resilience)
	AW
	

	7.
	Finalise tool  on publication of D05 and circulate to Group members
	ABa
	

	8.
	Circulate ODN funding notice once received/published
	SS
	

	9.
	Advise of Network attendance at Leadership in Critical Care October 2019 meeting
	MC
	

	10.
	E-mail CCLF Administrator to suggest Paediatric Review be included as a topic for discussion at the next CCLF meeting in March
	SS
	

	11.
	Take forward development of programme for National Critical Care Networks’ AGM 2019
	ABa/GB/MC
	





	MINUTE TAKING ROTA FOR FUTURE DIRECTOR MEETINGS 2018:

	8 April
	AGM
	Birmingham
	Steve Cook

	9 July
	Directors/Managers
	London
	Dan Dineen

	16 October
	Directors/Managers and Medical Leads
	London
	Victoria Parr

	January 2020
	Directors/Managers
	TBC
	Bincy Padiyara
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Regional Email communication dissemination  to EPRR contacts   


received by NWLCC Network  10 December 2018 


Content 


 Many of you will have seen the text below which appeared in the press over the weekend.  
 


 The EPRR position is that we need to retain this capability as our use Fax Machines is a very 
different to that of other NHS users as they are a key part of our resilience and response to 
IT failures.  


 


 This is the message we are channelling back to DHSC via the national team and we will keep 
you updated as and when information is shared with us. 


  
NHS England. 


Context 


NHS to ban fax machines 


The Times and others report fax machines will be banned across the NHS in a bid to improve patient 
safety and cyber security. The outdated technology will be phased out by 31 March 2020 under plans 
announced by health secretary Matt Hancock. Last year the NHS was named as the world's largest 
purchaser of fax machines and it has been estimated that more than 8,000 of them are still being 
used across the health service. However Mr Hancock has now banned the purchase of any further 
machines from next month. 


  


 


Circulation to other Networks  


Shared with National Network group  for information 14 December 2018 
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Patient Safety 
improvement.nhs.uk/resources/patient-safety-alerts


Emergency departments (EDs) often care for patients unable or unwilling to
give their identity including people who are unconscious or who have a critical 
illness, people with a mental health condition or delirium, and people affected 
by drink or drugs. Several unidentified patients may arrive together after 
an accident, or in mass casualty situations. Giving a unique identity to each 
unknown patient ensures safe and prompt diagnostic testing and treatment. For 
example, it helps prevent allocating blood test results to the wrong patient and 
fatal ABO incompatible blood transfusion.1,2,3,4 


Temporary identification (ID) systems can have high potential for error if they use:
• the same or similar names, eg unknown male, unknown female
• pre-allocated numbers that differ sequentially by one digit, eg T0000123,


T0000124
• identical dates of birth (DOB), eg 01.01.1900.


These systems create a risk of misidentification compared to other patients for 
whom first name and surname, unique NHS number and individual date of birth 
are all used. Also, temporary numbers that are unique locally may not be suitable 
when a patient transfers between hospitals. While many EDs have created less 
error-prone combinations of identifiers, their differing practices can confuse staff 
when changing jobs and moving between hospitals. 


For names, a distinctive method is to randomly generate combinations of 
first and surname from an edited phonetic alphabet eg Foxtrot Whisky, (see 
resources). 


For temporary numbers, a distinctive method is to prefix a randomly generated 
seven-digit number (see resources) with the relevant standard NHS trust code 
(eg RPH). If this is not possible due to local IT system incompatibility then any 
randomly generated series of digits should be used, with the trust code or name 
added to the patient wristband. 


For DOB, the convention of using 01Jan1900 for adults and 01Jan2000 
for children has become impractical: pathology systems can reject 1900 as 
implausible and 2000 no longer indicates a child. Using the same DOB for any
unidentified patient may also lead to misinterpretation of pathology results
because normal ranges are given by age and does not meet age-related
transfusion guidelines.  


The best option is to combine 1 Jan with an estimated year of birth, eg 
01Jan1950, 01Jan2015. While unlikely to be the patient’s true age, this approach 
is safer than using a standard DOB. 


This alert signposts resources for safer temporary identification of unknown 
patients, including random name and number spreadsheets/generators and the 
associated emergency preparedness resilience and response (EPRR) standards5 
and blood transfusion standards on identification.3,4 The resources are available 
via the NHS Improvement website.


Patient 
Safety 


Alert


Safer temporary identification 
criteria for unknown or 
unidentified patients   
5 December 2018


Actions 
Who: All organisations with 
emergency departments*


When: To begin as soon as 
possible and be completed by 
5 June 2019


Alert reference number: NHS/PSA/RE/2018/008


Resource Alert


Publication code: IT 13/18


See page two for references, stakeholder engagement 
and advice on who this alert should be directed to.


Contact us: patientsafety.enquiries@nhs.net


Identify a leader who can bring
together key parties including 
hospital informatics, emergency 
admissions, major incident 
response and pathology services.


Develop a system for the unique
temporary identification of
unknown patients using: the 
numbering system outlined in this 
alert, sex, estimated DOB, and 
‘name’ based on non-sequential 
phonetic alphabet.


Ensure all IT systems can accept 
the names and numbers in these 
formats. 


Develop a robust system for
merging medical records once a 
patient’s identity is confirmed.


Communicate the key 
messages in this alert and your 
organisation’s plan for safer 
identification systems to all 
relevant staff.


*The actions in this alert are
directed at EDs or equivalent
services (that is, services providing
similar investigations and
treatment for patients who arrive
directly).


NHS Improvement (December 2018)


Classification: Official


1


2


3


4


5



https://improvement.nhs.uk/resources/resources-to-support-safer-temporary-identification-criteria/

https://improvement.nhs.uk/resources/patient-safety-alerts/

mailto:patientsafety.enquiries@nhs.net





Alert reference number: NHS/PSA/RE/2018/008


Alert stage: Two - Resources


Classification: Official


Patient Safety 
improvement.nhs.uk/resources/patient-safety-alerts


Patient safety incident data
The Serious Hazards of Transfusion (SHOT) Annual Report 20171 describes 115 errors involving incorrect patient 
identification.


Additionally, review and debrief following recent mass casualty events showed widespread variation in local policies 
and procedures for the identification of patients once they leave the care of the emergency rescue services and 
present to hospital. National standardisation of identification of such patients was recommended. Adding sex and 
estimated age were identified as helpful to ensuring safe and prompt diagnostic testing and treatment at local level 
while also facilitating best use of available blood products.


Resources
Resources to support the implementation of this alert, including an edited randomised phonetic alphabet list, are 
available via the NHS Improvement website https://improvement.nhs.uk/resources/resources-to-support-safer-
temporary-identification-criteria


References
1. Serious Hazards of Transfusion Annual report 2017 https://www.shotuk.org/wp-content/uploads/myimages/


SHOT-Report-2017-WEB-Final-v4-25-9-18.pdf
2. White J, Milkins C, Rowley M Labelling of transfusion samples from unknown patients in emergency situations. 


Transfusion Medicine 2013; 23 (Suppl 2): 30-71. Poster (PO57, page 53). https://rdcu.be/bcbC4
3. Hunt B, Allard S, Keeling D, et al A practical guideline for the haematological management of major 


haemorrhage: a British Society for Haematology Guideline. British Journal of Haematology, 2015, 170, 788–803 
https://onlinelibrary.wiley.com/doi/full/10.1111/bjh.13580


4. Robinson S, Harris A, Atkinson S, et al The administration of blood components: a British Society for 
Haematology Guideline. Transfusion Medicine 2017 https://b-s-h.org.uk/guidelines/guidelines/administration-of-
blood-components/


5. Emergency preparedness resilience and response core standards https://www.england.nhs.uk/ourwork/eprr/gf/


Stakeholder engagement
• Serious Hazards of Transfusion (SHOT) Haemovigilance Scheme
• NHS Blood and Transplant
• NHS England Emergency Preparedness, Resilience and Response
• National Patient Safety Response Advisory Panel (for a list of members and organisations represented on the


panel, see https://improvement.nhs.uk/resources/patient-safety-alerts/)


Advice for Central Alerting System officers and risk managers
This alert asks for a systematic approach to deciding how your organisation identifies unknown patients and 
therefore needs co-ordinated implementation rather than separate action by individual teams or departments. If 
you are unsure who will do this, seek initial advice from someone in your trust such as the emergency department 
matron or clinical director, emergency planning liaison officer and/or accountable emergency officer, who will be 
able to identify the key individuals needed to lead and co-ordinate implementation. 


Although the alert is directed at organisations with emergency departments or equivalent services, some principles 
may be helpful to other services that admit patients unwilling or unable to identify themselves eg mental health 
services.


Sharing resources and examples of work
If you are aware of any resources or examples of work developed in relation to this alert that you think would be 
useful to others, please share them with us by emailing patientsafety.enquiries@nhs.net


   Contact us: patientsafety.enquiries@nhs.net



mailto:patientsafety.enquiries@nhs.net
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Response of the Renal Association (RA), British Renal Society (BRS) and Intensive care Society (ICS) 


to a reported death from blood loss following removal of a temporary femoral dialysis catheter. 


Further to our safety alert and interim advice circulated from the RA-BRS Patient Safety Committee 


(https://renal.org/severe-blood-loss-haemodialysis-patients-dialysis-line-disconnection-femoral-


catheter-removal/) in July 2018 informing you of the death of a patient due to haemorrhage 


following temporary dialysis line removal, the Coroner’s Office has issued a Regulation 28 letter. The 


elderly patient was being treated for acute kidney injury due to rhabdomyolysis and pneumonia on a 


background of significant comorbidity. The renal community, including the Renal Association, British 


Renal Society and Intensive Care Society hereby set out our advice and subsequent action plan and 


our response to the Coroner to reduce the risk of similar severe and fatal incidents. 


The National Reporting and Learning System of NHS Improvement has provided an analysis of 


reports of harm from late bleeding following femoral line removal in the last 3 years. Six incidents 


were reported. Of these, 3 resulted in patient deaths (including the incident reported above) and 2 


others resulted in the major blood loss of over 1 litre of blood. 


In lieu of National Guidelines which are being jointly developed by the RA, BRS and ICS, and in the 


absence of a significant evidence base, the Patient Safety Committee recommends that all renal 


units review their current practice. We recommend the following precautions and patient 


monitoring when the removal of a femoral dialysis catheter is planned: 


 Appropriate timing of procedure. This is a semi-elective procedure: as such the responsible 


clinical team should ensure adequate staffing levels and appropriate competency exist to 


monitor the removal site and patient during and after the procedure and ensure patient 


comfort. The patient’s ability to comply with instruction should be considered in relation to 


post-procedural monitoring. 


 Possibility of coagulopathy: basic coagulation studies and platelet count should be available 


in advance of catheter removal. Absence of high-level anticoagulation should be confirmed. 


 Need to apply pressure for defined period of time, we suggest for no less than 15 minutes. 


Ensure complete cessation of bleeding prior to removing pressure completely and applying 


dressing. 


 Appropriate dressing. 


 Duration of bedrest; positioning in bed; subsequent level of activity. Practice varies. We 


suggest bedrest of at least 1 hour after the procedure. 


 Level of supervision post-procedure including timing and frequency of observations. This 


was highlighted as a key issue by the Coroner in the most recent case. 


 Appropriate patient observation post-procedure. This is particularly important for isolated 


and confused patients. 
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 Procedure should only be carried out by an appropriately trained and competent health care 


professional. 


 Patient education and information in relation to procedure and subsequent risks should be 


provided verbally 


 In the case of significant bleeding, Trust’s local major haemorrhage procedure should be 


activated 


 Actions should be documented comprehensively and clearly in the clinical record, including 


timing of femoral catheter removal, coagulation results and length of local pressure and 


dressing and required observations in the notes. 


 Recent removal of line should be taken into account in determining timing of safe discharge 


from hospital 


A national guideline group is being formed to produce a practical guideline for this area for clinical 


services, working jointly with BRS and ICS. This will be available in spring 2019. 


This alert is to make all units aware of the danger and provide interim advice until this full guideline 


is produced, consulted upon and accepted. This interim advice will then be circulated across the 


renal community and this and the final guideline will be available on the RA, BRS and ICS websites 


for reference. 


We would be grateful to receive copies of any local Trust guidelines for femoral dialysis catheter 


removal at this stage. Please send to patientsafety@renal.org 


Please continue to report incidents related to temporary dialysis catheter removal, however minor, 


through your local reporting system and inform the RA-BRS Patient Safety Committee. 


The Patient Safety Committee can be contacted on patientsafety@renal.org 
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