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Abstract
Background
Despite increasing demand for structured processes to guide clinical handover, nursing

handover tools are limited in the intensive care unit.

Objectives
The study aim was to identify key items to include in a minimum dataset for intensive care

nursing team leader shift-to-shift handover.

Methods

This focus group study was conducted in a 21-bed medical/surgical intensive care unit in
Australia. Senior registered nurses involved in team leader handovers were recruited. Focus
groups were conducted using a nominal group technique to generate and prioritise minimum
dataset items. Nurses were presented with content from previous team leader handovers
and asked to select which content items to include in a minimum dataset. Participant

responses were summarised as frequencies and percentages.

Results

Seventeen senior nurses participated in three focus groups. Participants agreed that ISBAR
(Identify-Situation-Background-Assessment-Recommendations) was a useful tool to guide
clinical handover. Items recommended to be included in the minimum dataset (=265%
agreement) included Identify (Name, age, days in intensive care), Situation (Diagnosis,
surgical procedure), Background (Significant event(s), management of significant event(s))
and Recommendations (Patient plan for next shift, tasks to follow up for next shift). Overall,
30 of the 67 (45%) items in the Assessment category were considered important to include in

the minimum dataset and focused on relevant observations and treatment within each body



system. Other non-ISBAR items considered important to include related to the ICU
(Admissions to ICU, staffing/skill mix, theatre cases) and patients (Infectious status, site of
infection, end of life plan). Iltems were further categorised into those to include in all

handovers and those to discuss only when relevant to the patient.

Conclusions
The findings suggest a minimum dataset for intensive care nursing team leader shift-to-shift
handover should contain items within ISBAR along with unit and patient specific information

to maintain continuity of care and patient safety across shift changes.



1. INTRODUCTION

Adverse patient incidents associated with miscommunication during clinical handover
remains a recurring problem nationally and globally in healthcare.’* Breakdown in
communication accounted for 20% of all reported sentinel events in Queensland (Australia)
public hospitals between 2005 and 2006 and the Joint Commission recently reported that
poor communication is the leading cause of all sentinel events and that more than one third
of all patient handoffs are defective.> Gaps in communication has been linked to delays in
diagnosis, patients receiving the wrong treatment, breakdown in continuity of care and life
threatening adverse events leading to longer hospital stays and increased healthcare
expenditure.® In Australia, clinical handover is listed as a priority area for patient safety
improvement, and has led to the roll out of the National Safety Quality Health Service
Standard (NSQHSS) 6 - Clinical handover.’ To fulfill accreditation standards healthcare
organisations are required to have structured handover processes in place, including a
minimum dataset (MDS) to handover patient information. Growing awareness of this patient
safety issue has led to the development of a wide range of handover resources with an

increasing evidence base in this important area.® °

The introduction of standardised handover processes ensures all participants know the
process and content required to present complex patient information.® Part of the
standardised process includes the incorporation of structured handover tools that enable
clinicians to deliver handover in a structured format. Commonly used handover tools include
SBAR (Situation-Background-Assessment-Recommendation), I-PASS (lliness severity-
Patient summary-Action list-Situation awareness-Synthesis by receiver) and SHARED
(Situation-History-Assessment-Risk-Expectation-Documentation). While the use of structured
handover tools has been linked to improved continuity of care and patient outcomes,® 1011
not all handover tools can be successfully used across all clinical settings. This may be due

to the tools containing too much or not enough information, or content that is not applicable



to the clinical context. Health care facilities vary widely and have differing functions and size
in relation to service delivery, location and workforce.” One solution is to utilise flexible
standardisation which involves either adapting an established framework or developing a
minimum dataset (MDS) that contains content pertinent to the clinical context.® 1912 13 Recent
studies indicate that standardised handover processes encourages more effective
handover!® 1214 and positive patient outcomes.! In particular, there are reports of improved
handovers, with fewer technical errors,*® enhanced clinical performance and clinicians
reporting greater knowledge of patients;* ¢ higher satisfaction amongst patients;* 16

improved patient safety and reduced costs to the healthcare system.® 11

Despite the availability of a variety of structured handover tools, transferability to the
intensive care unit (ICU) can be challenging. The ICU is an event-driven, time-pressured
environment prone to continuous distractions. Patients are critically ill and require timely care
at a moment’s notice. ¥’ The complex and multidisciplinary nature of the ICU renders it
susceptible to healthcare errors. Handovers occur frequently in the ICU (e.g., change of shift,
meal breaks, admissions, transfers) amongst members of a multidisciplinary team (nurses,
doctors and allied health staff). Despite a growing body of research focusing on handovers in
adult and pediatric ICUs, relating to admissions to the ICU from the emergency department
18 or operating theatre, ** 1°-2! nursing bedside shift-to-shift handover?? and transfers from
ICU to the ward,*? 2 little is known about ICU nursing team leader shift-to-shift handover.
Unlike bedside nurses that care for one or two patients per shift and discuss detailed patient
information at handover, nursing team leaders oversee care provided by bedside nurses, are
responsible for the coordination and management of multiple critically ill patients in the ICU
and require a succinct overview of patient information. Informative handovers are critical to
maintaining patient continuity, safety and a high standard of care, however no structured
process for nursing team leader shift-to-shift handover currently exists. Evidence based

handover strategies are urgently required to improve communication transfer during



handover to avoid unnecessary patient harm. Therefore, the aim of this study was to identify

the key items to include in a MDS for nursing team leader shift-to-shift handover in the ICU.

METHODS

This focus group study was conducted over two days during February 2014 in a 21-bed
(government funded) adult medical/surgical ICU, specialising in cardiothoracic surgery at a
tertiary referral hospital, in Queensland, Australia. Ethical approval was obtained by the
institutional and (HREC/10/QPCH/5) and university (NRS/09/13) Human Research Ethics

Committee.

Setting

There were 180 registered nurses employed in the ICU including 63 senior registered nurses
working in team leader roles. The ICU consists of three areas (ICU 1- cardiac surgical, ICU
2/3 — general); each area containing up to nine beds coordinated by one team leader.
Handovers occur at the nurses’ station with a maximum of nine patients discussed by each
team leader. The ISBAR (ldentify-Situation-Background-Assessment-Recommendation)
schema was the hospital’'s approved handover tool to conduct clinical handover at the study
site. The ISBAR schema is widely used in healthcare settings®* % and has undergone
extensive testing.?* 2 Despite having an approved handover tool at the study site, no
standardised or evidence based handover tools were being used. Prior to commencing this
study, team leaders could choose up to five different templates that were either developed by
individual staff members or printed from an electronic computer system. Team leaders in the
two general ICUs predominantly used a template containing the body systems (e.g., Central
nervous system, respiratory system, cardiovascular system etc.), the registrars weekly patient
summary or a printed template from the hospital computer system (WardView provides a brief
summary of the patient’s demographics and medical status). Team leaders in the cardiac
surgical ICU often used a paper template with a cardiac surgical focus (e.g., surgery type,

surgeon, cardiac drainage etc) and/or a template containing the patient’s medical history and



clinical events. Although the templates are vastly different they all contained patient identifiers

(name, bed number).

Participants

Senior ICU registered nurses (Grade 5, 6 and 7 registered nurses) involved in team leader
handover were purposively sampled. Grade 5 nurses have successfully completed the ICU
transition program and team leader educational package, grade 6 nurses have completed the
ICU transition program, Graduate Certificate in Intensive Care and team leader educational
package, while grade 7 nurses have postgraduate qualifications and coordinate the clinical
and managerial operation of the unit. All team leaders worked across the three ICU areas.
Participant information sheets and consent forms were sent via internal mail to all nursing staff
who met the inclusion criteria (Senior ICU registered nurses involved in team leader handover).
Potential participants were told about the study at staff meetings and written consent was
obtained prior to study commencement. Consent was also confirmed verbally at the time of

data collection.

Data collection

Registered nurses involved in team leader handover were invited to attend focus groups.
Focus groups occurred over two days, were approximately 90 minutes in length and occurred
in a room with space for participants to sit comfortably in a circle to ensure the researcher
could maintain eye contact with participants throughout the session. Investigators used a
convenience sample to conduct focus groups. As senior nurses working in the ICU were
required to leave the unit for an extended period of time, the number of staff available to attend
focus groups was dependent on the busyness (patient numbers, patient acuity) and staffing
levels (sick calls, skill mix and the availability of staff to cover each other) of the ICU on the
study day. Demographic data collected included gender, nursing grade and hours worked per

fortnight.



To ensure all participants contributed during the session a nominal group technique (NGT)?"
2% was used to guide the focus groups. NGT is a structured method, recognised as an efficient
and effective methodology to generate and prioritise ideas.?”” 2% % |n NGT, data are
systematically collected from all participants to ensure divergent views are reflected in the data.
The process prevents the domination of discussion by a single person, encourages passive
group members to participate, and results in a set of prioritised solutions or recommendations.
NGT assisted the researchers to determine which concepts to include in a MDS for ICU team

leader handover.

Focus groups were structured using Keatinge's?” NGT to generate data (Figure 1). To
commence the NG meeting, an investigator (AS) (the facilitator) clarified the purpose of the
meeting, expectations of the participants, asked open ended questions and kept the
conversation moving.®! A second investigator (TB) audiotaped the discussions; observed the
group and made field notes to complement the audio recordings.®? Handouts were given to
participants containing content items from team leader handovers. Content within the ISBAR
schema, along with additional unit and patient specific content was presented to participants.
Using a round robin technique (i.e. each participant takes a turn), participants were asked to
state which items from the handout to include/remove from a MDS. Responses were
summarised and participants had a final vote on content items to include in a MDS. Participants
were asked to suggest additional content items to include in a MDS. A round robin was
conducted, responses shared and participants voted and decided which items should be
included in a MDS. A final summary of the responses was presented, participants
clarified/suggested final recommendations during a round robin and a final vote resulted in a

MDS for team leader handover.

Data analysis

Descriptive statistics were used to provide a summary of key items to include in a MDS for

nursing team leader handover. Data are presented as frequencies and percentages.*



Audiotapes and field notes from the meeting were used to clarify inconsistencies and further
explain data generated. Participants suggested that content could be further stratified into
items to include in all handovers and items to include if relevant to the patient e.qg.,
temperature value if the patient was hypo/hyper thermic, wounds if present. Investigators set
an agreement threshold at 265%, as achieving 2/3 agreement within each of the focus

groups was considered appropriate.

RESULTS

Seventeen senior nurses (two males and 15 females) involved in team leader handover

consented to participate in focus groups. Three focus groups were conducted containing
four, six and seven nurses in each group. Participants included one grade seven nurse,

seven grade six nurses and nine grade 5 nurses. Forty-one percent (7) of participants

worked full-time in the ICU.

ISBAR items

Specific items within Identify (Name, age, days in ICU), Situation (Diagnosis, surgical
procedure), Background (Significant event/s and management of significant event/s) and
Recommendations (Patient plan for the next shift, tasks team leader needs to follow up for
next shift) were recommended to be included in a MDS. Patient consultations (e.g.,
Occupational therapist) and/referrals (e.g., mental health review) within the Recommendation
category were suggested only when they were relevant to the patient. All content items within
ISBR of the ISBAR schema are presented in Table 1, while the Assessment items are

summarised in Table 2.

Within the Assessment category, participants identified specific content within each body
system (central nervous system, respiratory system, cardiovascular system, renal system,
gastrointestinal tract system, skin system and social system) to be included in a MDS (Table

2). Overall, 12 of the 67 (18%) items in the Assessment category were considered important

10



to include in a MDS, while 18 of the 67 (27%) items were considered important to include
only when relevant to the patient e.g., oxygen saturation was important to include if the
patient was weaning from ventilation or was having difficulty maintaining optimal oxygenation
levels. Assessment items with 265% agreement amongst participants with ‘Include’ or
‘Include if applicable’ responses are identified in table 2. Assessment items with <65% in

either the ‘include’ or ‘include if applicable’ are shown in Supplementary table 1.

Non-ISBAR items

There were other items not related to the ISBAR mnemonic that participants considered
important to include in a MDS (Table 3). These included unit flow and management
(Admissions to ICU, staffing/skill mix, theatre cases), patient alerts (Infectious status, site of
infection) and additional patient updates (End of life plan), while unit administrative tasks
such as dangerous drug orders, equipment issues and patient menus/orders completed were
not considered necessary to discuss at handover. Iltems within the additional patient updates
category (Patient behavior, scheduled investigations) were considered important to include in

handover only if relevant to the patient.

Additional patient updates to be included in handover

Participants were asked to suggest other items that could be included in a MDS. Although
several items were discussed during focus groups, only two additional items — patient’s
surgeon (17/17, 100%) and ICU consultant in charge for the week/weekend (11/17, 65%)

achieved consensus for inclusion in the MDS.

2. DISCUSSION
This study identified content for inclusion in a MDS for nursing team leader shift-to-shift
handover. Content included items within the ISBAR schema, non-ISBAR and additional

items recommended by team leaders. Nursing team leaders identified content that should be

11



included in all shift-to-shift handovers and content that could be included in handovers if
relevant/pertinent to the patient. Items relevant to all handovers tended to focus on the
summary of patient management (e.g., significant event(s), management of significant
event(s), current health assessment, future patient plans and organisational issues). Further
detail within patient health assessments was deemed important to include in handovers if

relevant to the patient (e.g., renal replacement therapy, dressing regime for wounds).

Through engaging the nurses involved in handover the investigators were able to identify key
items to include in a MDS for nursing team leader handover. Engaging key stakeholders in
the development of interventions such as a MDS for team leader handover is crucial to
ensuring the intervention is relevant to the clinical context, meets the needs of the users and
can be successfully implemented and utilised.** While it is important to engage the key users
when developing an intervention for practice change it is also imperative that the intervention
meets the local/national/international standards and guidelines to ensure high standards of
care and patient safety is maintained.” Our research identified several content items within
the ISBAR schema that team leaders did not consider necessary to include in handover that
are mandatory items within the NSQHSS 6. These items include patient bed number,
admitting consultant/team (Identify); acute resuscitation plans, discharge status (Situation);

and medical, surgical history (Background).

The ISBAR schema is one of several tools recommended by the ACSQHC to help guide
clinicians with the transfer of patient information during handover and was the approved tool
to use for handover at the study site.® To adequately Identify a patient during handover three
forms of identity (patient name, date of birth and medical identification number) are
recommended to avoid misidentification and mismatching of patient management.” A previous
study conducted in the ICU found that medical identification number was not mentioned during
team leader handovers® and nor was it recommended for inclusion during focus groups in this

study. In addition, team leaders were impartial when deciding whether bed number should be

12



included in all handovers or included if applicable to the patient. Team leaders also considered
the inclusion of admitting medical consultant/team to be unnecessary which could compromise
patient outcomes such as causing delays in treatment if the appropriate physician is not

notified promptly of changes in patient conditions.

Within the Situation category team leaders were impartial as to whether acute resuscitation
plan and discharge status should be mentioned in all handovers or only when applicable e.g.,
some team leaders considered acute resuscitation plan necessary to mention if a specific
plan had been documented, otherwise it was not important to mention in handover. Similarly,
within the Background category of the ISBAR schema team leaders were divided as to
whether medical and surgical history should be mentioned in all handovers or only when
applicable to the patient. These results show there were varied opinions amongst team
leaders regarding the content to include in a MDS. The advantages of structured tools such
as MDSs is that they minimise individual biases as to what information is deemed
“important”.®® Standardised frameworks are objective and outline the minimum content that
must be contained and transferred during handover.® % These findings also suggest a lack of
awareness or understanding amongst clinicians in relation to current standards and
guidelines for the delivery of safe clinical handovers.” 8 While it is important to develop an
evidence-based MDS that meets the needs of the clinicians and context, it is also imperative
that clinical practice and patient safety is hot compromised due to the omission of critical

patient information at handover.

Within the Assessment category team leaders identified items to include in a MDS for
handover. While Spooner et al's®* study identified a large number of items discussed in this
category, focus group participants considered less than half of these items to be relevant to
include in all handovers or when applicable to the patient. These findings indicate that team
leaders would rather obtain a concise summary of the most pertinent patient assessment

information. Unlike bedside nurses that handover detailed patient assessment information of

13



one or two patients, team leaders’ handover up to nine patients in the same allocated
timeframe. The transition from bedside nurse to team leader may prove challenging when
determining what information to discuss in this category at handover. A structured MDS may
be a beneficial way to reduce unnecessary content discussed at handover and assist clinicians

to prepare and deliver succinct and timely handovers.

Our research showed that alongside the ISBAR schema, participants considered information
specific to the unit and patient to be important. The ICU has been identified as one of the major
areas where patient flow can be problematic. Once the ICU is at capacity, unless patients are
well enough to be transferred to the ward to make a bed available for an admission, patients
are unable to be transferred to another area within the hospital and no further patients can be
admitted to the ICU. Clinical handovers that contain information regarding patient flow (e.g.,
planned/emergency admissions into and transfers out of ICU) may assist nursing team leaders
to plan and optimise patient flow within the ICU, thereby minimising delays in patients receiving
timely and efficient care.®® These findings add to the current literature and inform the
development of an evidence-based MDS incorporating a modified ISBAR schema along with
specific ICU and patient details required by team leaders to deliver informative shift-to-shift

handovers.

Recommendations for practice

The ICU is a high risk environment containing critically ill patients that can become unstable
with little warning. Clinicians rely on informative handovers to maintain continuity of care.
While there are many resources available for clinicians to assist with the handover process,
there are limited resources that can be applied in the ICU setting. It is imperative that
handover tools are either modified or MDSs are developed to meet the needs of the clinical
context such as ICU to avoid incomplete, inconsistent or inaccurate information that could
compromise patient safety.® Furthermore, clinician engagement is essential to ensure MDSs

contain information relevant to the setting. Clinician involvement may also increase the

14



likelihood the tool will be accepted and adopted by clinicians.*® Alongside clinician
engagement investigators need to also ensure tools comply with local guidelines and
national standards. Further work is required to evaluate whether ICU specific MDSs improve

handover communication and reduce adverse patient events in the ICU.

Limitations

This study was conducted in one ICU and the sample size was small, however it was
representative of all levels of nurses involved in team leader handover. A larger sample size
containing more full-time nurses may have provided further insight into the content required
in a MDS. Although focus groups are a valuable way to obtain a large amount of information
in a short timeframe, group dynamics and varying opinions can silence participants. To
ensure all participants contributed during focus groups a NGT was utilised to structure the

sessions, promote rich discussions and allow individuals to be heard.

3. CONCLUSION
Our research findings identified items within the ISBAR schema and additional items
necessary to include in a MDS for ICU nursing team leader shift-to-shift handover. Specific
items were proposed for inclusion in all clinical handovers, while other items were considered
only necessary to discuss if relevant to the patient. These findings will inform the
development of the first evidence-based MDS for nursing team leader handover in the ICU.
This MDS may be adaptable to other hospital ICUs that lack structured, evidence based
resources to guide the handover of critical patient information. Our MDS aims to provide a
structured, informative handover that assists team leaders to maintain continuity of care and

provide patients with a high standard of care.
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Table 1 ISBR (ldentify-Situation-Background-Recommendations) items

Categories/sub-categories Include Include if applicable
n=17 Frequency (%) Frequency (%)

Identify
Name 17 (100) 0
Age 17 (100) 0
Days in intensive care unit 17 (100) 0
Bed number 7 (41) 6 (35)
Admitting consultant/team 3 (18) 7 (41)
Situation
Diagnosis 15 (88) 2(12)
Surgical procedure 11 (65) 6 (35)
Acute resuscitation plan® 10 (59) 7 (41)
Discharge status 7 (41) 10 (59)
Background
Medical history 7 (41) 10 (59)
Surgical history 7 (41) 10 (59)
Significant event/s 17 (100) 0
Management of significant event/s 17 (100) 0
Assessment

Presented in table 2 and Supplementary table 1

Recommendations

Consultations/referrals to specialists (conducted in 6 (35) 11 (65)
previous shift/planned for next shift)

Patient plan for next shift/s (determined by daily 16 (94) 1(6)
clinical ward round)

Items team leader needs to follow up for next shift 17 (100) 0

*Acute resuscitation plan includes plan for response to life threatening situation (e.g. not for reintubation
and one defibrillator shock).
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Table 2 Assessment items 265% agreement

Categories/Sub-categories
n=17

Include
Frequency (%)

Include if applicable
Frequency (%)

Assessment (=265% agreement)
Central nervous system

Sedation 14 (82) 3 (18)
Respiratory system
Acknowledges respiratory system 17 (100) 0
Abnormal arterial blood gas results 17 (100) 0
Oxygen saturation 0 17 (100)
Cardiovascular system
Acknowledges cardiovascular system 16 (94) 1(6)
Rhythm 17 (100) 0
Rhythm management 5(29) 12 (71)
Infusions 16 (94) 1(6)
Heparin/Warfarin 15 (88) 1(6)
Reason for Heparin/Warfarin 16 (94) 1(6)
Blood products 15 (88) 2(12)
Blood pressure 1 (6) 16 (94)
Central venous pressure 0 14 (82)
Temperature 1 (6) 16 (94)
Hemoglobin level 0 17 (100)
Potassium level 1 (6) 14 (82)
Gastrointestinal tract system
Acknowledges gastrointestinal tract system 17 (100) 0
High nasogastric aspirates 15 (88) 1 (6)
Bowels 0 16 (94)
Diet 1(6) 12 (71)
Blood sugar levels 0 14 (82)
Renal system
Renal replacement therapy 0 17 (100)
Renal replacement therapy mode/aims 0 17 (100)
Urine output 4 (24) 13 (76)
Urea and Creatinine test results 3 (18) 11 (65)
Skin system
Wounds present 0 17 (100)
Dressing regime 0 17 (100)
Age of intravascular devices 0 13 (76)
Social system
Family situation 0 17 (100)
Family meeting 11 (65) 6 (35)
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Table 3 — Non-ISBAR items

Categories/sub-categories

n=17

Include

Frequency (%)

Include if applicable
Frequency (%)

Unit specific information
Unit flow and management

Admissions to ICU 16 (94) 1 (6)
Bed movements 4 (24) 0
Staffing/skill mix 17 (100) 0
Theatre cases 17 (100) 0
Unit administrative tasks
Dangerous drug orders 0 4 (24)
Equipment issues 9 (53) 0
Patient menus/orders 0 0
completed
Patient specific information
Patient alerts
Allergies 7 (41) 5 (29)
Falls risk 0 5 (29)
Infectious status 17 (100) 0
Site of infection 16 (94) 0
Precautions 0 4 (24)
PRIME clinical incident 1(6) 10 (59)
reporting system
Additional patient updates
Antibiotics 1(6) 6 (35)
End of life plan* 17 (100) 0
Mobility 1(6) 8 (47)
Patient behavior 0 17 (100)
Patient weight 0 6 (35)
Scheduled investigations 0 17 (100)
Patient consent to follow up 2(12) 3 (18)
Patient on research study 0 0

*End of life care includes broader plan for dying patient (e.g., pain relief, feeding regime,
family involvement in care).
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Supplementary Table 1 Assessment items with <65% agreement (n=17 participants)

ISBAR schema Include Include if applicable
Categories/Sub-categories Frequency (%) Frequency (%)
n=17

Assessment (<65% agreement)
Central nervous system

Refers to Central Nervous System 7 (41) 4 (24)
Glasgow Coma Scale 7 (41) 8 (47)
Pupil Reaction 2(12) 10 (59)
Limb powers 1(6) 8 (47)
Sleeping status 4 (24) 10 (59)
Paralysis medication 10 (59) 5 (29)
Train of Four score 3 (18) 4 (24)
Bispectral Index 0 (0) 1(6)
Pain level 7 (41) 5(29)
Pain management 8 (47) 3 (18)
Respiratory system
Extubation status 10 (59) 7 (41)
Airway grade 7 (41) 9 (53)
Ventilation settings 0 (59) 10 (59)
Oxygen delivery device 8 (47) 2(12)
Ventilation/parameters 0 (0) 10 (59)
Respiratory rate 0 (0) 10 (59)
Sputum 0 (0) 7 (41)
Normal arterial blood gas results 0 (0) 0 (0)
Cardiovascular system
Pacing wires 10 (59) 6 (35)
Pacing mode 10 (59) 7 (41)
Blood pressure aims/management 5 (29) 10 (59)
Cardiac drainage 7 (41) 10 (59)
Ventricular assist device settings 5 (29) 5 (29)
Circulation 9 (53) 8 (47)
APTT/INR results 3(18) 2(12)
Time APTT/INR due 4 (24) 2(12)
Gastrointestinal tract system
Nasogastric/orogastric tube present 1 (6) 6 (35)
Management of high gastric aspirates 2(12) 6 (35)
Nausea/vomiting 0 (0) 1(6)
Management of abnormal blood sugars 5 (29) 7 (41)
Renal system
Management of urine output 8 (48) 9 (52)
Refers to indwelling catheter 0 (0) 6 (35)
Full blood count results 1 (6) 9 (53)
Skin system
Pressure areas present 10 (59) 7 (41)
Wound chart 0 (0) 0 (0)
PRIME incident reports 5 (29) 7 (41)
Hygiene cares 0 (0) 0 (0)

23



