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1. Purpose of this
BHIRCH handbook

This handbook is for Practice Development Champions and members
of the Practice Development Support Group.
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2.Overview of the

BHIRCH project

2.1 The problem being addressed

Mursing home residents are among the frailest and most vulnerable
membaers of society. They have significant impairments and complex
health care needs. More than 75% of care home residents live with
dementia.

Early detection and intervention for ill health in care home residents
is problematic. People living in care homes may be admitted to
hospital for conditions which, if noticed and treated earlier, could
have been managed in the care home.

Admission to hospital can be distressing to the person, their family
and nursing heme staff and costly to the NHS. Being in hospital can
lead to residents developing hospital-acquired conditions resulting in
poor outcomes for residents. It can disrupt an older person’s pattern
of care and relationships.

Avoidable hospital admissions are costly for the NHS. In economic
terms, avoidable hospitalisation costs the NHS and taxpayers
approximately £1.42 billion per year.

Reducing rates of hospitalisation for treatable conditions is a
government priority.

Early detection of changes in residents’ health is essential to ensure
early intervention and active management of health conditions and
prevent unplanned hospital admissions. :

2.2 The aim of this project

The aim of this project is to reduce rates of hospital
admission from care homes (with nursing) by
ensuring early detection and early intervention for:

dehydration
debeflnraﬂnn of congestive heart fallure b, B
lower respiratory tract Infection for, on average,

35 of all
l.lrll'larv tract Infection hozpitalisations.




3.Key components of
the BHIRCH project

The BHIRCH project has three key components supported
by a structured process for introducing and embedding
change:

= The stop and watch Early wWarning Tool
* The Care Pathway
* A structured approach for communicating with primary care - SBAR

3.1 Stop and Watch Early Warning Tool

INTRODUCTION: The intervention will use an adapted version of
Atlantic Florida University's Stop and Watch Early Warning Tool
(wversion 4.0), This tool is widely used in the USA. It highlights
simple signs and behaviours to identify common, but nonspecific,
changes in a resident’s condition that seem out of the ordinary

for the resident. The tool is intended to be used as an alert to
determine if further assessment of a resident by a registered nurse
(with the Care Pathway) is necessary.

WHO: Care assistants and Murses complete the Stop and Watch
Early Warning Tool when:

1. they notice a change;
or

2. anyone alse in the care home (including residents, other staff
and care partners) notices a change.

WHEN: As soon as is practical after a change has been noticed or
reported to care staff by residents, other care home staff or care
partners; at the latest by the end of the shift.

WHAT WILL THEY DO:

1. Residents, care home staff and care partners notice a change
and inform care assistants and nurses.

2. Care assistants or the nurse complete the Stop and Watch
Early Warning Tool, circling the changes they observe.

3, Care assistants notify the nurse of this change, giving the nurse
the completed Stop and Watch Early Warning Tool.

Better Health In Residents In Care Homes (EHIRCH)



Hame:

I.D. No:
Stop and Watch
Early Warning Tool bl

If you hove identified a change while caring for or obsarving o
resident, please circle the change and mlri'g'u nurse. Either give the
nurse a copy of this tool or review it with her /him os soon as you can.

S | Seems different than usual

T | Talks or communicates less

0 | Overall needs more help

P |Pain - new or worsening; Parficipated less in activifies

a | A less

n | Mo bowel movement in 3 days; or diarrhosa

d |Dronk kess

W | Weight changs

A | Agitated or nervous more than vsual

T | Tired, weak, confused, or drowsy

C | Change in skin colour or condifion

O Theck kare if no chonge roted
whia meniioring high rek poar
Initicd change noticed by Dt and Time famypm;
Family O Coredssisfant 0 Murse O Other O
Ttop and Watch completed by Dute and Time (ampm)]
Care Asitont O Nurse O
Reported to Murse’s name) Dt ang Tirme fompm)
Course of action Date and Tirme fompm)
Time fo complets Dot and Tirme jompm)
!ﬂ'ﬂ'brﬂlhiﬂ.lm;dttm“h ok T

St Ty 7 P FEeride dibric L x

ooy igrd O Aemtfes Tearhung
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3.2 Care Pathway

INTRODUCTION: The Care Pathway is a clinical guidance and
decision support system that includes Primary and Secondary
assessment of;

* cdlehydration

* deterioration of congestive heart failure

* lower respiratory tract infection

* urinary tract infection

Primary assessment is the first level or initial assessment which
comprises screaning type questions and secondary assessment
is the more detailed leveal of assessment of the person. The Care
Pathway has been designed to facilitate early assessment and
diagnosis of acute changes in health in order to prompt early
intervention.

WHO: Murses use the Care Pathway, having been alerted to a
change in a resident’s health by the Stop and Watch Early Warning
Tool, completed by care assistants or themselves,

WHEN: As soon as is practical after being alerted. If the Primary or
Secondary Assessment result in an ambiguous ocutcome, the Care
Pathway should be administered repeated|y at &-hour intervals,
until such time as the nurse is satisfied, from the evidence collected,
that the issues of concern have resolved and/or appropriate
intervention has been instigated.

HOW:

1. The nurse will conduct the Primary and Secondary assessment
following the steps of the Care Pathway.

2. The nurse will record primary and secondary outcomes of the
care pathway on the form.

3. Following use of the Care Pathway, the nurse will make a clinical
decision about the next course of action which will include one
or more of the following actions:

a. If the assessment is inconclusive, but the nurse judges that
the resident’'s condition is not an immediate concern they can:

i. direct further general monitoring using the Stop and Watch
Early Warning Tool (as often as deemed necessary), or

ii. direct monitoring for specific symptoms of the resident’s
condition.

b. If the nurse determines that the resident's condition can be
treated in the care home, they can initiate treatment.

c. If the assessment indicates a potential diagnosis, or there
is immediate concern about a resident’s condition, they
can communicate with primary care using the SBAR tool
(Situation, Background, Assessment, Recommendation -
sea page 12).

4. The nurse will feed back information about the course of action
to the relevant staff on each shift, and to domestic staff and care
partners, as appropriate.
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Name:

1.D. No:

Care Pathway: Primary Assessment

STOP AND WATCH
(See attachod Stop and Wabch tool)

PRIMARY ASSESSMENT

- jp Chack respiratory rate (Y3

-y Check for lower [9S
urinary tract symptoms

- Increasad frequency of urgency
- discomfort on passing urine

- lower abdominal discomfort/pain

- p Check temperature i

- Check blood pressure 4

- I Chack weight (44

By: Care Assistant or Nurse

When: By the end of the shirt

Why: Emphasises non-specific behavioural
as Indicators of liness and readiy ob:
by care staff and familles during rout|
and visliting

Mext step: Report to MNurse

Nurse

Triggerad by Step 1

Continue to Step 3 If any test Is
positive. IF all tests are negative,
repeat Step 1at 6-hour Intbervals

£

Maore than 22 per min

= Tast for lower respiratory tract Infection

Rata:

Positive
= Test for wrinary tract infection

Motes:

More than 375°C
= Test for urinary tract or lower resplratory tract Infection

¢ Temperature: :

MorSystolic BP (top Nigure) ks lower than 10
= test for dehydration

changes
served
Ine care

P P P T e R R W

2kg decrease = Test for dehydration

Zhg Increase = Tast for deterloration of congestive heart fallure

Change In Wealght
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1.D. No:

Care Pathway: Secondary Assessment

- By: Nursa

When: Secondary assessment of a specific
condition Is triggered by Primary
Aszessment

Mext step:  Continue to Step 4 If any test is positive.
If all tests are negative. repeat Step 1at
6-hour Intervals.

SECONDARY ASSESSMENT

...} DEHYDRATION
: Check fuld Intake (less than 1itre per day)
oR
Check urine concentration ¢ Notes:
OR 4 2 . ’
Chack urine output (Nuld or pads) Dehydration
Cheack skin turgor
Check BP

- | DETERIORATION OF CONGESTIVE Motes:
HEART FAILURE: Deterloration
Check ankles/legs Increased swelling of Congestive
Check breathing » h Breathless Heart Fallure

-} LOWER RESP. TRACT INFECTION:

: Chack for breathlessness,/molsy breathing
oR Lower Respiratory
Check Oxygen saturation dd Tract Infection

Check cough for change In
phiegm, sound, frequency

Motes:

'UHINAR'! TRACT INFECTION: i :

[4p urine or test pad - Urinary Tract

Posl
(ME potential for false positives h
for people with cathetersy PP tornitrites nfection

Outcomes  Fiease Hick al that apoly ACTION

Diagnosis e Urinary tract infection 0 Respiratory Infection 0 Congestive heart fasiure 0 Dehydration 0 Other O
Action |» )+ Initiate treatment 0 Monitor with Stop & Watch  Monitor for specific symptoms O

Refer to primary care 0 GPO  Community Mursed  Emergency Services 0 Telemedicined  Other O

By: Murse or Manager
When:  Triggered by suspected diagnosis or other concerns

ratsed at secondary assessment (Step I) Timetocompleter
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Normal Clinical Observations Values

Blood Pressure- 100-140 Systolic Blood Pressure
60-30 Diastolic Blood Pressure

Heart Rate (Pulse Rate)- 50-100 Beats Per Minute

Respiration Rate- 9-20 Breaths (Inhale + Exhales) Per Minute
Oxygen Saturation- 93-100% Oxygen Saturation (PO2)
Temperature- 36.5-37.5 °C (Degrees Celsius)

Additional Tips

Always remember to take into consideration if the patient has a current iliness, disease
or disability that may affect the patient's observation values in any way.

e.g.- Chronic Obstructive Pulmonary Disease, etc.

Copyrignt & Bradion: Tsa:hrla
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3.3 Structured method for communicating with primary care




Situation:

| am (name) a Nurse at (Care Home name)

| am calling about {resident X)

| am calling because | am concemned that.....

(e.q. BP is low'high, temperature is XX, breathing has changed)

Background: \

Resident X has been living with us since (X date)

They have been receiving (X medicines/X intervention)

Their last assessment indicated a risk of (X)

Resident (X)'s normal condition is. .. (e.g. alert/drowsy/confused, pain free)
Their condition has changed in the last (XX mins/hours/

days/weeks)

Assessment:

I think the problem is (X)

And | have...

(e.g. increased fluids, given analgesia)

OR

| am not sure what the problem is but resident (X) is deteriorating
OR

| don't know what's wrong but I'm really worried

Recommendation:

Ineed youto ...

See the patient (when?) / Consider prescribing (X drug) /

Make a referral to (X) / Advise me what to do (when? what next?)
AND

Is there anything | need to do in the meantime?

(e.g. stop the fluid / repeat the obs)

Ask receiver to repeat key information to ensure understanding

The SBAR tool originated from the US Navy and was adapted for use in healthcare
by Dr M Leonard and colleagues from Kaiser Permanente, Colorado, USA

This version has been further adapted for use in care homes by the BHIRCH project

Cogymight 2 Bradford Teachal 1=
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4.Support for introducing
and embedding change

We recognize that introducing and embedding change

in care homes is challenging. In this project we have a
strand of work devoted to supporting you in introducing
and embedding change in care practice regarding early
detection and intervention of changes in residents’ health
in your care home.

This includes:

* The Promoting Actlon on Research Implementation In Health
services (PARIHS) framework

* Practice Development Champlons

* Practice Development Support Groups

* Practice Development Workbook

* Telephone support

* Online resources

:  Toread more

: about the PARIHS

i framework see

references on
page 20

4.1 The Promoting Action on Research Implementation in
Health Services (PARIHS) framework for change

The PARIHS framework is guiding our approach in supporting you to
introduce and embed change. It proposes that implementing change is
a function of a dynamic relationship between the following three inter-
related elements:

4.1.1 Evidence refers to the variety of knowledge that informs
decision-making. It includes research evidence, professional
opinion, audit data and feedback from residents and care
partners. In this study the evidence-based intervention being
implemented is based on a combination of findings from the
literature, focus groups and consensus workshops with care
horne staff and care partners.

4.1.2 Context refers to the place or setting where the care practice
happens - in this case the care home setting. We know that no
matter how good the evidence is, the potential for evidence-
based practice can be hampered, or indead facilitated,
depending on the context. In this project the work of the
Practice Development Champion and the Practice Development
Support Group will be to identify and address any contextual
issues that might prevent the components of BHIRCH from being
introduced and embedded in practice.

4.1.3 Facliftation. In this study we rely on Practice Development
Champions and their Practice Development Support Group
to facilitate introducing and embedding a change in practice
regarding early detection and intervention for changes in
residents’ health.

Copyright & Eradford Teaching Better Health in Residents in Care Homes (EHIRCH)
Hospitals Foundation Trust



4.2 Practice Development Champions

WHAT THEY DO:

Facilitate sharing of collective knowledge (thoughts, experiences,

feelings), including the telling of stories and use of group
reflection, about current practice re early detection and
intervention.

Facilitate establishing agreement on achievable goals and

objectives re early detection and intervention.

Develop action plans to achieve the goals and objectives and
identify how they will know when they have been achieved.
Assist in determining the resources, work, communication

and supporting conditions required to achieve the goals and
objectives.

Shape a workable model of change for their care home.

Bring together a range of evidence to review progress with the
project.

Establish, implement and monitor a communications strategy so

that all care home staff and family members, close friends and
primary care staff know about the goals and objectives.




Practice Development Champion person specification

The Practice Development Champion will:
* Be a Registered Nurse.
* Have been working in the nursing home for at least & months.,

When selecting a Practice Development Champion we are looking
for someone who:

* Has some knowledge of good practice in supporting health care
and has an interest in the topic (can demonstrate some essential
knowledge of the management of the <4 conditions: dehydration,
deterioration of congestive heart failure, lower respiratory tract
infection and urinary tract infection).

* Knows co-workers (has been in the organisation fong enough to
know the staff and how they work).

* Knows the environment (has some insight into the culture of the
setting).

* Knows the organisation (knows their way around the
organisation, e.g. who's who, policies in place decision-making
structures).

* Possesses effective communication skills (couwld include
attributes of being open minded, being creative, has expenence
of managing meetings/groups, able to talk in front of groups).

* |s self-aware and resilient (has insight into their support needs,
but is also not afraid of challenge/confiict; willing to engage in
own professional development).

* |s reliable and dependable (has time they can dedicate to this
work [in writing from their manager]; carries through with
responsibilities, meets deadlines or negotiates otherwise; is not
intending to be on extended leave during intervention period).

* |s respected by co-workers (has a good relationship with co-
workers which means they will be listened to with respect to
new ideas).

These criteria are ESSENTIAL and are all equally important.

Better Health In Residents In Care Homes (BHIRCH)




4.3 Practice Development Support Group

i 1 for id
Graup membars isd m:ussad m tho m:rkshnp for Pmctice
Development Charmnpions.

‘WHAT THEY DO:

* Share collective knowledge (thoughts, experiences, feelings)
about current approach to early detection and intervention for
residents’ health.

* Agree achievable goals and objectives.

* Determine the resources, work and supporting conditions
required to achieve the goals and objectives set by the Practice
Development Support Group.

* Establish, implement and monitor a communications strategy so
that all staff, care partners and primary care staff know about the
intervention.

The detail of how Practice Development t—:mmmwm work with
_the Practice Development Support Group. will bemnctinl’bﬂ mﬁ;
site to ensure a mutually supportive relationship with clear lines of
accountability.




4.4 Practice Development Workbook

We have provided you with a copy of Dewing et al (2014) Practice
Development Workbook. This has lots of guidance and examples

for introducing and embedding change in care practices. If you use
the workbook to support your work as the Practice Development
Champion and how you work with the Practice Development Support
Group, then you will be able to systematically work your way through
the process of implementing necessary changes in practice. In
summary, the workbook will help you to engage in the following key
stages in addressing contextual issues and bringing about changes in
practice:

|. GETTING STARTED AND FORMING AS A GROUP: When you first
meet as a Practice Development Support Group you will want to
have a discussion about how you will work as a group and how to
get started with the project; how you will share ideas and issues; talk
about your collective values that drive your desire to implement this
change; share stories from your experience that can lead to shared
learning and development; and, develop a shared vision for what
practice could look like when you have implemented the EHIRCH
processes in practice. SECTIONS 1and 2 of the workbook will halp
you.

Il. GETTING A PLAN OF ACTION IN PLACE AND SHARING
LEARNING: A good way to think about the implementation process
is as a series of small steps and changes that you make over time.
Remember, 'if you are going to eat an elephant, do it in bite-sized
chunks!l’. As the Practice Development Champion you would work
with the Practice Development Support Group to consider getting
an action plan in place (SECTIOM & of the workbook) and agresing
different activities for sharing learning in practice as you progress.
SECTION 8 in particular focuses on different activities for engaging
in learning in the workplace and it provides you with a range of
activities to help with this. Both these sections help you to think of
ways of ensuring that the leaders/managers of the care home are
engaged with the work, are supportive of the changes being made
and that the Practice Development Support Group is working as a
collective team.

GIVING AND RECEIVING FEEDBACK: As you progress with the
work, being able to give colleagues feedback on how they are doing
with the change in practice is really important. It is something that
many people who facilitate changes in practice don't like doing,

but we know it is critical to embedding the change in practice and
to our learning. SECTION 8 of the workbook has some specific
activities for promoting reflection in and on practice for giving/
receiving feedback. It is good to use these activities in the Practice
Development Support Group to rehearse giving and receiving
feadback.

V. REVIEWING YOUR PROGRESS: Whilst there is an overarching
evaluation plan in place for evaluating the implementation of
the BHIRCH components 1-3, it also important to evaluate how
the implementation of those components has happened and
the effectiveness of the strategies used. Remember the PARIHS
Frarmmework and how it pays attention to the way that evidence
works in different settings. How the setting impacts on the extent
that components 1-3 can get embedded in practice and how
effective the processes used to 'support introducing and embeadding
the change in practice’ has been is also important to evaluate, So

Copyright & Bradford Teaching
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it is important for the Practice Development Champion and the
Practice Development Support Group to think about and plan for
how to evaluate the effectiveness of your processes, SECTIONS
4 and 5 focus on this and provide you with many useful tools and
processes.

V. CELEBRATING SUCCESS AND CARRYING ON WHEN THINGS
DON'T GO SO WELL: Celebrate every small success and use these
as a platform for learning, development and sustaining commitment.
Celebrate through feedback, announcements, thanking individuals
and teams, sharing successes at meetings and events. However, if
you are feeling stuck and need help to figure out ways of moving
forward then SECTION 2 of the workbook should help you. In
addition, the telephone support calls will help you to talk through
things like this and plan new actions for moving forward.

4.5 Telephone support

One of the BHIRCH project team will provide telephone support to
Practice Development Champions with the change procass.

4.6 Online resources

Please follow this link for a range of online training materials which
address the knowledge and skills needed for early detection and
intervention of changes in residents’ health,
http://www.brad.ac.uk/health /dementia/research/bhirch/training-

materials/
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