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Scotland Leading the way for 
Acute Care Practitioners

ACAP Scotland is a new and exciting network that will enable all acute care practitioners to register as
members allowing provision for bi annual forum events. These events will host guest speakers, work
shops,  master classes and the opportunity for discussion on topical subjects. Most importantly the forum
will facilitate  educational and professional development. 

Members will also be entitled to quarterly newsletters and unlimited ACAP web site access

Acute care practitioners in Scotland have never had until now:

✑ The privilege of having an arena to showcase areas of good practice, 
✑ The opportunity to bench mark other practices throughout Scotland, 
✑ A national opportunity for education 
✑ And most importantly have their voice heard. 

Now with the onset of ACAP forum Scotland all this will be possible. 

Mission Statement
The purpose of the forum is to promote and develop the professional role of the acute care advanced
nurse practitioner in partnership with stakeholders, in order to advance the quality of care delivered to
patients and clients.

ACAP Scotland Leading the way

Support given by:
AANPE
CS MEN

Executive committee members:
Elaine Headley
Julie Smith
Ednamay Sinclair
Anne Scott
Hazel Beveridge
Agnes  Allan
David Watson
Lilian Redman
Fiona Buchan
Peter Thomsom
Lynne Demeries

Non executive committee Members:
Mr. Eddie Docherty
Dr. Mark Cooper
Mr. Douglas Allan
Ms .Janet Corcoran
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NEWS....NEWS....NEWS....

Congratulations 
ACAP would like to congratulate Eddie
Docherty on his position as chairman for
the WoS Advanced Practice group and
well done to Marina Shannon, who is
stepping down, for her leadership in the
group over the past year. 

____________________________________

Link members  
ACAP would like to welcome both Elaine
Collard from Raigmore hospital as the
new link for Inverness and Elaine
Kennedy from Murrayfield Hospital as
the new link from the private sector. 

____________________________________

Web Site
The ACAP web site has had an
upgrade. This involved feedback from
some of our members asking for the 
following: 

Conference (Advanced Practice Forum) 
There is now an area dedicated to the
conference that will feature 
• The Venue 
• The speakers 
• Master Class and workshops 
• Itinerary for the day 
• How to register and what the cost 

will be. 

ACAP Community 
Community is a member’s only area
requiring login to access, with
Community you can
• Share with all other members any 

events that you feel may be of interest. 
• Create a discussion group on topics 

you are passionate about and invite 
colleagues to contribute. 

• Discuss and share ideas, images and 
videos in an informal environment. 

Articles 
The Article section contains items of
interest on many topics we have 
extended this list that now includes 
• News 
• Video Library 
• Education 
• Advanced Practice 

• Clinical Development 
• Personal Development 

You can still access the web from the
usual address – www.acapscotland.org 

Anyone wishing to add any educational
pieces of work or case studies to the
web or have an article included in the
journal please contact either Julie or
Elaine – Julie.smith@aaaht.scot.nhs.uk/
elaine.headley@gmail.com   

____________________________________

Financial  
ACAP treasurer, Fiona Buchan has
secured ‘gift aid’ approval from the
Inland Revenue for any donations or
monies that are held in the treasury
account. This will all help with our 
funding. 

ACAP would like to thank Elizabeth
Linton, senior charge nurse with HECT in
NHS Lanarkshire, for completing the
Great Edinburgh Run in November and
helping to raise £250   

Conference   
ACAP are delighted to announce the
second conference which will be held 
at Murrayfield Stadium – 2nd March
2012. Programme included in the 
journal. Costs have remained capped 
at £30. To book a place, please find 
delegate forms on the website.  

ACAP would like to hear what the 
practitioners would like to see at future
events and also what they would like
included on the web and in the journal.
Please contact the team with 
suggestions through the web site.  

____________________________________

RCN
Julie & Elaine, on behalf of ACAP 
have had an abstract for poster 
display accepted by the RCN at their
7th International Nurse Practitioner/
Advanced Practice Nursing Network
Conference in London, in August this
year. The abstract highlights how ACAP
is uniting advanced practice throughout
Scotland.  

____________________________________

Skills4Nurses
Healthcare Event 
27th April 2012 : Skills 4 Nurses 
D4 Berkeley Hotel, Dublin. 
Recruitment exhibition. Free entry for all
healthcare professional. Your chance to
meet future employers face to face from
UK & overseas. For further information
call 01292 525970 or log onto:
www.skills4nurses.com

____________________________________

ACAP event
There will be photography and possibe
videoing of the day, please speak with
the organisers if you do not wish to be
included in this.

CAP
Acute Care 
Advanced Practitioners

To receive a copy of future ACAP publications please email elaine.headley@gmail.com or jsmith53@nhs.net
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About Murrayfield Experience 
Situated in the heart of Scotland’s historic capital city, Murrayfield is the iconic
home of Scottish Rugby boasting facilities that offer the conference and event
organiser one of the largest and most individual venues in Scotland. 

With the winning combination of flexible conference facilities, the city’s largest
banqueting capacity’s, vast exclusive outdoor areas and the possibility of
holding all or part of your event within the main pitch, you can leave your
guests with a memory and a message they will never forget. We provide a bespoke and professional 
service from planning through to delivery of your event.

Destination Edinburgh 
This is no greater city to ignite the imagination of your delegates than Edinburgh. It is a city where elegance, culture 
and history fuse offering the perfect backdrop for large national and international events. Edinburgh is a dynamic and
contemporary city with a growing reputation as the place to be and the place to go. 

The appeal of the city combined with the Murrayfield Experience’s professional and dedicated team has helped place
Edinburgh in the top ten ranking as an international conference destination and second only to London as the preferred
destination for the Association market. 
Address details: Murrayfield Experience, Murrayfield Stadium, Edinburgh EH12 5PJ  
Tel:+44(0)131 346 5250 (lines are open from 9am - 5.30pm Mon - Fri)  Email: enquiries@murrayfieldexperience.com 
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ACAP Scotland at Murrayfield Edinburgh 
• March 2nd 2012 •

YOUR ACAP CONFERENCE DETAILS 
Enter at the West Stand, ample free car parking facilities available directly opposite the entrance. 

Registration –  9 am --held within the 1925 Suites Reception. From here please register and collect your delegate pack. 

Morning tea/coffee can be obtained in Thistle Two suite. This area  will also host lunch buffet 
stations  and additional tea and coffee breaks throughout the day. Additionally a variety of stands and displays will be
set up for your perusal.  

Thistle One will host the main events and speakers. There will also be poster boards to display the varieties of work 
taking place throughout Scotland. 

Smith & Wallace and Nelson & Waddell suites will host the master-classes. The group will be divided into 2 halves and
will swap round so all delegates get the opportunity to attend both classes. The day is schedule to end around 5pm.  

Look forward to seeing you all again. 

CAP
Acute Care 
Advanced Practitioners
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The Clinical Skills Managed Educational Network (CS
MEN) is now well into its fourth year and has been hailed
a major success by both the NHS and HEIs, with NHS 
Education for Scotland integrating it into its core busi-
ness in 2011. This will enable the links between Patient
Safety and Clinical Skills education to be streamlined,
which will support the delivery of the Scottish
Government’s Quality Strategy. Prof Philip Cachia is NES
Executive lead for Clinical Skills and with Mike Sabin,
Programme Director, oversees the development of this
business. 

The Team 
Meet the core team based in the Postgraduate Medical
School at Ninewells Hospital:  

❑ Andrea Baker, Educational Resource Developer – 
she’s the person to contact if you want to know more 
about our online resources, develop one yourself or 
be involved in the reviewing/piloting process  

❑ Felicity Garvie provides admin support to the entire 
team and is the first point of contact if you’re 
interested in finding out more about what CS MEN 
has to offer 

❑ Sarah Race is Project Officer for the Mobile Skills Unit; 
please contact her if you would like a visit to your 
area. 

They are managed by Team Leader Beverley Beasant,
while Prof Jean Ker (University of Dundee) is Clinical
Lead for the Scottish Clinical Skills Strategy. The Network
is supported in the North by Regional Champion 
Jerry Morse, in the South & East by RC Janet Skinner
and in the West of Scotland, RC Anna O’Neill.  

Educational Packs 
As part of CS MEN’s key outcomes, online educational
resources have been developed and are available on 
the Knowledge Network: Learning and CPD: 
(http://www.knowledge.scot.nhs.uk/home/learning-and-
cpd.aspx) - Chest Drains, Safe Communication in Health
Care Practice and Intraosseous Cannulation. Look out for
the Suturing resource which is about to be piloted using
LearnPro. The IV medicines administration resource is
currently being piloted. The Professional Issues resource
(from NHS Tayside) is being reviewed by a nationwide
group; if you are interested in taking part and for further
information regarding any of the packs, contact 
Andrea.Baker@nes.scot.nhs.uk

Mobile Clinical Skills Unit 
Probably the most visual aspect of CS MEN is the Mobile
Clinical Skills Unit, a pioneering vehicle which delivers
clinical skills education using state of the art simulation &
AV debriefing equipment to staff in remote & rural areas.
It has successfully completed its third year with trips to
some of the most distant parts of Scotland – weather

permitting!
Visit our
website to
see pic-
tures of the
sites
visited 
and the comments of healthcare staff who have used the
unit for clinical skills training. To book the unit, contact
Sarah.race@nes.scot.nhs.uk

Research & Development  
CS MEN funds an ongoing R&D grants programme, 
with eight projects gaining awards the first time round in
March 2010.  The research must be related to clinical
skills education and practice, and can include Masters
projects. The successful projects were showcased at CS
MEN’s R&D conference in March 2011 and again at the
Scottish Clinical Skills Network conference in September,
with all but one having now been completed. In the 
second round, six more projects have just been awarded
funds for 2011/12. Updates on their progress will be 
presented at a second national conference to be held 
in September 2012. To find out more, 
visit: http://www.csmen.scot.nhs.uk/research-develop-
ment.aspx

Building the network 
The last six months have seen big changes in our 
communications strategy, including the redesign of both
the Newsletter and the website, and following a survey of
900 network contacts, the transfer of the Newsletter to
electronic publication. Feedback has been very positive
so far, so please go and have a look:
www.csmen.scot.nhs.uk

CS MEN regularly takes part in national and international
conferences to promote its successes and was present
at the NHS Scotland Annual event in August in Glasgow;
a workshop was delivered at the Scottish Clinical Skills
Network (SCSN) conference in St Andrews and posters
were presented on the Suturing pack at the ASME 
conference, Edinburgh and on the Evaluation of the
Mobile Clinical Skills Unit at the ASPiH conference in
Cardiff. CS MEN also tweets regularly on the NES 
Twitter page! 

Future developments 
We’re excited about what we can achieve in the next
stage of development and will be at the forefront of 
delivering a national programme of human factors 
training while continuing to build on the technical and
non-technical skills education we have initiated to 
underpin the delivery of evidence-based care bundles.  

To receive our quarterly Newsletter and any other 
information, and if you would like to become a member

CS MEN – here to support health-
care practitioners and educators!

Article by: Felicity Garvie 
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Acute Kidney Injury (AKI) can be an
overwhelming problem in hospitalised
patients with incidences ranging
between 0.15% and 5.4%, increasing 
in incidence in the Intensive Care Unit
patients, with an overall mortality rate 
of 50% (Hall & Esser 2008). Perkins &
Kisiel (2005) suggest that 50% of cases
of acute kidney injury in hospitalised
patients are preventable and advise that
all patients with predisposition to develop
AKI are identified and risks minimised.  

It is well documented that patients who
are most at risk of AKI, include those 
with existing kidney disease, diabetes
mellitus or hypertension and also those
belonging to certain ethnic groups such
as Afro-Caribbean and Asian due to their
increased risk of developing diabetes 
(Hall & Esser 2008, Thadhani et al 1996,
Redmond & Mc Devitt 2004). Cheung et
al (2008) add that elderly patients are at
considerable risk due to the ageing kid-
neys’ loss of functional reserve and thus
the ability to withstand acute
insults/injury.  

The definition of AKI varies widely in the
literature, with an aim to standardise
these various definitions leading to the
RIFLE classification (see box 1) being
formulated by the Acute Dialysis Quality
Initiative (Cheung et al 2008, Lameire et
al 2005, Zoltan & Justin 2008, Kellum
2007). Kellum (2007) further notes that
together with development of the RIFLE 
classification the term Acute Kidney
Injury (AKI) has replaced the term Acute
Renal Failure (ARF), mostly in part to
highlight that renal insufficiency has 
significant consequences even in the
absence of complete loss of function.
Zoltan et al (2008) reiterate this point
suggesting that the term ARF is now
restricted to patients who require renal
replacement therapy. However it must be
noted that some papers still refer to any
abrupt renal insufficiency in a generic
term of ARF.

The kidney is a complex organ which
has many functions; Hall & Esser (2008)

suggest the use of the acronym
“AWETBED” to use as an aide memoir,
as shown below:  

The nephrons are the functional units of
the kidneys, with the main function being
production of urine through glomerular 
filtration, tubular reabsorption and tubular
secretion. Glomerular filtration is the
process whereby the components of the
kidney undergo a complex process 
which culminates in the filtration of 
products not required by the body to
maintain fluid and electrolyte balance.
The amount of glomerular filtration
formed is known as the Glomerular
Filtration Rate (GFR) with production
being maintained over a wide range 
of mean arterial pressures (MAP) by 
regulation of efferent arteriolar and
glomerular afferent pressures (Redmond
& McDevitt 2004, Waugh & Grant 2002,
Carmichael & Carmichael 2003). 

Although there is no precise definition 
of Acute Kidney Injury it is widely 
recognised as an abrupt and continual
rise in urea and creatinine (azotaemia)
and also non-nitrogenous waste 
products, resulting in a sustained
decrease in GFR, without any 
parenchymal damage (Lameire et al
2005, Carmichael & Carmichael 2003,
Hilton 2006). Rennke & Denker (2007)
suggest the assumption that the GFR is
an indication of the total functioning 
renal mass, as the GFR is equivalent to
the total of the filtration rates in all the
working nephrons. However, Hostetter 
et al (1981) disagree, arguing that when
renal mass reduces, the existing
nephrons undertake adaptations
including increases in single nephron

GFR to meet the excretory needs.  

It is generally accepted that AKI can
broadly be classified into 3 categories,
prerenal, intrinsic and post renal,
depending on the site of injury/insult.
(Lameire et al 2005, Redmond & 
McDevitt 2004, Hilton 2006, Carmichael

& Carmichael 2003, and Hall & Esser
2008).The discussion here will focus on
prerenal AKI, essentially as advanced
nurse practitioners are regularly called
upon to make complex decisions based
on patients who are at risk of developing
AKI, or are in the early stages of AKI. 

Prerenal disease in which the renal 
tissue is preserved, is attributed to a
number of causes including  “true” 
volume depletion typically caused by
gastrointestinal, renal or third space 
losses or “effective” circulatory volume
loss typically caused by sepsis, cardiac
or liver failure, both ultimately causing
hypoperfusion of the kidneys, which if
treated promptly is reversible (Rennke 
& Denker 2007, Dudley 2004). However 
it is important to mention that prerenal
disease and Acute Tubular Necrosis
(ATN) are on the same spectrum of
pathophysiological changes within the
kidney, with severity and duration making
the distinction (Rennke & Denker 2007,
Porth & Matfin 2008).  Brady & Singer
(1995) clarify that development of ATN
occurs when renal hypoperfusion is
severe enough to cause parenchymal
damage of the renal tubules and is not
reversed when renal bloodflow is
returned to normal. Thus it is vital to
detect prerenal disease early to avoid
development of ischaemic ATN. The
signs and symptoms of prerenal failure
may be subtle and therefore may not
immediately direct the clinician to 
diagnosis, it is therefore essential to 
have a good working knowledge of the
main pathophysiological changes that
occur and how they relate to presenting
signs and symptoms, which may lead 
to a high index of suspicion. 

Circulating volume depletion either 
true or effective causes reduction in
venous return, and thus a fall in 
cardiac output, ultimately resulting in
hypotension. Hypotension as explained
by Garrioch (2006) can be defined in 
two ways, either as a systolic blood 
pressure below 100mmHg or a systolic
blood pressure 20mmHg below the
patients normal, however this information
is not always available, therefore the
practitioner must be aware of additional
signs and symptoms which would alert
them to the potential hypotensive
episode. According to Waugh & 
Grant (2002) potential signs of 
hypovolaemic induced hypotension
include tachycardia, hypoxia oliguria 
and confusion. 

Acute Kidney Injury Julie Smith – Advanced Nurse
Practitioner  NHS Ayrshire & Arran 
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Likewise Worthley (2000) suggests that
heart rate, urinary output, blood pressure
and haematocrit can be vital signs of
hypovolaemia. Conversely, Worthley
(2000) points out that a vasovagal
response can occur in around 7% of 
patients, resulting in a bradycardia. 

During times of hypotension the body
makes attempts to compensate, using
sympathetic- mediated responses
designed to maintain cardiac output 
and cerebral perfusion (Porth & Matfin
2008, Rennke & Denker 2007). The 
normal kidney can tolerate relatively
large reductions in bloodflow before
renal damage occurs, responding to
changes in renal perfusion by autoregu-
lating renal blood flow and GFR within
moderately narrow limits. Lote et al
(1996) however suggest that the kidneys,
rather than reacting to decreases in
blood pressure by autoregulation 
actually play a major part in regulating
blood pressure by “shunting” part 
of the large volume of cardiac output it
receives, to extrarenal sites, in response
to decreased circulatory volume. 

Lameire et al (2005) explores how 
hypovolaemia and thus related 
hypotension is detected by cardiac 
and arterial baroreceptors which 
activate hormonal and neural responses,
to result in the dilation of preglomerular
arterioles including instigation of the
renin-angiotensin- aldosterone systems
and the release of vasopressin. Brady 
& Singer (1995) further explain how
glomerular filtration and renal perfusion
are maintained by the use of compensa-
tory mechanisms which include afferent
arteriolar vasodilation triggered by a
local myenteric reflex within the vessel
wall, nitric oxide and prostaglandin I.
Selective efferent arteriolar vasoconstric-
tion under the influence of angiotensin II
maintains a constant glomerular 
hydrostatic pressure. However, 
although the kidney has a complex 
compensatory mechanism support for
autoregulation of renal bloodflow, AKI 
will ensue when the Mean Arterial Blood 
Pressure (MAP) falls below 60 – 80
mmHg. Similarly Lote et al (1996) 
point out that when renal bloodflow 
is insufficient to meet the metabolic
demands of the cells, renal tissue 
damage will occur. 

Lameire et al (2005) suggest that either
anuria or severe oliguria (‹400mls/24
hours) are almost always present in AKI.
Kellum (2008) agrees that urinary output
is a sensitive marker in detecting AKI
and also as a biomarker of tubular injury.
With both Lameire et al (2005) and
Kellum (2008) agreeing that oliguria is
associated with prerenal failure, whereas
urinary output in intrinsic and post renal

failure can present in varying degrees
from anuria to polyuria. Porth & Matfin
(2009) explain that oliguria is a direct
consequence of decreased renal 
bloodflow, with the nephrons 
decreasing the amount of sodium 
(Na+) being excreted in an attempt 
to increase vascular volume. Normal
functioning kidneys will maximally 
reabsorb water and Na+ in response to
decreased circulating volume, in the
effort to increase vascular volume.
Rennke & Denker (2007) explain this
point further stating that Na+ is the 
principal extracellular solute that acts 
to hold water in the extracellular space,
with circulating volume directly equating
with extracellular fluid volume. Similarly
Rang et al (2003) explain how passive
reabsorption of water is brought about 
by secretion of the antidiuretic hormone
by the posterior pituitary, causing an
increase in aquaporin in the apical 
membranes, which allows passive 
reabsorption of water due to the
increased permeability of the nephron.
Kellum (2008) note that in a response 
to decreased circulating volume the 
concentrating mechanisms in the inner
medulla aided by the low flow through
the loops of Henle causes maximisation
of urinary concentration and minimisation
of urinary volume, hence the oliguria.
Lote et al (1996) reveal however for the
kidneys to bring about this mechanism 
of reabsorption it must increase its 
oxygen consumption, with around 80%
oxygen consumption being utilised in
normal kidney function to drive the Na+,
K+ and -ATPase on the basal side of the
tubule cells, responsible for nephron
sodium reabsorption. 

Thandhani et al (1996) recommend 
that urinary indexes are used to 
determine how advanced the AKI may
be, suggesting that urine osmolality,
urine sodium concentrations and 
fractional excretion of sodium are used 
to determine between prerenal and 
tubular necrosis. Shrier (2004) similarly
puts forward the argument for the use of
urinary indices in preference to blood
biomarkers, suggesting that the use of
fluid resuscitation in response to blood
biomarkers, in particular increased blood
urea nitrogen (BUN) levels can lead to
fluid overload. Furthermore Trof et al
(2006) suggest that urinary indices are a
more sensitive marker in detecting AKI,
as they are detectable long before there
is a decline in GFR and subsequent rise
in creatinine. 

Lameire et al (2005) reiterate the 
point made earlier by Lote et al 
(1996) suggesting that in AKI, with 
no parenchymal damage the tubules
maintain the ability to reabsorb Na+,
which results in increased urine 

osmolality, decreased urinary sodium
concentration and a reduction in 
fractional excretion of sodium. However,
Lameire et al (2005) note that there are
exceptions to this normal physiological
response including the use of diuretics,
including mannitol and in the presence 
of glycosuria, which decreases tubular
reabsorption.  

Brady & Singer (1995) explain that fluid
replacement therapy is essential in 
cases of prerenal failure and indeed 
any critically ill patient, as volume 
depletion not treated adequately, leads
to maldistribution of nutritional blood flow
and generalized tissue hypoxia which 
will ultimately lead to multi-organ failure.  

Brady & Singer (1995) further explain
that treatment of hypovolaemia is 
guided by the cause of volume loss, 
with severe haemorrhage being treated
with packed red cells. However the
replacement of plasma losses is much
more controversial, with much debate
regarding whether colloid or crystalloid 
is superior in volume replacement.
Although crystalloids, namely sodium
chloride 0.9%, Ringers Lactate or
Hartmanns solution compensate for 
general losses of water and electrolytes,
the use of crystalloids will require three
times the amount of fluid lost to be
administered as only one third of the 
volume will remain in the vascular 
space with the other two thirds passing
directly into the tissues (Dudley 2004).
Additionally, crystalloids used in high 
volumes carry the risk of tissue oedema,
pleural effusions and ascites, colloids 
on the other hand act more promptly in
restoring homeostasis, providing greater
volume expansion and remaining in the
vascular space longer (Sumnall 2007).
Sumnall (2007) continue that colloids
should be the first choice in fluid 
resuscitation for patients suffering 
from severe hypovolaemia. 
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Conversely, in Schierhout & Roberts
(1998) systematic review of randomised
controlled trials,  determining the effect
on mortality of resuscitation  with 
crystalloids compared to resuscitation
with colloids, it was found that there 
was no evidence that colloid is more
beneficial in resuscitation and in fact
there is an absolute risk of mortality of
4% associated with the use of colloids.
There are identified limitations however,
including the fact that this systematic
review may have included studies in
which interventions and patient 
characteristics were significantly 
incomparable that the calculation of 
the summary effect measure may be
questioned. It is also noted that despite
the fact that all participants were in need
of volume replacement resuscitation, 
regimens differed between trials.
Nevertheless it was concluded that there
is no justification for the use of colloids in
resuscitation of hypovolaemic states. In a
more recent meta-analysis carried out by
Perel & Roberts (2007) and published in
the Cochrane database of systematic
reviews, 63 eligible trials were reviewed
with 55 presenting with mortality data, it
was concluded that there is no benefit to
be gained from the use of colloids and
there is no evidence to suggest that 
colloid use reduces mortality.  

Having established the nature of fluid
resuscitation required, it is necessary 
to establish the volume required.
According to Redmond & McDevitt
(2004) this should be guided by the
patients’ clinical condition, ensuring 
co-morbidities are taken into account
such as pre existing cardiac failure.
Redmond & McDevitt (2004) further note
that continually fluid challenging a
patient who is oliguric can be dangerous.
Similarly Lameire et al (2005) suggest
overzealous fluid resuscitation in patients
who are oliguric can predispose to 
pulmonary oedema. Thus it is vital that
fluid resuscitation and monitoring of
patient response is carried out by an
experienced practitioner. From a ward
nurses point of view strict fluid balance
charting is paramount, it is crucial that all
sources of output are recorded including
vomitus, diarrhoea and wound/stoma
losses. Redmond & McDevitt (2004)
however allude to the fact that it may be
difficult to accurately measure fluid status
due to inability to accurately assess fluid
intake from foods, and the difficulty in
measuring fluid output from sources 
such as diarrhoea.  

Oliguria which is almost always present
in AKI can also pose treatment difficulties
for practitioners. Klahr & Miller (1998)
note that the treatment window for 
oliguria is small and therefore it is vital
that the cause is quickly found and 

treated to prevent the development of
prolonged AKI which carries a high 
mortality rate.  Klahr & Miller (1998) 
further advocate the use of diuretics 
in converting an oliguric state to a 
nonoliguric state, suggesting that the
benefits of such a conversion include
less severe restrictions on salt and water
intake, decreased need for dialysis and
possibly an improvement in prognosis.
Similarly Sumnall (2007) discusses that
the use of diuretics in AKI can be 
beneficial in maintaining homeostasis,
with loop diuretics such as frusemide
flushing out cellular debris which is not
attainable through fluid resuscitation.
Sumnall (2007) further suggests that a
50% reduction in mortality may be
achievable through this process of
forced diuresis, particularly as it can 
lead to a reduction in life threatening
electrolyte disturbances. Conversely,
Singri et al (2003) advise that conversion
from oliguria to a nonoliguric state does
not lessen the need for haemodialysis 
or indeed improve morbidity and 
mortality rates. Indeed in a cohort study
conducted by Mehta et al (2002) it was
concluded that the use of diuretics in
critically ill patients with AKI are linked
with increased mortality and non 
recovery of renal function. This was a
cohort study which ran over six years
and included 552 patients over four 
academic medical centres. The objective
was to determine whether the use of
diuretics in AKI is associated with
favourable or adverse outcomes in the
critically ill patient. Diuretics were given
to 326 patients (59%) at the time of
nephrology consultation and a further
12% following consultation. With 
adjustment for propensity scores and 
relevant covariates it was found that the
use of diuretics significantly increased
the risk of non recovery of renal function
and death. There are several limitations
acknowledged by the authors such as
the fact that even with propensity score
adjustment evaluation of the use of
diuretics cannot truly be evaluated in the
same way it could be in a randomized
trial. It is also acknowledged that
although this was a multicentre study,
they were all in the same region and as
such may not be generalisable to the
whole population. A further limitation is
that patients were all critically ill and as
such the authors recognise that findings
may not be transferable to patients with
less severe forms of AKI, and as such 
it cannot be inferred that diuretic use
causes adverse effects on less severe
forms of AKI. In contrast in a more 
recent multicentre study by the BEST 
kidney investigators (Uchino et al 2005) 
it was found that diuretic use did not
have any adverse effects on patient 
mortality. This was a large prospective
multicentre, multinational epidemiological

study involving 1743 patients in intensive
care units across 54 centres in 23 
countries, showing both reliability and
validity.   Although the study by Mehta 
et al (2002) indicates that diuretic use
causes adverse effects on patient 
mortality there are a number of limitations
acknowledged, furthermore the study 
by Uchino et al (2005) is a much larger,
recent study which suggests that there
are no adverse effects following the 
use of diuretics. However there are no
studies proving benefit in giving diuretics
in AKI. Therefore the author proposes
that the use of diuretics in AKI is beyond
the Advanced Nurse Practitioners’ scope
of practice and as such is best left to
specialists in nephrology. 

Conclusion  
In conclusion the kidney is a complex
organ which is capable of many 
functions (Hall & Esser 2008) however
the pathophysiological process and 
management of AKI is also a complex
process, which requires full understand-
ing of both normal and abnormal kidney
function by the practitioner, to guide
treatment. The mainstay of treatment in
AKI is volume replacement, with a 
consensus opinion suggesting the use of
crystalloids rather than colloid therapy.
However, volume replacement must be
used in caution particularly in patients
who are oliguric (Lameire et al 2005).
Conversely there is no consensus 
opinion regarding the use of diuretics in
patients presenting with AKI, with some
authors advocating its use (Sumnall
2007) and others suggesting that the 
use of diuretics causes adverse effects
(Mehta et al 2002), until there is 
substantial evidence to support the 
use of diuretics, this form of treatment 
is best left to specialist nephrology 
colleagues. 
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Reducing Clinical Risk: Audit of appropriateness of
intravenous antimicrobial prescribing and optimal
patient care delivery within a district general hospital.

Allison G, Hyland P, Harrison L, McCormick S. NHS Lanarkshire (NHSL) 

Introduction 
The duration of intravenous (IV) antimicrobial therapy is often inappropriate and this has 
driven development of local protocols to encourage IV to oral antimicrobial switch. One of the 
complications associated with prolonged IV administration is healthcare associated infections
(HAI) such as Staphylococcus Aureus Bacteraemia (SAB) which have a mortality of 30%. Optimal
peripheral vascular catheter (PVCs)1 management is essential. PVC care bundles are one of the
measures which have been implemented to reduce the incidence of HAI2.  The Scottish
Government have introduced a number of performance targets for the NHS known as HEAT 
targets. One target is to reduce the number of SABs as part of the plans to reduce Healthcare
Associated Infections. The HEAT target was to reduce all SABs (including MRSA) cases by 30% by
31 March 2010 and to achieve a further reduction in cases of 15% by 31 March 2011. The aim of
this audit was to determine the quality of IV antimicrobial prescribing in relation to NHSL IV to Oral
Switch Protocol for Adults (IVOST policy) and whether optimal care was being delivered to patients
to minimise HAI risk. 

Objectives  
To identify whether patients receiving IV antimicrobials were prescribed IV antimicrobials in 
accordance with the criteria for IV administration detailed in the NHSL IVOST policy.  To determine
whether patients on IV antimicrobials had PVC care bundles in use.   

The standards set for this audit are as follows:  

• 100%  of patients on IV antimicrobials should be compliant with the NHSL  
Antimicrobial IV to Oral Switch Therapy Protocol for Adults 

• 100% of patients on IV antimicrobials should have a PVC care bundle completed 

Method  
Data for this audit was collected as part of a larger point prevalence study (PPS) on antimicrobial 
prescribing which was conducted on the 13th January 2011 at Hairmyres Hospital. All patients who
were 16 years and over and receiving systemic antimicrobial therapy were eligible for inclusion.  

Results 
Of the 147 patients on antimicrobial therapy 63 patients (43%) were identified as receiving IV
antimicrobials (Figure 1).  56 patients (89%) on IV antimicrobials had one or more of the NHSL
IVOST protocol indications for prescribing IV antimicrobial therapy. This does not meet the standard
required of 100% of patients on IV antimicrobials to be compliant with the NHSL IVOST policy.  30
patients (48%) on IV antimicrobials had PVC care bundles in use on the day of the PPS. This does
not meet the standard required of 100% of patients on IV antimicrobials having a PVC care bundle
completed.   
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Definition 
The Collins English dictionary ( 2003) defines records as
‘a document or other things that preserves information’.
Indeed, Austin (2006) states that the patients‘ medical
records are a legal document that tells the story of the
patients‘ encounters with professional caregivers. 

Dimond (2008) highlights that record keeping has been
stated as ‘part of the professional duty of care owed by
nurses to the patients. The purpose of nursing records 
is to facilitate a number of elements:  

• Communication between health care professional 
and clients 

• Care planning 
• Quality assurance of care 
• Educational tools for professional development 
• Legal documentation for courts cases  
• Health care analysis to monitor trends in services 

(Frank-Stromborg et al 2001a). 

Woods (2003) identifies that more and more nurses are
under scrutiny regarding record keeping, consequently
as Advanced Nurse Practitioners (ANP‘s) face increased
exposure to difficult and complex issues over decision
making, record keeping has to display accuracy and
consistency.  

Since 1998 patients and their families have had the right
to access to their health records (Data Protection Act
1998, Human Rights Act 1998), it is therefore essential
that good record keeping is unambiguous, consistent,
efficient and professional. The Data Protection Act 1998
defines a health record as: 

‘consisting of information about the physical or mental
health or condition of an identifiable individual made by
or on behalf of a health professional in connection with
the care of that individual’ 

With today‘s every increasing use of technology, record
keeping and information on patient/clients health care
can come in many guises; for example, the NMC (2010)
list some examples of this, that  indeed many, if not all
ANP‘s will find themselves privy to:  

These can include: 

• handwritten clinical notes 
• emails 
• letters to and from other health professionals 
• laboratory reports 
• x-rays 
• printouts from monitoring equipment 
• incident reports and statements 

• photographs 
• videos  
• tape-recordings of telephone conversations 
• text message 

Confidentiality of the privacy of such information is 
paramount to all health care professionals, and the 
greatest vigilance should be practiced when in receipt 
of this. Additionally becoming familiar with the governing
rules of confidentiality and the local policies and 
protocols is again recommended by the NMC (2010).   

However despite the ever increasing responsibilities and
stress that modern nursing can sometimes incorporate,
accurate recording keeping is not a chore that should 
be carried out, it is an essential integral aspect of patient
care. Indeed the NMC and medico-legal experts denote
that if there is no record of an event then it did not 
happen (NMC 2010). The legal considerations of record
keeping provides proof of nursing care and can be used
in evidence in criminal prosecution and in nursing – legal
claims. Therefore accuracy and completion of all entries
are vital to demonstrate that standards of care were
maintained; protecting the patient, the practitioner and
the organisation (Twomey & Cummins 2010). 

Additionally, Woods (2003) highlights that any notes or
records taken in the course of the nurse‘s work are
potential legal documents and can be used in a court 
of law. Furthermore it may be difficult to maintain 
professional credibility in a court of law if these records
are judgemental, vague or unsubstantiated. It could be
argued that good record keeping could underpin the
wellbeing of the patients by endorsing high standards 
of clinical care and be an indication of a safe and skilled 
clinical practitioner. Additionally McGeehan (2007) high-
lights that good record keeping reflects the standard of
care delivered, and in the event of negligence claims,
lawyers will have scrutinised the records, and a view of
professionalism of the author(s) will already have been 
assumed dependant on their record keeping. Equally,
failure to adhere to good record keeping will call into
question, the practitioners‘ professionalism and 
subsequently make it difficult to defend a claim for negli-
gence. In addition, failing to keep accurate record of the
patient‘s care can have a clear impact on the quality of
the care being delivered (health care commission 2006).  

Pullen and Loudon (2006) argue that patients‘ records
are among the most basic of clinical tools and are
involved in almost every consultation, adding that
records are there to give a clear and accurate picture 
of the care and treatment of patients and to assist in
making sure they receive the best possible care. 

Record Keeping: 
WHY IT IS IMPORTANT.
Elaine Headley & Julie Smith 
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It should not got unmentioned that patients are the 
owners of their health records and they have the right to
access these and decide who shares in that information.
Practitioners have an obligation to ensure the privacy of
that information (International Council of Nurses 2008).  
The NMC (2010) highlight the way that record keeping is
kept, is usually stipulated by the employer, which may
result in different methods of achieving a good record 
of care, however the core principles should reflect the
values of individuality and partnership working.  

Subsequently as a result of the lack of a single model or
template for records, NMC (2010) suggest records 
should be (see box 1 Record Keeping): 

Box 1 – Record Keeping 

It is important to note that The Limitation Act (1980)
allows a patient 3 years to claim on a personal injuries
claim from the date of knowledge of harm perpetrated,
not the date of the actual incident which may have
caused it. In the cases of children, claims are allowed up
to 3 years after their eighteenth birthday, although in all
cases, an individual judge may lengthen the period 
allowed (HMSO 1980). This time frame can often cloud
the memories of events for those involved and a good
accurate record of the events may be the only way to
reflect on the actual facts. 

In conclusion to this informative article, Woods (2003)
highlights that data from the National Audit office (2002)
reported the cost of NHS litigation rose from £2.3bn in
1998 to £4.4bn in 2001. Woods (2003) goes on to on
highlight that litigation is already an occupational hazard
for medical staff, and it is estimated that at least one in
three other health care professionals will be involved in
some kind of legal proceedings at some point in their
career. In today‘s developing advanced practice for
nurses the suggested estimate of litigation has the
potential to become more of a reality. A good accurate
record of care will protect both the patient and the 
practitioner.  
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ACAP Survey Questionnaire 
EVIDENCE OF PRACTICE 
Elaine Headley, Julie Smith & the ACAP Team  
SCO 42116 

Introduction:
Prior to the inception of ACAP Scotland, there was no information to collectively identify:  

• The title used by ANP’s 
• The range of skills they possessed  
• What knowledge and skills development range there was  
• Were the practitioners responsible solely for unwell adults?  
• Did they cover more than one site?  
• Did they hold both clinical and managerial responsibilities?  
• Were they all independent nurse prescribers?  

Aims 
In addition to the above needs of ACAP the founders had to ascertain what potential members of the forum 
wanted from this organisation.  

The committee understood that due to the lack of any substantial national evidence like this about ANP’s , 
compiling such data would underpin the needs of the ACAP members. Subsequently this would provide a 
foundation to build a comprehensive, unbiased and long lasting organisation  
ACAP Scotland Questionnaire Survey-- August 2010. 

Method:
This analysis summarises the results of a cross section survey questionnaire to ascertain the relationship 
between two factors:  

• the needs of ACAP members  
• and the assumptions of the organisers. 90 questionnaires were distributed across 6 health board 

regions in Scotland with approximately 1/3rd ( 35) being returned. The distribution consisted of both 
hard copies – to local areas- and ecopies, to those areas most distance from the researchers. A closed 
ended question approach was adopted, with availability for free text at the end. This would ideally 
ensure a quicker response and make configuration of data analysis less demanding.  

Conclusion:
Prior to ACAP undertaking this survey, there was little or fragmented, collective information 
on the needs, skills and responsibilities of the ANP’s In addition to the information provided here ACAP’s 
want:  

• Clear direction of roles  
• Benchmarking  
• Pushing the role forward  
• Peer review/discussion of the literature  
• Theory behind the practice  
• Up to date information  
• Seek registration as a professional body.  

The evidence provided here is new and has never before been available to review on a national basis. 
Now that ACAP Scotland is a much more structured organisation with a much wider membership, it intends
to redistribute the questionnaire and compare & contrast findings The results will help facilitate the 
development of advanced practice and ultimately provide improved care for our patients.  
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Introduction  
What makes a good leader? Is there a simple
uncomplicated answer to that small question? 
In all probability that is unlikely. But perhaps 
there is one single aspect that can bridge the 
multi-complex characteristics of effective 
leadership:  that is one’s ability to change and
adapt to change. Darwin in 1872 recognised this 
as a fundamental yet crucial component to survive.
Yet resistance to change and the change process 
is ever present. If, as Darwin suggested survival 
of the fittest is reliant on change, then perhaps
leaders who are immune to the emotions of their 
followers will inhibit change, rather that develop 
it? In this informative poster will highlight some 
of the aspects of emotional intelligence and it’s 
links to leadership.

Emotional Intelligence :

Definition:

" the subset of social intelligence that involves the
ability to monitor one's own and others' 
feelings and emotions, to discriminate among them
and to use this information to guide one's 
thinking and actions" (Salovey &Mayer 1995). 

There are 5 main elements: (Goleman 2001).

1. Self-awareness: If you're self-aware, you 
always know how you feel. And you know how 
your emotions, and your actions, can affect the
people around you. Being self-aware when 
you're in a leadership position also means having 
a clear picture of your strengths and 
weaknesses. And it means having humility. 

2. Self-regulation: Leaders who regulate 
themselves effectively rarely verbally attack 
others, make rushed or emotional decisions, 
stereotype people, or compromise their values.
Self-regulation is all about staying in control. This
element of emotional intelligence, according to 
Goleman (2001) also covers a leader's flexibility
and commitment to personal accountability. 

3. Motivation: Self-motivated leaders consistently
work toward their goals. And they have extremely
high standards for the quality of their work. 

4. Empathy: For leaders, having empathy is critical
to managing a successful team or organization.
Leaders with empathy have the ability to put 
themselves in someone else's situation. They help
develop the people on their team, challenge others
who are acting unfairly, give constructive feedback,
and listen to those who need it. If you want to earn
the respect and loyalty of your team, then show
them you care by being empathic. 

5. Social skills: Leaders who do well in this 
element of emotional intelligence are great 
communicators. They're just as open to hearing
bad news as good news, and they're experts at 
have good social skills are also good at managing
change and resolving conflicts diplomatically. 
They're rarely satisfied with leaving things as they
are, but they're also not willing to make everyone
else do the work. They set the example with their
own behavior. 

Conclusion 
It can arguably be difficult to adopt all 5 of
Goleman’s elements of emotional intelligence; 
and equally more difficult to do this on every 
occasion. Each element may hold fundamental 
difficulties, but none more so than self awareness.
Looking at the words of the ancient Chinese 
philosopher Lao Tzu can be related to self 
awareness;  ‘ he who knows others is wise, he who
knows himself  is enlightened’  Who among us are 
‘enlightened? 
______________________________________________
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Author: David Watson , Jaqueline McCallum , Elizabeth Simpson 

ABSTRACT 

Background: The ALERT course teaches the early recognition and manage-
ment of sick patients. Current literature identifies that nurses are unable to
identify these patients early and initiate appropriate interventions. Much of the
literature at present focuses on the general ward areas, however little is known
about the critical care nurses ability to identify and manage the sick patient. 

Methods: A quantitative approach was utilised for this study, using a modified
questionnaire ( Delphi Study).  Twenty-four candidates attending the ALERT
course were invited to join the study and were sent an online questionnaire.
Post course questionnaire s were also completed. 

Results : Only eight participants completed both pre and post course papers.
However an additional fourteen candidates completed the post course paper
alone. This generated two groups  (n=8) and (n=14). This allowed for compar-
ison between the two groups .It appears that the ALERT course does improve
the nurses knowledge of caring for sick patients, with the pre course group
(n=8) scoring a mean score of 51% pre and 61% post course attendance. The
mean score in the post course only group (n=14) was poor at 46%. While the
study demonstrates the course improves knowledge, it also identifies that the
level of knowledge of both critical care and acute care nurses is below what
would be expected and requires further investigation. 

“Does attendance at the
ALERT course improve 
the nurses knowledge of
caring for sick patients?”

A Pilot Study.
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