IMPROVING OUR
ED NURSING
METRICS
AFTER E CARE

What is METRICS?

The Nursing Metrics is a National Clinical Audit completed by
every department monthly.

The Metrics measure our standard of record keeping for the core
activities that we undertake for our patients.

It is vital that they demonstrate our professionalism and give an
accurate record of our patients care.

These provide a range of patient quality, safety and experience
data which allow us to monitor our standards of care.

Each ward / department must complete 25 Metrics a month.
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What is E Care?

The Cerner Millennium Electronic Care
Record System (CRS) was introduced in
May 2018. It has been a challenging
time for all involved!
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Recognising the Deteriorating Patient e prioribes work koed Yos ] o[ ] WA
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5 Pan Score Yo  Thol TNAT] RCN Compentencies
Yes [] Na[ ] NA
6 Analgesia witin 30 mins. [ Ne[]Na[] T a [T A
a5 ot v-7 N"7 m7 1.2.4 Alter pace of wark accarding o urgency of the clnical situstion or demands Yes ] No[] VAL
Ta Treatment within 1 hour (f sepsis +ve Yes No NA ‘of the emergency care setting.
Mutrition and Hydration 13 Yos [] No[] NA[]
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9 FB cumuiative 10 indcation Yes 1-3.3 Promote mult professional feam warking Yes [] No[ ] NA[]
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11 MUST {ifin dept »Bhvs) 0 O se[] Na[]
15 Gokdaatiolic 30 da8iG S Yo 135 Act a8  role model fo.olhers, propecting 8 professionalimage at ol tmes Yos [] bo[ ] NA[]
16 Evaluation of e wihi st hour Yes
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18 Socl oy ves LIBT T[]
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Emergency Department Nursing Metrics - Majors
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Malnutrition Universal Screening Tool (MUST)
identifies adults who are malnourished, at risk

of malnutrition or obese.

MUST MALNUTRITION UNIVERSAL SCREENING TOOL

STEP 1 BMI STEP 2 Weight Loss STEP 3 Acute Disease
(Unplanned wt loss in 3-6mihs)|| (|1f patient is acutely ill
BMI >20.0 (>30 ocbeses+) =0 and there has been or is
BMI 185 - 20.0 =1 || [|Wiioss <5% =0 || ||1ikely to be na nutritional
BMI< 185 =2 ||||Wtioss 5-10% =1 || ||intake tor >5 days -2
Wi loss >10% =2

p——

Add all scores

MEDIUM RISK

STEP 4 Risk of Malnutrition
1
OBSERVE & MONITOR

l

STEP S
RECORD SCORE AND
START CARE PLAN

PRI Rcviow all patients discharged trom hospilal on supplements within 4 weeks o update
MUST score and care plan

This screening tool, developed by BAPEN, the British Association for Parenteral and Enteral
Nutrition, is one of several tools that can be used to assess patients’ nutritional status

G

Invested in Scales and Height Sticks
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Coming soon ...

Trolley scales which will send measurements via Wi-Fi to E care
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