Proposed Co-operation between SASM and SICSAG

Participants within SASM have identified a gap in examining the pathway of care for patients who die who have been admitted to an Intensive Care Unit.  The 2005 Anaesthetic Pro Forma asks: 

· Did the patient receive ITU/HDU care during this admission

· If no did this patient need ITU/HDU care during this admission

· Was critical care available at time of need

· If no why not

· Were there any concerns in the ITU/HDU management of this patient?

These questions do not clearly identify areas of concern during the Intensive Care stay.  The anaesthetist completing the form will usually be the anaesthetist who administered anaesthesia at one of the operations which the patient underwent.  They may well not have been involved in the postoperative care on the Intensive Care Unit and with increasing specialisation within Intensive Care Units, the general anaesthetist may not be in a position to identify any areas of concerns or consideration in the management of the patient within that unit.  Patients who are admitted to HDU are usually looked after by surgical teams and their care should be described adequately on the current surgical forms.

Approximately 50% of surgical patients who die, do not have an operation during their final admission.  Of those who do, the overwhelming majority are admitted, at some time, to HDU or ICU (1500/2000).  Although at present, SASM cannot identify the proportion of these patients admitted to ICU as opposed to HDU, it is clear that the audit is presently not examining the pathway of care of patients admitted to Intensive Care Units in Scotland.

The Anaesthetic Co-ordinators for the East and West of Scotland have met with representatives of the Scottish Intensive Care Society Audit Group and are proposing the introduction of a third, Intensive Care Pro Forma for this group of patients to examine standards of care for surgical patients in ICUs in Scotland.  SICSAG collects data on all patients admitted to ICUs in Scotland and limited data on admissions to HDU.  This data is electronically captured and entered by clinical staff on the Intensive Care Units.  

A pilot audit will start collecting data in 2006 in four hospitals.  Other hospitals will be phased in over the following year.  In the initial phase neurosurgery will be excluded.  This is because the SICSAG audit is being re-introduced to one of the major neurosurgical centres in Scotland and a period of consolidation would be useful.  Three proformae will be sent to the Consultant Surgeon identified for the patient.  After completing the surgical form, if an operation took place, the surgeon will forward both the Anaesthetic and Intensive Care forms and the case notes to the anaesthetist involved.  Once the anaesthetist has completed the anaesthetic form, if the patient was admitted to an Intensive Care Unit, he will forward the Intensive Care form and case notes to the appropriate ICU.   If the patient did not have an operation, but went to ICU, then the surgeon will forward the case notes and the ICU form to the appropriate ICU. 

The Consultant Intensivist would usually be the Consultant on call on the day of admission.  Failing that the Consultant who dictated the discharge letter could complete the form.  Several of the fields will be electronically captured by the SICSAG project.  These would include:

· An identification code (Wardwatcher number)

· APACHE II Score

· Predicted mortality ratio

· Length of ICU stay

· ICU outcome

· Time of discharge

· Bed shortages

· Diagnoses

· Reasons for admission to ICU

· Interventions

· Admission and discharge comments

The SICSAG members have discussed automating this part of the project.  

Additional information to be obtained manually on the SASM form will include:

· Was ICU admission planned before the operation started?

· Were there any untoward events or concerns with respect to:

Airway management


Tube blockage


Self extubation


Re-intubation

Tracheostomy

Upper airway obstruction

Lines


Pneumothorax


Arterial puncture


Misplacement


Displacement


Infection

Other

If yes to any of the above, specify

· Was the patient discharged early?

· Any additional comments

· Copy of the discharge summary

Completed forms would be returned to SASM.  In those cases with an ICU admission, SASM would send the forms for assessment to anaesthetic first line assessors who have been identified as Intensivists and have agreed to assess Intensive Care cases.  

An annual report would be produced using this combined data as part of the SASM Annual Report but jointly authored by SASM and SICSAG.

Flow chart of proposed methodology for auditing ICU care of SASM patients
































Anonymised forms (surgical, anaesthetic and ICU) sent to anaesthetist/intensivist assessor




















Surgeon sends ICU form to intensivist





No ICU stay





ICU stay





SASM identifies death


under surgical care





Operative patients





Non-operative patients





Joint report on ICU data by SASM and SICSAG





Individual feedback sent to surgeons, anaesthetists and intensivists involved





Intensivist completes form and attaches SICSAG data











Surgeon sends anaesthetic and ICU form to anaesthetist 





No ICU stay





ICU stay





Forms (surgical, anaesthetic and ICU) sent to consultant surgeon





Neurosurgical patients excluded from ICU audit





Anaesthetist completes anaesthetic form and sends ICU form to intensivist








SASM/SICSAG proposal 

