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Objectives for the day

* Set the scene re MOTEC Life-UK
* Share work of your team attending PONGG
* |dentify the way forward

* Interactive seminar. Your Views / Opinions /
Thoughts are essential.



Who are the inter professional team
that are called MOTEC Life-UK?

* Inter professionals who have a passion for quality
patient care.

* We comprise of physiotherapists, nurses, surgeons,
anaesthetists, specialists in our fields such as
Infection Control lead, Breast surgeons, Pre
Operative Assessment lead.



Volunteers - fundraising

We have volunteered our time, and raised funds to pay for our
flights / accommodation.

We raise funds to support Malnutrition rehabilitation centre at Jirapa.

We have helped establish a rural surgical centre at Sefwi Asafo in the Western
Region

Educational materials for Nurses Colleges at Nkawkaw, Pramso, Jirapa,
Donyina.

Our funds have been used in support of the training of a physiotherapist for
Akosombo VRA Hospital, Medical Assistant for Donyina and overseas training
| India and England for 5 nurses, and four doctors.

We have provided primary schools working within limited distances from the
hospitals we work in Ghana and or support in Koforidua and Cape Coast



Role of MOTEC Life-UK

* To provide training and education, to enable professionals to
make an informed choice about the care they give to their
patients.

* Nutritional project with mothers, children and babies.

* Education—e.g. this week of education at the Peri-Operative
Nurses Group for Ghana, Next week - national trauma workshop
for doctors in Ghana at Koforidua.

* Training — e.g. Surgeons, Nurses, laboratory technicians,

* Hospital procurement officers, and Physiotherapists from MOTEC
Life-UK working alongside surgeons, nurses and physiotherapists
in hospitals around Ghana to widen their skills and experience.

* Education and training for the paramedic and ambulance service



Overall objectives for
educational training

* Share practice within the nursing and medical
professions

* Share value of Inter professional surgical care

* Provide opportunity for individuals to gain
knowledge through sharing

* To challenge individuals to be responsible for their
own actions / inactions

* To encourage safe patient care



These education programmes are
not...

* Prescriptive behaviour for the audience to replicate

e Directions that must be followed



Aim of MOTEC

e




The Strategic vision of nursing:
trends, development, innovation in
Ghana



Health care Strategic plan & priorities
for Ghana 2009

National vision

“Create wealth through health and contribute to the
national vision of attaining middle income status by
2015”

October 2013 10



Ministry of health’s Mission Statement
2009

“the mission is to contribute to socio-economic
development and wealth creation by promoting
health and vitality, ensuring access to quality
health, population and nutrition services for all
people living in Ghana and promoting the
development of the local health industry.”

October 2013 11



There are 5 year plan objectives

* Promoting individual lifestyle and behavioural model
for improving health

 Scale up services within existing capacity to target
poor, disadvantage and vulnerable groups

* Invest in strengthening the health service to sustain
and expand access to quality health

* Promote governance, partnership and sustainable
finance

October 2013 12



Ghana’s Health service priorities
2010-12

* Enhance quality of clinical care
* Promote awareness on healthy lifestyle
* Immunisation programme

* Improve early detection and management of
communicable diseases.

* Improve early detection and management of non-
communicable diseases.

Centre for health Information Management Health Sector in Ghana: Facts and Figures 2009

A few of the priorities

October 2013
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Ghana : Health statistics profile 2010
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Life expectancy at birth 291 [1]
Linder-5 mortality rate

per 1000 80 [2]
Maternal moriality rate

per 100 DO live births 4103
Total expenditure on 51[3]

Country Cooperation Strategy
—~— (10 Zlarce

hana 15 located on West Afnca’s Gulf of Guinea. It has a total land area of 238,533 km and an

esumated populaton of 23,478,000, It has a populatnon prowth rate of 2.6% and a votal fertliry
rate of 4.0. Abont half the popnlation live in the myal area

Ghana 15 drmded into ten adowmstrative ‘political regions which are further domded mto 170
District Assemblies. The Distoct Assemblies develop, plan and mobilize resonszces for
programmes and strategies for the development of the distnct. Ghana has a stable political
simation, with Presidential and Legislative elections held every fonr years. Transition of powes
between political pacoes has taken place without incadent 1n 2000 and 2008,

The Government's development agenda is to transform Ghana into 2 middle income conatry
with GDP per capita of at least 1000 USD by 2015. The strategies for achieving this growth is to

improve hnman capial, strengthen the role of the private sector in the development of the
economy, and to promde pood govemance.

HEALTH & DEVELOPMENT

The health sector in 1996, adopted Sector Wide Approach (SWAp) in its sector reforms; with
government, partners, cwil societies and the powate sector all playing a part. As a resnlt of tus
reform | the Mumstry of Health (MMoH) retamed sesponubility for poliey formmlanon, monitoring
and evalmation, resonsce mobilization and repnlation of the health sermees delivery. The Ghana
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implementation of the health policies and programmes despned by the AMoH A common
manarement arrangement has been developed m winch parmers and stakeholders parmcipate o
sector dialopnes and develop sector plans. Jomt planning, bndgeting, snpermzion, monmonng and
reporting framework = bemng nsed; making a joint ownership of most processes and prodnets of the
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Ghana

2010 total population: 24 391 823
Income group: Low

NCD mortality* Proportional mortality (% of total deaths, all ages)”
2008 estimates males females
Total NCD deaths (poos) 498 26.4
MCD deaths under age 60 44 985 Injunes .
(percant of 8l NCD deaths) 8%
Age-standardized death rate per 100 000
AllNCDs B16.9 5953
Cancars 89.9 93.0
Chronic respiratory dizeases 1265 545 I,_Caﬂﬁﬁ
Cardiovascular dizeases and diabates 4266 2435 ‘ B%
Behavioural risk factors - Raspiraiory
2008 estimated pravalence (%) males females total g “fﬂf’ﬁ
Current daily tobacco smoking 7.0 1.7 44
Ohysical inaciiviy 130 193 161 Lo
Metabolic risk factors Conruniate I
2008 estimaled pravalence (%) males females tofal Er: E‘E‘H
Raized blood pressura are 352 36.4 nutriional
Raised blood glucosa B.G 8.0 B.a mr;:ns
COverweight 23.1 249 28.9
Obasity 4.1 10.9 15
Raized cholesterol 153 198 176 NCDs are estimated to account for 39% of all deaths.




Mean systolic blood pressure

Maan body mass index
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s Mean fasting blood glucose . Mean total cholesterol
- 54 ——— T = 4.1
E 5.2 [ mm— Boaa
£
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46 3.8
1080 1084 1088 1002 1005 o0 o0 ogng I Haks 1960 1084 1088 19492 1905 2000 2004 2008
Fa el 5
Country capacity to address and respond to NCDs
Has a Unit/ Branch / Dept in MOH with responsibility for NCDs Yes | Has an integrated or topic-specific policy / programme / action

There is fundng avail abWe for:
MCD treatment and control
MNCD prevention and haalth promotion
NCD surveillance, monitoring and evaluation

MNafional haalth raporting system includes:
NCD cauze-zpecific mortality
NCD morbidity
NCD risk factors

Has a national, population-based cancer registry

Yas
Yas
Yas

Yas
Yas
Yas

plan which is currently operational for:

Cardiovascular diseasas Ho
Cancer Ho
Chronic respiratory diseases Ho
Diabetes Ho
Alcohaol Ho
Unhealthy diet/ Overweight/ Obasity Yes
Physical inactivity Yes
Tobacco Ho
Mumbar of tobacco (m}POWER measuras o5

implemeantad at the highest level of achievameant

" Tha morially esbmaies lor s oounisy havo a high degres of uncertsingy becaien oy ans not based
on any mafioral MCO motally datn. The esinalss s bassd on a oombinaion of oourdry o bshize,
carsa ol death modals, regional cEeD of el pEiams, and W HO 2nd LKA IDS progran asin alos
fOr SOMiG Mar caurses: of death (not inciuding NCDs).

World Haalth Organization - NCD Counsry Profiles, 2071.




Hypertension is number one killer disease in

Ghana 2007 30t October News release:
www.GhanahealthService.org

“Doctors at the Korle Bu Teaching hospital say almost
70 per cent of all deaths at the hospital are caused
by hypertensive conditions”

“Hypertension affects nearly one out of every five
Ghanaian adults”

“...Dr Alfred Doku says Hypertension is a leading cause
of death... in urban centres hypertension prevalence
is about 30 per cent. In Kumasi and Accra it is the
leading cause of adult death”

October 2013 22



Ghana’s Health service priorities
2010-12

* Enhance quality of clinical care
* Promote awareness on healthy lifestyle
* Immunisation programme

* Improve early detection and management of
communicable diseases.

* Improve early detection and management of non-
communicable diseases.

Centre for health Information Management Health Sector in Ghana: Facts and Figures 2009

A few of the priorities

October 2013

23



Positive aspects of health care in
Ghana

* Willingness of the inter-professionals to enforce and
implement changes

* Willingness to gain knowledge and share best practice
* Government expectation

* Nursing and Midwifery Council for Ghana and Medical
Council support for implementing these targets

* Variety of healthcare providers

October 2013 24






What are the challenges on
implementation?

* Resources — number of qualified medical / nursing
personnel per head of population

 Ability to access the population across whole of
Ghana

per head of population — finances

* Key then is the need for efficiency, effective care, lean
thinking and working

October 2013 26



Challenge

* Which strategic vision for Ghana can you take
forward?

* What do you need to do in order to promote this
strategic vision?

* Are there any training needs?

October 2013

27



Inter professional teamwork

* Key to unlocking the potential of workforce

* Key to providing systematic patient care



Healthcare professionals

* Nursing is a profession

* Diploma and degree level access
* Registration

* Evidence based practice

* Advanced nursing practice

* (UKCC 2002) Higher Level award - Nursing
Midwifery Council

October 2013

29



Choice of topics during MOTEC
Life-UK training

e Based upon the requests from hospital providers, the
delegates at Jirapa, Nkawkaw, Koforidua and PONGG
workshops. Observations by MOTEC Life-UK team

* How — buddying to share surgical / anaesthetic
techniques, direct lectures, use of video for
demonstration, delegate participation.

 Where: PONGG, Nkawkaw and Jirapa, 37 Military
Hospital, Koforidua.



Summary of Peri operative
nurses for Ghana

workshops,
15t — 19t October 2012

Mrs Jane Jackson SRN MPhil MCGI

Consultant Nurse Patient Preparation for surgery

www.motec-life.uk

MG



FROM 2011 workshop —what has
been implemented?

* WHO checklist implemented and are “saving lives”
“no more wrong side operation”

* Airway management - “saved lives”
* Process mapping of the patient pathway
* Principles of Enhanced Recovery

* Currently looking at introducing patient preparation
at point of out patient visit so that patients are
prepared for surgery and minimal cancellation on
the day due to patients’ being unfit.



Delegate presentations by Region

e Patient safety

* Innovative care during 2011/2012

e Case study of a challenging patient.

* Improving nursing care to enhance the patient.

* Providing appropriate, timely patient information
* Informed consent — the challenges and benefits

* How nurse education benefits patient care and the
working environment

* Minimising complications for patients in your hospital.



Your evaluation from 2012 workshops

How did you score the content and relevance to
practice?

* Dayone 90%
* Day two 85%
* Day three 90%
* Day four 90%



rom the notice

noard. What

nave you learned:

?

e Correct way of administering Clexane

* Anticipate patient needs

— plan ahead

* Glucose testing — using 39 4th 5t fingers only —
avoid pads of fingers, use side only.

* Venous thrombo embolism risk assessment and
advice on reducing risk to all patients.

* Infection control, Wound care, Hand hygiene



IS
(e)]

Wound care / infection control

N
Y]

Airway management

N
(6]

Patient preparation

N
w

Hand hygeine

ABC of trauma

NN
N W

ECG interpretation
WHO

[T Y
(o) BN

Consent forms

[EEY
S

Diabetic care

=
S

Physio pre / post op

VTE

[EY
w

Osteo arthritis

ASA

catheter care
Safety aspects

ER

Learning disabilities

ID name tag

w w b~ U1 O 00 o0 O

Epidural care




From the noticeboard....
What do you want to take forward?

 Teamwork - all staff learn from mistakes / near
misses.

* Communication

* ECG interpretation

* Honey dressing and maggot eating slough
 WHO safety check lists

* Assess all ward patients for risk of DVT



Trauma ABCDE

Importance of patient preparation for surgery

WHO checklist

Consent forms / Informed consent

ECG interpretation

Management of airway obstruction
Physiotherapy post joint athroplasty
VTE / use of stockings / risk assessment
Diabetic care

Teamwork

catheter care

Patient information

Osteo arthritis

Identity bands

Pulse oximeter useage

Enhanced recovery

Needs for patients with Learning disabilities
Documentation

Recovery room

ASA status

Theatre efficiencv

What you have said you want to
takp fAraard

Infection control / hand washing / wound care

85
37
35
35
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Other comments from the
evaluation sheets

* “A new work environment to reflect on the
knowledge acquired at the conference...”

* “A new approach on wound care and infection
control would be implemented to save lives.”

* “Never assume a senior colleague knows all. Share
ideas and agree on any challenge....”

* “To prepare patient adequately for surgery to
enhance patient safety.”



More from youl....

* “To implement WHO surgical checklist to prevent
wrong site surgery, preventable death and promote
patient safety.”

e “Proper hand hygiene...to minimise infections”

e “All patients who come for surgery in my facility will
be properly prepared for the surgery.”

* “To ensure that | encourage my other colleagues at
workplace to observe the five rules of hand
washing”



And more.....

* “Encouraging patient to sign consent earlier, before
day of surgery”

e “A patient had surgery and because we do not have
post recovery monitors patient was sent straight to
the ward....rushed back to theatre but patient
died.”

* “l am going to present a proposal to management
to raise funds so that workshops will be organised
to staff to update them on current trends of
nursing care.”



Finally

* Through participation and debate, delegates have
shown their desire to improve their knowledge, to
update their skills to benefit patient safety.

* Nursing staff from throughout Ghana have
attended these workshops and now have the
knowledge of how to improve patient safety to save
lives. They will do so in a small way, for the specific
patients who they care for.



Saving Lives

 Saving Lives has been a success because of the
delegates attending. All 102 of them, representing
66 hospital providers.

* Challenged previous and current practice
* Embraced new knowledge

* Have clarity on where and how to improve patient
care.



LIFEBOX

* Kindly donated from the supporters from across
the world, LIFEBOX will be presented to the
following hospitals.

e Lifebox is a pulse oximeter enabling close patient
monitoring of oxygen saturation levels and alerting
the professional to a drop in these levels.



LIFEBOX

St John of God Hospital, Sefwi Asafo Western
Region 1

* St Josephs Orthopaedic Hospital, Koforidua 2
* \/olta River Authority Hospital Akasombo 2

* St Joseph’s Hospital, Jirapa 2

 Effia Nkwanta Regional Hospital, Sekondi 1

* Holy Family Hospital Nkawkaw 1 (received)



A few aspects of our sessions 2013

* Patient preparation for theatre

* Patient identification. Site marking.
* Airway assessment

* ECG interpretation

 Early detection of the deteriorating patient in
recovery

* Patient and health worker relationship for better
health

* Applying infection prevention and control in wound
care



Examples of Specific topics

* Diabetes

* Breast Cancer

* Infection Control

* Hand washing

* Venous Thrombo Embolism risk assessment

e Use of NEWS — National Early Warning System
observation charts — improve patient outcomes,
visual alert to patient deterioration

* WHO surgical checklist



Post operative complications
Summary slides

* Physiological insult of surgery

* Classification of complications (immediate, early
and late)

» Assessment of patient

* Risk factors — operation specific and patient

specific
* Post operative complications in every organ

SyStem Natasha Jiwa
e Cardiac, respiratory, Gl and renal complications October 2013

(—“-\
e Acute and chronic wound infections Mftecj; o ;
Ife-UK <

* Post operative fever of unknown origin




Benign Breast Conditions

* Breast anatomy

* Various benign conditions and treatment
* Clinical examination techniques

* Breast cancer awareness

e Steven Goh October 2013

MzlGe



Breast Cancer

* Epidemiology

* Recognition and clinical examination
* Treatment modalities

* Post operative sequelae

* Awareness

e Steven Goh October 2013

Mzt



Informed Consent

* Fundamental ethical and legal principles

* Law and Capacity

* Best practice: Children, Jehovah’s Witness
* Case studies and Test Questions

e Steven Goh October 2013

MzlGe



Shock
Summary slide

Definition of shock

Causes of shock

Clinical features of a patient with shock
Principles of assessment of a patient with shock
Initiating early treatment of the shocked patient

Questions ,
Natasha Jiwa

October 2013

Mstse




Venous Thrombo
Embolism

NORMAL ANATOMY DEEP VEIN THROMBOSIS

Jane Jackson SRN MPhil
MCGI

Consultant Nurse

M5




renal vein renal artery
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Location

* Most common and clinically significant site - deep
veins of the leg.

* Venous thrombi occur in regions of slow blood flow
e Can obstruct venous outflow = symptomatic

* If thrombus dislodges may result in Pulmonary
Embolism



Virchow

1856

56



Virchows Triad 1856

» Blood stasis
»Injury to vessel wall

> Blood constituent abnormalities
Need more than 1 factor = thrombosis

Venous stasis ( lack of movement - operation,

pregnancy — 30% reduction at 15 weeks, 60% at 36
weeks)



Development of thrombus

58



Signs and symptoms

* 80% clinically silent
* Pain and tenderness
* Swelling

* Local heat

e Erythema (redness
associated with vessel
wall damage)

NORMAL ANATOMY

DEEP VEIN THROMBOSIS

59



VTED - a single disorder

Venogram showing a
free-floating proximal
thrombus in the right
superficial femoral vein.
Untreated, these have a
50% risk of PE, and a
10% risk of causing fatal
PE




Recurrent DVT

61



Signs of Pulmonary Embolism

At least 50% of patients have a clinically silent DVT.

30% mortality if untreated

Up to 80% fatal in medical patients
Chest Pain

Collapse - hypotension

Shortness of breath

Cyanosis - unexplained

Haemoptysis

* Sudden Death —usually due to Large clot occluding the Right
Atrium



Treatment of DVT / PE

e Commence patient on Low molecular weight heparin.
(LMWH) Dose calculated by body weight — continue until
therapeutic range of Warfarin is achieved.

Initiate Warfarin. Loading dose 10mg for 2 days
INR taken 3" day. Warfarin dose adjusted.

Aim for therapeutic range of 2-3.

Continue treatment for 6 weeks if distal DVT
PE / Proximal DVT for 3 months.

* If unprovoked DVT - life long treatment.



So, prevention is better than cure

e Risk assess

* Provide verbal advice to patients re circulatory
exercises, early mobilisation and what action to
take post discharge if symptoms are experienced

* Use of Anti thrombotic stockings — measured and
applied correctly — until fully mobile

* Maintain good hydration

* Consider use of Low molecular weight Heparin or
oral anticoagulation



Patient- related Risk factors for VTE

Active cancer or cancer treatment

Personal history or first-degree relative
with a history of VTE

Age over 60 years

Use of hormone replacement therapy

Critical care admission

Use of oestrogen-containing
contraceptive therapy

Dehydration

Varicose veins with phlebitis

Known thrombophilias

Obesity (BMI over 30 kg/m?)

One or more significant medical
comorbidities

For women who are pregnant or have
given birth within the previous 6 weeks
see slide 15




Risk factors for bleeding

Lumbar puncture/epidural/spinal
anaesthesia within the previous
4 hours

Acquired bleeding disorders (such
as acute liver failure)

Concurrent use of anticoagulants
known to increase the risk of
bleeding (such as warfarin with INR
higher than 2)

Lumbar puncture/epidural/spinal
anaesthesia expected within the
next 12 hours

Untreated inherited bleeding
disorders (such as haemophilia and
von Willebrand’s disease)

Uncontrolled systolic hypertension
(230/120 mmHg or higher)

Thrombocytopenia (platelets less
than 75 x 10%/I)

Acute stroke

Active bleeding




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)
All patients should be risk assessed on admission to hospital. Patients should be reassessed
within 24 hours of admission and whenever the clinical situation changes

STEP ONE MOBILITY- all patients (tick one box)
Surgical | Tick | Medical patient expected Tick | Medical patient NOT expected | Tick | Excluded Tick
patient to have ongoing reduced to have significantly reduced patient

mobility.

mobility.

Assess thrombosis (VTE) and bleeding risk (STEP TWO AND THREE)

Risk assessment now complete

STEP TWO

THROMBOSIS (VTE) RISK

Patient related

Tick

Admission related

Tick

Active cancer or cancer treatment

Significantly reduced mobility for 3 days or more

Age =60

Hip or knee replacement

Dehydration

Hip fracture

Known thrombophilias

Total anaesthetic + surgical time > 90 minutes

Obesity (BMI = 30 kg/m2)

Surgery involving pelvis or lower limb with a total
anaesthetic + surgical time > 60 minutes

One or more significant medical comorbidities
(eg heart disease; metabolic, endocrine or
respiratory pathologies; acute infectious
diseases; inflammatory conditions)

Acute surgical admission with inflammatory or
intra-abdominal condition

Personal history or first-degree relative with a
History of VTE

Critical care admission

Use of hormone replacement therapy

Surgery with significant reduction in mobility

Use of oestrogen-containing contraceptive
therapy

Varicose veins with phlebitis

Pregnancy or up to 6 weeks post partum
(see separate obstetric guidance)




STEP THREE

BLEEDING RISK

Patient Related

Tick

Admission related

Tick

Active bleeding

Neurosurgery, spinal surgery or eye surgery

Acquired bleeding disorders (such as acute liver
failure)

Other procedure with high bleeding risk

Concurrent use of anticoagulants known to
increase the risk of bleeding
(such as Warfarin with INR. =2)

Lumbar puncture/epidural/spinal anaesthesia
expected within next 12 hours (Heparin)
or 18 hours (Rivaroxaban)

Acute stroke (see Risk Assessment Guidance
notes in Appendix to Anticoagulation Policy)

Lumbar puncture/epidural/spinal anaesthesia
within previous 4 hours (heparin) or 6 hours
(Rivaroxaban)

Platelets <75 x 107/, check on admission

Uncontrolled hypertension
(230/120 mmHg or higher)

Untreated inherited bleeding disorders (such as
haemophilia and von Willebrand's disease)

Preoperative assessment date:
Name: Signed:

Assessment to be confirmed by doctor on admission

On admission, date/time:

Name: Signed:




STEP FOUR RISK OF VTE
HIGH Risk of VTE with low HIGH Risk of VTE with significant Low risk of VTE
risk of bleeding risk of bleeding

(1 or more ticks in Step 2, no Tick (1 or more ticks in Step 2, 1 or

Tick | (No ticks in Step 2) Tick

tick in Step 3) more ticks in Step 3)
SURGICAL PATIENTS MEDICAL PATIENTS
Risk of VTE Recommended prophylaxis Recommended prophylaxis

HIGH risk of VTE
with low risk of
bleeding

Enoxaparin 40 mg daily*
+
Anti-embolic stockings
+/- sequential compression device
+
Early mobilisation

Enoxaparin 40 mg daily (must be written up
and given on the day of admission)
+
Early mobilisation

HIGH risk of VTE
With significant
Risk of bleeding

Anti-embolic stockings
+/- sequential compression device (SCD)
+

Early mobilisation

Anti-embolic stockings
+/- sequential compression device (SCD)
+
Early mobilisation
(Do NOT use anti-embolic stockings in stroke
patients)

LOW risk of VTE

Early mobilisation

Early mobilisation




NB. Separate guidance for
obstetric patients




Neurosurgical patients

Major head injury/neurosurgical patients Anti-embolic stockings
Add Enoxaparin only if decision documented by
registrar/consultant

CONTRAINDICATIONS
Enoxaparin Anti-embolic stockings/SCDs
CrCl <30ml/min — use unfractionated heparin 5000 units BD Severe peripheral vascular disease
Active bleeding Do not use SCDs if recent lower limb DVT (can use
anti-embolic stockings)
Platelet count <75 Severe dermatitis
Unireated inherited bleeding disorder Massive leg oedema
Previous HIT or allergy to enoxaparin Leg deformity
On therapeutic anticoagulation Peripheral neuropathy
Acquired bleeding disorder Recent skin graft
Patient concerns about using animal products Allergy to fabric
Stroke patients (do not use anti-embolic stockings)
Timing: Rivaroxaban should start 6-10 hours post op (providing haemostasis secured) and then at

6pm daily thereafter. Enoxaparin should start 6 hours post op. In addition, Enoxaparin can be given
the evening prior to surgery (excluding neurosurgery, see above). Mechanical VTE prophylaxis should
be implemented at admission.

MEDICAL patients: Enoxaparin must be written up and given on the day of admission

Epidurall  Placement or removal of catheter should be delayed for 12 hours after administration of Enoxaparin.

Spinal Enoxaparin should not be given sooner than 4 hrs after catheter removal.

Analgesia Placement or removal of catheter should be delayed for 18 hrs after administration of Rivaroxaban.
Rivaroxaban should not be given sooner than 6 hrs after catheter removal.

Duration:  Continue until mobility no longer significantly reduced. High risk orthopaedic patients should receive
prophylaxis for at least 10 days. Extended prophylaxis * is recommended for elective hip replacement,
hip fracture and other high risk patients e.g. major cancer surgery in the abdomen and pelvis.
*Heparin 28 days, Rivaroxaban 30 days (elective hip replacement only)

Obesity:  Use Enoxaparin 40mg twice daily if body weight >100kg (or 60 mg bd if body weight >150Kg)

Exclusions: Haemodialysis, endoscopy, chemotherapy, ophthalmological procedures without GA, other procedures
<90 minutes (see laminated sheet for full information)
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Determining the patient at high
risk of VTE

Condition
Congestive heart failure
Hypertension

C

H

A Age > 75 years
D Diabetes Mellitus
S2 Prior stroke/ TIA




Patients requiring bridging
therapy

* Any mitral valve prosthesis
* Older (caged- ball or tilting disc) aortic valve prosthesis

* Bileaflet aortic valve prosthesis and one of the
following: AF, prior stroke/ TIA, HTN, Diabetes, CCF, Age
> 75

* Recent (with 6 months) stroke or TIA and mechanical
heart valve

* AF and CHADS?2 score 3 or above

 VTE while on Warfarin

* Anti phospholipid syndrome with arterial thrombosis
* AF and recent (within 3 months) stroke/ TIA



Action for high risk patients

* Well planned admission — haematologist / surgeon
/ anaesthetist / patient

* Anti-thrombotic stockings (unless precluded)

* Sub cutaneous Heparin (bridging therapy)



Contraindications to bridging
therapy

CrCl <30mI/min

Active Bleeding

Platelet count <75x10°/L

Untreated HIT or allergy to enoxaparin

On therapeutic anticoagulation

Acquired bleeding disorder

Patient concerns about using animal products




Bridging protocol

*Assumes eGFR > or = 30ml/min. If less refer to
enoxaparin protocol
Day-7 to -14. Anticoagulant clinic. Check INR to

gnsu5re < 4.0. If > 4.0 adjust warfarin to ensure INR < 4.0 by
ay-b.

Day -6 Last dose of Warfarin _ _
Day -3 Start enoxaparin 1.5mg/kg* in the morning. It
IS N0t necessary to check the INR _

Day -2 Enoxaparin 1.5mg/kg* in the morning

Day -1 Last dose of enoxaparin 1.5mg/kg*, In the

m_orni_n?( (ie 24 hours before surgery). If surgery poses very
high risk of bleeding, reduce this final dose to half

*Check INR to allow time for correction (1-2mg Vit K orally)
If >thanor=15 _ y _
‘Day 0 Check INR prior to surgery if Vit K correction
was required



Restarting Imwh after surgery in patients
who were receiving bridging

e Day0: 18:00 Enoxaparin 40mg * if haemostasis secured.

* Day+1:18:00 Enoxaparin 40mg *

 Day+2:18:00 Enoxaparin 40mg*
* Day+3: 08:00 Enoxaparin 1.5mg/kg/day*

* TherapeuticImwh heparin must not be given for at least 48 hours after high bleeding risk
surgery. It may be started after 24 hours if the surgeon deems the bleeding risk to be low

*Assumes eGFR > or = 30ml/min.



Who should be risk assessed?
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Challenge

e Questionnaire



What is a Deep Vein Thrombosis?

. Virchow's Triad describes three factors — more than 1
factor required for a thrombus. What are the three
factors?

. Where do DVT’s occur?

. Which is more serious - Proximal or Distal
thrombosis?



*\What are the symptoms of a Deep Vein Thrombosis?

*What are the symptoms of a Pulmonary Embolism?



How can you reduce the chance of patients having a VTE?

*\WWhat mechanical methods reduce the chance of VTE?

*\What chemical means reduce the chance of VTE?

*\WWhat action should you take if the patient is not present for the
ward round at which low molecular weight heparin is given?



Delegates participation by Region

Purpose : to convey delegates understanding of patients needs. Limiting
factors to provide optimal care and education of staff / management of change

Delegates may choose from the following

Type of learning demonstrated

A. Demonstrate how they will convey learning
from PONGG workshops to wider audience.

Education and Leadership. Self awareness.
Team working

B. Process map a specific issue and demonstrate
how the issue will be improved to become harm
free.

Change Management. Social styles.
Hospital awareness.

C. Conduct a miny audit — discuss beneficial and
limiting factors of audits and potential results.

Audit and change management

D. Process map how to work efficiently and
effectively in your healthcare setting.

Management of improved patient care




NEWS
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Chart 1: National Early Warning Score (NEWS)’

PHYSIOLOGICAL
PARAMETERS

35.1- 360 | 36.1 -380

101-110 | 111-219

41-50 51-90

A

“The NEWS initiative flowed from the Roval College of Physicians’' NEWSDIG, and was jointly developed and funded in collaboration with the
Foyal College of Physicians, Royal College of Mursing, Mational Outreach Forum and NHS Training for Innovation.
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info@lifebox.org

* Universal access to pulse oximetry in the operating theatre is critical to
patient safety. Lifebox believes that cost should not be a barrier, and
we are raising funds for the donation of oximeters where there is
need.

* If you do not have a pulse oximeter and cannot afford the cost but
are eligible to purchase through Lifebox, this is the place to register. We
will add your application to our waiting list immediately. Please note
that distribution of free oximeters is dependent on donations to the
project and we are unable to indicate delivery times.

* In order to meet your request, we need to know more about the pulse
oximetry and anaesthesia services available in your hospital.

* Please complete the needs assessment below, save it, attach it to an
email, and return it to us at info@Ilifebox.org.

* English language needs assessment form



http://www.lifebox.org/about-lifebox/faq-2/can-i-buy-an-oximeter/
http://www.lifebox.org/wp-content/uploads/Lifebox_needs_survey_v2ENG.pdf

Lifebox.org

* By the end of this week, we will have ensured
delivery and training for 346 Lifebox which are
delivered to your hospitals, via MOTEC Life-UK,
CHAG and Dr Thomas Anabah in Tamale during the
Scientific Congress of Ghana Nurse Anaesthetists.

e All that Lifebox ask for in return, is three summaries
of how the Lifebox is being used. Perhaps an
example of how through the alarm, a patient has
been identified as requiring additional oxygen, or
how a life has been saved due to the use of Lifebox.



Surgical Safety Checklist

Before induction of anaesthesia

{with at least nurse and anassthetist)

Before skin incision
{with rurse, anassthetist and sungeon)

[ Confirm all team members have
introduced themselves by name and role.

28N World Health

> Patient Safety
(% Organization

B taed dfaren b Badir Hmafin Se

Before patient leaves operating room

(with nurse, anaesthefist and sungeon)

Murse Verbally Confirms:

] The name of the procedure

[0 Comgletion of instrument, sponge and needle
CoUnis

O Specimen labelling (read spedmen labels aloud,
including patient name)

] Whether there are i to ks
Whether ! any equipment problems

Confirm the name, precedure,
= and where the incision will be made.
Has antibiotic prophylaxis been given within
the last 60 minutes? g
O Yes
[ Mat applicabile
Anticipated Critical Events
To Surgeon:

[ What are the aitical or non-routine steps?
O How long will the case take?
[ What is the anticipated blood loss?

To Anaesthetist:
O Are thers any patient-spedfic concerns?
To Mursing Team:
O Has indicator
fas {inchuding results)
O Are there eguipment ssues or any concams?

Is essential imaging displayed?
O Yes

O Mat applicable

This cheddist is not intended to be comprehensive. Additions and modifications to fit local practice are encouraged.

To Surgeon, Anaesthetist and Nurse:

] What are the key concams for recovery and
maznagament of this patient?
Revizad 1 12004 £ WHO, 2009
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Before induction of anaesthesia

iwith at least nurse and anassthetist)
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{with rurse, ansssthetist and surgecon)

[ Confirm all team members have
introduced themsehves by name and role.

[ Confirm the nt's name, procedure,
and whers incision will be made.

Has antibiotic prophylaxis been given within
the last 60 minutes?

L Yes

[ Mat applicable

Anticipated Critical Events

To Surgeon:

) What are the mitical or non-routine steps?
) Hoy long well the case taks?

L) What is the anticipated bleod loss?

To Anaesthetist:

[ Are there any patient-speafic concerns?
To Nursing Team:

) Has sterility (inchuding indicator results)
hem:{r#m:l?

[ Are thers sguipment issuss of any concams?

|5 essential imaging displayed?

L] Yes

[ Mat applicable
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Before patient leaves operating room

(with nurse, anaesthetist and surgeon)

MNurse Verbally Confirms:

[ The name of the procedure

1 Comgpletion of instrument, sponge and needle
counts

] Specimen labelling (read spadmen labels alowd,
including patient name)

1 Whether there are a ipimsent to be
W my equipment problems

To Surgeon, Anaesthetist and Nurse:

- 'ilﬂ'ntareme-f‘-fcﬂn:umhm:{rmaﬂ
management of this patient?
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www.nice.org.uk/

* NICE is an independent organisation responsible for
providing national guidance on promoting good
health and preventing and treating ill health.
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Audit of Pre Operative
Assessment in UK

e All adult patients — all procedures are included in Pre
operative assessment. This includes multiple co-
morbidities, patients at ASA 1-4.

* Inter professional teamwork — nurse assesses. Requests
appropriate investigations, follow up results. Refers to
anaesthetist as required.

* What effect did the effective patient preparation prior to
surgery have — if any on the length of stay in hospital

e Less variable
* On throughput

* Reduced cancellations on theatre list average of 0.07% due
to omissions in POA.
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POA In 2011

e Patient led care

* Became the accepted norm within UK, Europe,
Australia and USA

e Nurse run service

* Introduce Enhanced recovery — see separate
lecture

October 2013
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Master of Philosophy
Registrar v nurse v control of no assessment
Length of stay for nurse P=<0.001

Group Statistics

Std. Std. Eror
SEENOT N Mean Deviation Mean
EPI DUR NOT
SEEN 4907 2.75 6.79 9.69E-02
SEEN
DROR
NURSE 1436 1.70 2.36 6.24E-02
+/- DEF
Independent Samples Test
evene's Test for
uality of Varianci t-test for Equality of Means
95% Confidence
Sig. | Mean Btd. Erroqterval of the Mea
F Sig. t df 2-tailed)bifferenceifferencg Lower | Upper
EPI DUF Equal
variancq76.369 .000 | 5.741 6341 .000 1.05 .18 .69 1.40
assume
Equal
e 9.079 83.193 | .000 | 1.05 12| 82| 1.27
assume
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To show the age range of patients
attending POA

Histogram

800

600

400

200
Std. Dev =19.26
Mean = 539
N =7100.0

0

5.0 15.0 25.0 35.0 45.0 55.0 65.0 75.0 85.0 95.0
10.0 20.0 30.0 40.0 50.0 60.0 70.0 80.0 90.0 1000

AGE
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Summary

* Your nursing staff have attended workshops
presented by the inter professional team that
comprise MOTEC LIFE-UK

* They are enthusiastic. Keen to learn.



Delegates participation by Region

Purpose : to convey delegates understanding of patients needs. Limiting
factors to provide optimal care and education of staff / management of change

Delegates may choose from the following

Type of learning demonstrated

A. Demonstrate how they will convey learning
from PONGG workshops to wider audience.

Education and Leadership. Self awareness.
Team working

B. Process map a specific issue and demonstrate
how the issue will be improved to become harm
free.

Change Management. Social styles.
Hospital awareness.

C. Conduct a miny audit — discuss beneficial and
limiting factors of audits and potential results.

Audit and change management

D. Process map how to work efficiently and
effectively in your healthcare setting.

Management of improved patient care




Finally, over to you........

e MOTEC LIFE-UK is now looking to identify how you
as Senior Managers would like to take this forward.



Discussion

1. Do you see any benefit in the training?
- if so, please share any examples

2. Would you like MOTEC Life-UK to continue in our
collaboration with Ghanaian hospitals?

- If yes, in what form should this take. Local, regional?

- Perhaps you would like to share ideas direct with Mr Paul
Ofori-Atta, President of MOTEC LIFE-UK.
poahgate@aol.com

3. Are there any specific topics that you would like to see on a
training programme?

4. What other collaboration would you like to see if any?



mailto:poahgate@aol.com

